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INSURANCE COMPANY BOARD TO EXPAND The Board of Directors of the Pennsylvania 

Medical Society Professional Liability Insur¬ 
ance Company (PMSLIC) has recommended to the Society's Board of Trustees that the 
PMSLIC Board be expanded to provide wider representation. The Society's Board will 
consider the recommendation at its January 18 meeting. At its December 14 meeting 
the PMSLIC Board also gave final approval to rates for the new company. They have 
been filed with the Insurance Department and generally are 10 percent lower than 
current Argonaut rates. The department is expected to give approval. A summary of 
PMSLIC activities appears on page 6 of this issue. 


NO CAT FUND SURCHARGE IN 1978 There will be no Catastrophe Loss Fund surcharge 

to Pennsylvania's health care providers in 1978. 
The State Society was successful in its efforts to have the Commonwealth live up to 
the letter of the law, in this case Act 111 of 1975. The Act provides that the sur¬ 
charge on malpractice insurance premiums be waived whenever the Cat Fund exceeds $15 
million. Since the fund now has in excess of $17 million, the Insurance Department 
approved a recommendation by the fund's director, William K. Myrtetus, to waive the 
surcharge. The fund covers settlements of over $100,000 resulting from medical 
malpractice claims. A saving of $10 million to health care providers is projected. 

NEW HOSPITAL REGULATIONS PUBLISHED Final regulations governing the licensing of 

hospitals in Pennsylvania were published in 
the Pennsylvania Bulletin December 10. The Department of Health worked five years 
on revising the regulations which were last promulgated in 1966. The State Society 
was involved from the beginning in presenting the position of physicians as the 
rules were modernized. A limited number of copies of the final regulations are 
available on request from the Society, which mailed copies immediately upon publica¬ 
tion to county medical societies and presidents and secretaries of hospital medical 
staffs across the state. 


DR. ROWLAND CANDIDATE FOR AMA BOARD With the unanimous support of the PMS Board 

and the Delegation to the AMA, George A. 

Rowland, M.D., Millville family physician and chairman of the State Society's Board, 
has launched his campaign for election to the AMA Board of Trustees. The formal 
announcement came at the AMA's Clinical Convention in Chicago the first week in 
December. Dr. Rowland has held a number of leadership positions in organized medi¬ 
cine. In addition to his State Society activities, he has served the American Academy 
of Family Physicians in a number of capacities, including chairman of the Committee on 
Medical Education and vice president. 

HEW SUPPORTS SECOND OPINIONS IN SURGERY The Department of Health, Education, and 

Welfare (HEW) is urging second and even 
third opinions on elective surgery and will pay for such opinions for its benefici¬ 
aries. HEW Undersecretary Hale Champion outlined HEW's effort at a hearing of the 
House Subcommittee on Oversight and Investigations in November. Carriers for medicare 
and medicaid will pay for patient-initiated second opinions on the need for surgery, 
and will pay for a third opinion if the first and second physicians' opinions are at 
variance. Champion said the department would monitor the program closely to determine 
the effect on the amount of surgery performed, and would report back to the committee 
in six months. 

GENERIC DRUG FORMULARY FINALIZED The Department of Health published its Generic 

Drug Formulary in the Pennsylvania Bulletin 
December 10. It lists 575 drugs and combinations for use in the implementation of 
Pennsylvania's Generic Drug Act. The State Society's Commission on Therapeutics has 
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monitored the development of the formulary and advised the department during its 
preparation. Physicians may obtain a copy of the formulary by writing to the Depart¬ 
ment of Health, P.0. Box 90, Harrisburg, Pennsylvania, 17120, or by calling toll-free 
1-800-692-7254. 

ABRAMS RECOMMENDS 50% CUT IN ARBITRATION FEE Paul F. Abrams, administrator of 

Arbitration Panels for Health Care, 

has recommended a 50 percent reduction in the fee paid by doctors to support the 
malpractice act arbitration system. The cut to $25 would apply to doctors of medi¬ 
cine, osteopathy, and podiatry, but not to hospitals and primary health centers. The 
State Society will seek the necessary amendment to Act 111 on the reduction, which 
will amount to a $500,000 annual saving. 

CONTINUING EDUCATION A MUST FOR INSURANCE Effective January 1, 1978, companies 

writing medical malpractice insurance in 

Pennsylvania must have a risk management plan including a continuing education require¬ 
ment for insureds. Details were outlined in Insurance Department regulations. Provi¬ 
sions include the following requirements of insureds for policies written after 
January 1: conforming with the Medical Practice Act of 1974, complying with Profes¬ 
sional Standards Review Organizations, and fulfilling the continuing education require¬ 
ment of the Pennsylvania Medical Society or the equivalent thereof. 

SENATE PASSES SOCIETY BACKED BILL The State Senate has passed by a vote of 38 to 

0 a bill offering Catastrophe Loss Fund coverage 
to professional corporations. The State Society is sponsoring the amendment to Act 
111 of 1975. It has been referred to the House Insurance Committee. 

HEALTH DEPARTMENT ISOLATES A/TEXAS VIRUS Secretary of Health Leonard Bachman, M.D., 

announced December 21 that the Bureau of 

Laboratories had isolated and identified the A/Texas influenza virus in the Common¬ 
wealth. The first specimens in which the virus was confirmed were from Bucks and 
Montgomery Counties. A/Texas influenza was recognized earlier in 1977 in New Jersey 
and Wisconsin. Symptoms are fever, headache, muscle pains, cough, and nasal discharge 
of from three to five days duration. 

HSA IN PHILADELPHIA TARGET OF SUIT Five county medical societies, Philadelphia, 

Bucks, Chester, Delaware, and Montgomery, filed 
suit December 7 in U.S. District Court to block the Health Systems Agency of South¬ 
eastern Pennsylvania from spending a $1.7 million federal grant. The suit charges 
there is improper representation on the HSA governing board. Joining the medical 
societies in the suit are local governments, including the city of Philadelphia, 
county councils of the AFL-CIO, and other professional provider groups. The HSA 
appointed by the U.S. Department of Health, Education, and Welfare, also a defendant, 
covers the five-county area. The area at one time was divided into three separate 
Health Service Areas. The State Society’s Board of Trustees contributed $10,000 in 
support of the county medical societies. 

PMS BREAKS EVEN IN CHICAGO The AMA House of Delegates gave approval to three 

of the Pennsylvania Delegation's resolutions and 
defeated three at its Chicago meeting early in December. Adopted was a resolution 
asking the AMA Board to develop a proposal providing legal advice for reference 
committees. Adopted after amendment was a call for a feasibility study to determine 
whether the AMA could undertake an evaluation of the effectiveness of community mental 
health centers. Referred to the Board of Trustees was a resolution on product safety 
and manufacturer's liability. Three resolutions on quackery were defeated. They 
sought to activate the AMA Committee on Quackery, establish a Quackery Defense Fund, 
and reactivate the AMA Investigation Committee. 
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Contraindications: Anuria; hypersensitivity to this or other 
sulfonamide-derived drugs. 

Warnings: Use with caution in severe renal disease. In patients with 
renal disease, thiazides may precipitate azotemia. Cumulative effects 
may develop in patients with impaired renal function. Use with caution 
in patients with impaired hepatic function or progressive liver disease, 
since minor alterations of fluid and electrolyte balance may precipitate 
hepatic coma. May add to or potentiate action of other antihyperten¬ 
sive drugs; potentiation occurs with ganglionic or peripheral adrenergic 
blocking drugs. Sensitivity reactions may occur in patients with or with¬ 
out a history of allergy or bronchial asthma. Possibility of exacerbation 
or activation of systemic lupus erythematosus has been reported. Lith¬ 
ium generally should not be given with diuretics because they reduce 
its renal clearance and add a high risk of lithium toxicity. Read circu¬ 
lars for lithium preparations before use of such concomitant therapy. 
Use in Pregnancy: Thiazides cross placental barrier and appear in cord 
blood; in pregnancy, weigh anticipated benefit against possible haz¬ 
ards to fetus, including fetal or neonatal jaundice, thrombocytopenia, 
and possibly other adverse reactions that have occurred in adults. 
Nursing Mothers: Thiazides appear in breast milk; if use of drug is 
deemed essential, patient should stop nursing. 

Precautions: Perform periodic determination of serum electrolytes to 
detect possible electrolyte imbalance. Observe all patients for clinical 
signs of fluid or electrolyte imbalance, namely, hyponatremia, hypo¬ 
chloremic alkalosis, and hypokalemia. Serum and urine electrolyte de¬ 
terminations are particularly important when patient is vomiting ex¬ 


cessively or receiving parenteral fluids. Medication such as digitalis 
may also influence serum electrolytes. Warning signs, irrespective of 
cause, are dryness of mouth, thirst, weakness, lethargy, drowsiness, 
restlessness, muscle pains or cramps, muscular fatigue, hypotension, 
oliguria, tachycardia, and gastrointestinal disturbances such as nausea 
and vomiting. Hypokalemia may develop, especially with brisk diuresis, 
in severe cirrhosis, with concomitant corticosteroid or ACTH therapy, or 
with inadequate oral electrolyte intake. Hypokalemia can sensitize or 
exaggerate response of heart to toxic effects of digitalis (e.g., increased 
ventricular irritability). Hypokalemia may be avoided or treated by use 
of potassium supplements, such as foods with a high potassium con¬ 
tent. Any chloride deficit is generally mild and usually does not require 
specific treatment except under extraordinary circumstances (as in 
liver disease or renal disease). Dilutional hyponatremia may occur in 
edematous patients in hot weather; appropriate therapy is water 
restriction, rather than administration of salt except in rare instances 
when the hyponatremia is life threatening. In actual salt depletion, ap¬ 
propriate replacement is the therapy of choice. 

Hyperuricemia may occur or frank gout may be precipitated in certain 
patients. Insulin requirements in diabetic patients may be increased, 
decreased, or unchanged; latent diabetes mellitus may become 
manifest. Thiazides may increase responsiveness to tubocurarine. 
Antihypertensive effects of the drug may be enhanced in post¬ 
sympathectomy patients. May decrease arterial responsiveness to 
norepinephrine; this diminution is not sufficient to preclude effective¬ 
ness of the pressor agent for therapeutic use. If progressive renal im- 
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pairment becomes evident, consider withholding or discontinuing 
diuretic therapy. Thiazides may decrease serum PBI levels without 
signs of thyroid disturbance. Calcium excretion is decreased by 
thiazides. Pathologic changes in the parathyroid gland with hyper¬ 
calcemia and hypophosphatemia have been observed in a few patients 
on prolonged therapy; thiazides should be discontinued before testing 
for parathyroid function. 

Adverse Reactions: Gastrointestinal System— Anorexia; gastric ir¬ 
ritation; nausea; vomiting; cramping; diarrhea; constipation; jaundice 
(intrahepatic cholestatic jaundice); pancreatitis; sialadenitis. 

Central Nervous System— Dizziness; vertigo; paresthesias; headache; 
xanthopsia. 

Hematologic— Leukopenia; agranulocytosis; thrombocytopenia; 
aplastic anemia. 

Cardiovascular— Orthostatic hypotension (may be aggravated by 
alcohol, barbiturates, or narcotics). 

Hypersensitivity— Purpura; photosensitivity; rash; urticaria; necrotizing 
angiitis (vasculitis) (cutaneous vasculitis); fever; respiratory distress 
including pneumonitis; anaphylactic reactions. 

Other—Hyperglycemia; glycosuria; hyperuricemia; muscle spasm; 
weakness; restlessness; transient blurred vision. 

Whenever adverse reactions are moderate or severe, thiazide dosage 
should be reduced or therapy withdrawn. 

Note: When used with other antihypertensive drugs, careful observa¬ 
tions for changes in blood pressure must be made, especially during 
initial therapy. Dosage of other antihypertensive agents must be 


reduced by at least 50 percent as soon as this drug is added to the 
regimen. As blood pressure falls under the potentiating effect of this 
agent, further reduction in dosage, or even discontinuation, of other 
antihypertensive drugs may be necessary. 

How Supplied: Tablets containing 25 mg hydrochlorothiazide each in 
bottles of 100 and 1000 and single-unit packages of 100; Tablets con¬ 
taining 50 mg hydrochlorothiazide each in bottles of 100,1000, and 
5000 and single-unit packages of 100; Tablets containing 100 mg hy¬ 
drochlorothiazide each in bottles of 100. 

For more detailed information, consult your MSD representative or 
see full prescribing information. Merck Sharp & Dohme, 

Division of Merck & Co., Inc., West Point, Pa. 19486 

J6HD04(528) 


In hypertension 

TABLETS: 25 mg, 50 mg, and 100 mg 
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newsfronts 


Society’s insurance company activated; agreement 


The Pennsylvania Medical So¬ 
ciety’s long-term solution to pro¬ 
viding a free market for physi¬ 
cians to obtain malpractice insur¬ 
ance is a reality. 

On December 1, attorneys for 
the Society, Argonaut Insurance 
Co., and Frank B. Hall and Co. 
met in Philadelphia to complete 
the settlement agreement reached 
September 15. It substitutes the 
Pennsylvania Medical Society 
Liability Insurance Company 
(PMSLIC) for Argonaut in the 
master contract through which 
the Society had kept Argonaut in 
the business of writing medical 
malpractice insurance in Penn¬ 
sylvania at a time when almost all 
other underwriters were leaving 
the state. Some 4,800 physicians 
had malpractice insurance with 
Argonaut through the agreement. 

Terms of the agreement also 
brought to an end all lawsuits 
brought during the period when 
litigation was required to force 
Argonaut to live up to the terms of 
its contract with the Society which 
would have expired May 31,1979. 

The completion of the settle¬ 
ment agreement was made possi¬ 
ble by the raising of more than $7 
million to capitalize PMSLIC 
through assessments on the Soci¬ 
ety’s members. 

As soon as adequate funding 
was assured for PMSLIC, Insur¬ 
ance Commissioner William J. 
Sheppard issued a certificate of 
authority to PMSLIC to write cov¬ 
erage as of January 1, 1978. 

Physicians whose professional 
liability insurance was with the 
California company received ap¬ 
plications for coverage from 
PMSLIC during December. Those 
who intended to apply also paid a 
selective assessment in an amount 
based on their risk classifications, 
in addition to the mandatory as¬ 


sessment levied on the entire 
membership of the Society. The 
money raised by these assess¬ 
ments made the activation of 
PMSLIC possible. 

The alternative would have 
been action by Commissioner 


Sheppard to declare the Joint 
Underwriting Association (JUA) 
the exclusive source for profes¬ 
sional liability coverage for physi¬ 
cians in the Commonwealth—an 
action designed to guarantee cov¬ 
erage for physicians in high risk 
categories when the free market 



State implements law for 

The Education for ALL Handi¬ 
capped Children Act (Public Law 
94-142), enacted by Congress in 
November 1975, requires that a 
free, appropriate public education 
be provided for all handicapped 
children between the ages of 3 and 
18 by September 1978. An indi¬ 
vidualized educational program 
(IEP) will be developed for each 
handicapped child and carried out 
in the "least restrictive environ¬ 
ment” possible. 


education of handicapped 

Before special education ser¬ 
vices are provided, children must 
be evaluated and verified as hand¬ 
icapped. Project CONNECT, a 
state support system, helps inter¬ 
mediate units carry out the Com¬ 
monwealth’s Childfind activity. 
Physicians who think a child has a 
handicap should refer the parents 
to the CONNECT information 
service number—800-692-7288— 
for referral to the appropriate 
local program. 
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reached with Argonaut averting future crises 


for them disappears. An exclusive 
JUA would force the Medical Pro¬ 
tective Co. out of business in 
Pennsylvania, causing its several 
thousand insureds to seek JUA 
coverage. The commissioner’s au¬ 
thority to take such action was 
written into Act 111 of 1975, and 
can be invoked when 50 percent of 
physicians in the high risk 
categories cannot find coverage in 


Peter Randall, M.D., Philadel¬ 
phia, was recently elected presi¬ 
dent of the American Society of 
Plastic and Reconstructive 
Surgery at its 46th annual con¬ 
vention in San Francisco. 

Dr. Randall is professor of plas¬ 
tic surgery at the University of 
Pennsylvania School of Medicine, 
chief of the division of plastic 
surgery at Children’s and Lan- 
kenau hospitals, and director of 
the facial reconstruction center at 
Children’s Hospital. 

The new ASPRS president has 
been a member of the society since 
1955 and since 1966 has served 
successively as the society’s gen¬ 
eral secretary (1966-69), board 
member (1971-72), vice president 
(1975-76), and president elect 


the free market. PMSLIC provides 
such coverage. 

Over 80 percent of the Society’s 
members responded almost im¬ 
mediately to the call for prompt 
payment of the assessments, mak¬ 
ing PMSLIC a reality. Additional 
billings have gone to those who did 
not respond by the deadline of 
November 15, after which those 
who had not paid were listed as 


(1976-77). He served as president 
of the ASPRS Educational Foun¬ 
dation in 1972-73. 

He is also vice president of the 
American Board of Plastic 
Surgery and a member of the 
Residency Review Committee 
for Plastic Surgery. 

Dr. Randall is a founder of the 
Plastic Surgery Research Council, 
and Robert H. Ivy Society for Plas¬ 
tic and Reconstructive Surgery, 
and the plastic surgery section of 
the Cleft Palate Journal , and is 
past president of the American 
Cleft Palate Association and the 
American Cleft Palate Edu¬ 
cational Foundation. He received 
the American Cleft Palate Associ¬ 
ation Service Award in 1974. 


delinquent. On January 15, 1978, 
notices of termination of member¬ 
ship effective February 15, 1978 
will be mailed to all members who 
have not paid. The mandatory as¬ 
sessment is $250 for active mem¬ 
bers; $125 for senior actives; and 
$25 for residents. Non-dues pay¬ 
ing members (affiliate, associate, 
military, and disabled) are not re¬ 
quired to pay the assessment. 

The PMSLIC Board of Directors 
has named Donald J. Fager Asso¬ 
ciates of New York City to carry 
out the day to day operations of 
PMSLIC. The firm, which man¬ 
ages the insurance company of the 
Medical Society of the State of 
New York, has established offices 
in Philadelphia. Questions about 
the assessment and PMSLIC 
should be directed to PMSLIC, 
Suite 1728, Fidelity Building, 
123 S. Broad St., Philadelphia, PA 
19109. Telephone (215) 545-6600. 

Society program 
benefit announced 

The Pennsylvania Medical 
Trust Group Life Insurance Pro¬ 
gram has announced a dividend of 
19.8 percent to State Society poli¬ 
cyholders for the policy year end¬ 
ing April 30, 1977. Since the plan 
was instituted in 1970, Society 
members have received two rate 
reductions and three dividends. 
The dividend last year was 11.45 
percent. 

A comprehensive report entitled 
“Legionnaires’ Disease: Preliminary 
Report on its Diagnosis, Etiology, Pa¬ 
thology, and Therapy” issued by the 
Federal Center for Disease Control on 
September 1, 1977 and transmitted to 
all state and territorial public health di¬ 
rectors and epidemiologists is now 
available on request from: Roslyn Q. 
Robinson, Ph.D., Director, Bureau of 
Laboratories, Center for Disease Con¬ 
trol, Atlanta, GA 30333. 


Blue Shield suspends participating M.D. 


The Pennsylvania Department 
of Health released on November 7 
the name of a Blue Shield par¬ 
ticipating doctor suspended for 
improper activities. 

Stanford E. Bazilian, M.D., 
Philadelphia, pleaded nolo con¬ 
tendere in two separate cases to 
ten counts of fraud and two counts 
of bribery of a government 
employe and conspiracy. He was 
sentenced to one-year and five- 
year prison terms (both sus¬ 
pended) and Fines of $1,000 and 


$30,000. Blue Shield suspended 
him for a period of at least one year 
or until such time as he reapplies 
and is accepted for registration as 
a participating doctor. 

State Secretary of Health 
Leonard Bachman, M.D., said the 
department’s approval of the sus¬ 
pension comes in an effort to con¬ 
trol fraudulent or inflated patient 
billings. He has referred his deci¬ 
sion and order to the State Board 
of Medical Education and Licen¬ 
sure. 


Plastic surgeons elect Dr. Randall 
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KAON® ELIXIR was introduced in 1954, 
followed by KAON® TABLETS in 1963. Decades of clinical 
experience indicate acceptability, effectiveness, and safety 
in the majority of patients; should abdominal 
pain occur, therapy should be discontinued. Both have been 
taken by patient after patient, day after day, year after 
year, to correct potassium deficiencies. Both have 
consistently demonstrated their value when diet alone is 
inadequate for potassium replacement. 


Kaon* Elixir 

(potassium gluconate) 


Kaon’Tabs 


(potassium gluconate) 


BRIEF SUMMARY 
Kaon Tablets/Kaon Elixir 

KAON® (potassium gluconate) TABLETS 

Description: Each sugar-coated tablet supplies 
5 mEq. of elemental potassium (as potassium 
gluconate 1.17 Gm.). Kaon Tablets are sugar 
coated, not enteric coated, which favors dis¬ 
solution in the stomach and absorption before 
reaching the small intestine where the lesions 
with enteric potassium chloride have occurred. 
The sugar coating merely adds to palatability 
and ease of swallowing, not to delay absorp¬ 
tion as does the enteric coating. 

Indications: Oral potassium therapy for the pre¬ 
vention and treatment of hypokalemia which 
may occur secondary to diuretic or cortico¬ 
steroid administration. It may be used in the 


treatment of cardiac arrhythmias due to digitalis 
intoxication. 

Contraindications: Severe renal impairment 
with oliguria or azotemia, untreated Addison's 
disease, adynamia episodica hereditaria, acute 
dehydration, heat cramps and hyperkalemia 
from any cause. 

Warning: There have been several reports, pub¬ 
lished and unpublished, concerning nonspecific 
small-bowel lesions consisting of stenosis, with 
or without ulceration, associated with the ad¬ 
ministration of enteric-coated potassium tablets 
alone or when they are used with nonenteric- 
coated thiazides or certain other oral di¬ 
uretics. These small-bowel lesions have caused 
obstruction, hemorrhage and perforation. Sur¬ 
gery was frequently required and deaths have 
occurred. Available information tends to impli¬ 
cate enteric-coated potassium salts, although 


lesions of this type also occur spontaneously. 
Therefore, coated potassium-containing formu¬ 
lations should be administered only when indi¬ 
cated and should be discontinued immediately if 
abdominal pain, distention, nausea, vomiting, 
or gastrointestinal bleeding occur. Coated potas¬ 
sium tablets should be used only when adequate 
dietary supplementation is not practical. 
Precautions: In response to a rise in the concen¬ 
tration of body potassium, renal excretion of the 
ion is increased. With normal kidney function, 
it is difficult, therefore, to produce potassium 
intoxication by oral administration. However, 
potassium supplements must be administered 
with caution, since the amount of the deficiency 
or daily dosage is not accurately known. Fre¬ 
quent checks of the clinical status of the patient, 
and periodic ECG and/or serum potassium 
levels should be made. High serum concentra- 






Time is 
the test of 
all things 



tions of potassium ion may cause death through 
cardiac depression, arrhythmias or arrest. This 
drug should be used with caution in the presence 
of cardiac disease. 

In hypokalemic states, especially in patients 
on a salt-free diet, hypochloremic alkalosis is a 
possibility that may require chloride as well as 
potassium supplementation. In these circum¬ 
stances, Kaon (potassium gluconate) should be 
supplemented with chloride. Ammonium chlo¬ 
ride is an excellent source of chloride ion (18.7 
mEq. per Gram), but it should not be used in 
patients with hepatic cirrhosis where ammonium 
salts are contraindicated. Other sources for 
chloride are sodium chloride and Diluted 
Hydrochloric Acid, U.S.P. 

It should also be kept in mind that ammonium 
cycle cation exchange resin, sometimes used to 
treat hyperkalemia, should not be administered 


to patients with hepatic cirrhosis. 

Adverse Reactions: Nausea, vomiting, diarrhea 
and abdominal discomfort have been reported. 
The symptoms and signs of potassium intoxi¬ 
cation include paresthesias of the extremities, 
flaccid paralysis, listlessness, mental confusion, 
weakness and heaviness of the legs, fall in 
blood pressure, cardiac arrhythmias and heart 
block. Hyperkalemia may exhibit the following 
electrocardiographic abnormalities: disappear¬ 
ance of the P wave, widening and slurring of 
QRS complex, changes of the S-T segment, tall 
peaked T waves, etc. 

Overdosage: Potassium intoxication may result 
from overdosage of potassium or from thera¬ 
peutic dosage in conditions stated under 
"Contraindications." Hyperkalemia, when de¬ 
tected, must be treated immediately because 
lethal levels can be reached in a few hours. 


KAON® (potassium gluconate) ELIXIR 
Description: Each 15 ml. (tablespoonful) sup¬ 
plies 20 mEq. of elemental potassium (as potas¬ 
sium gluconate, 4.68 Gm.) with saccharin and 
aromatics. Alcohol 5%. 

Indications: See Kaon Tablets. 

Precautions: See Kaon Tablets. 

In hypochloremic alkalosis, potassium 
replacement with potassium chloride 
(e.g., Kaochlor® 10% Liquid) may be more ad¬ 
vantageous than with other potassium salts. 
Adverse Reactions: See Kaon Tablets. 
Overdosage: See Kaon Tablets. 


WAR REIM-TEED 

PHARMACEUTICALS INCORPORATED 

COLUMBUS, OHIO <a 3 2 1 5 












Pennsylvania study group learns about 


The t-shirts say "Sweden is fantas¬ 
tic!” and most tour members would 
agree—at least about some things. 

Can American physicians learn 
from a study of health care de¬ 
livery in other nations? 

Participants in the Scandina¬ 
vian study tour sponsored by the 
Council on Education and Science 
think they can. 

The 17-member group, which 
toured Sweden, Norway, and Den¬ 
mark from September 25 to Oc¬ 
tober 3, examined the health 
planning and emergency health 
systems in each nation. Tour 
members spoke with physicians, 
hospital administrators, planners, 
and patients to learn about the 
strengths and weaknesses of na¬ 
tional health care systems. 

Although health care is organ¬ 
ized and financed differently in 
each country, several general im¬ 
pressions prevail among group 
members: 

• Scandinavians want security. 
They clearly believe in the right to 
health care with little out-of- 
pocket payment. While they ap¬ 
pear to be satisfied with their med¬ 
ical care, they are overwhelmed by 
the taxation (most pay between 60 
and 70 percent of income) that 
makes nationalized health care 
possible. Few, however, are will¬ 
ing to cut back medical benefits to 
reduce taxes. 

• The philosophy of health care 
seems to be delivery of good gen¬ 
eral care to everyone rather than 
excellence of care. This emphasis 
on availability of good emergency 


and primary care has resulted in 
backlogging of patients not re¬ 
quiring immediate care and in less 
discretion in patient choices. 

• Because most physicians are 


salaried government employes, 
the costs of overtime and compen¬ 
satory time keep income high. 
Provider associations, both gen¬ 
eral and specialty, are strong in 


AKUTM0TTAGN1NG 
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health services in Scandinavian countries 


Workshop participants tour the 
emergency unit of Sweden’s famed 
Karolinska institute in picture at left. 
Ole K. Harlem, M.D., editor of the 
Norwegian Medical Journal and former 
director of the World Health Organiza¬ 
tion, speaks to tour members William 
Y. Rial, M.D., and Mrs. Rial, below left, 
and to Abram Hostetter, M.D., Harvey 
Shipkovitz, M.D., Richard C. Lyons, 
M.D., and Burton Cohn, M.D., below. 
Denmark’s unique emergency system 
provides for government contracts 
with a private firm (Falck), at right, for 
patient transport services. Falck 
employs 5,050 people to staff its 132 
stations. 




their dual role as bargaining 
agents and advocates on delivery 
issues. 

One tour member suggests that 
there are lessons to be learned 
from the Scandinavian systems as 
the Carter administration readies 
its national health insurance pro¬ 
gram. 

1. National health insurance 
should be introduced incremen¬ 
tally to avoid overloading the sys¬ 
tem and inflationary pressures; 

2. Joint consensus planning is 
necessary, although it almost cer¬ 
tainly will not follow the course 
chosen by the Scandinavians; 

3. Physicians and medical 
societies should be actively in¬ 
volved in the planning and admin¬ 
istration of programs; 

4. Administration of a national 
system should be at the local level, 
an important consideration ac¬ 
cording to Scandinavian health 
professionals; and 

5. Primary and preventive care 
should be encouraged to reduce 
health costs. 

The Scandinavian system has 
good and bad points, but group 
members agree that it provides an 
excellent study for health profes¬ 
sionals who foresee a national 
health program in the United 
States. 

Additional workshop tours of 
Scandinavia are scheduled for 
May 7-15 and September 24- 
October 2, 1978. For more infor¬ 
mation contact the Council on 
Education and Science, Pennsyl¬ 
vania Medical Society, 20 Erford 
Rd., Lemoyne, PA 17043. 
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THE LOWER G.I. TRACT: 
ORGANICALLY SOUND 









.. .BUT OVERSENSITIVE 
TO EMOTIONAL STRESS 



IN IRRITABLE BOWEL 
SYNDROME LIBRAX 
PROVIDES DISTINCTIVE 
ADVANTAGES 


the specific antianxiety action of 
Libnurrf (chlordiazepoxide HCl) 

the potent antispasmodic action 
of Quarzan # (cliainium Br) 


Adjunctive/Dual-Action 

LIBRAX 


Each capsule contains 5 mg chlordiazepoxide HCl and 2.5 mg clidinium Br. 

A clear treatment advantage 
for patients with 
irritable bowel syndrome 



*This drug has been evaluated as possibly effective for this indication. 
Please see following page for brief summary of prescribing information. 





A CLEAR TREATMENT 
ADVANTAGE FOR PATIENTS 
WITH IRRITABLE BOWEL 
SYNDROME 


Adjunctive/Dual-Action 

LIBRAX 

Each capsule contains 5 mg chlordiazepoxide HCI and 2.5 mg clidinium Br. 


ONLY LIBRAX PROVIDES THE SPECIFIC 
ANTI ANXIETY ACTION OF 


LIBRIUM' (chlordiazepoxide HCI) PLUS THE POTENT 
ANTISPASMODIC ACTION OF QUARZAN" (clidinium Br) 


Please consult complete prescribing information, a summary of 
which follows: 


* Indications: Based on a review of this drug by the National 
Academy of Sciences—National Research Council and/or 
other information, FDA has classified the indications as 
follows: 

“Possibly” effective: as adjunctive therapy in the treatment 
of peptic ulcer and in the treatment of the irritable bowel 
syndrome (irritable colon, spastic colon, mucous colitis) and 
acute enterocolitis. 

Final classification of the less-than-effective indications 
requires further investigation. 

Contraindications: Patients with glaucoma; prostatic hypertrophy 
and benign bladder neck obstruction; known hypersensitivity to 
chlordiazepoxide hydrochloride and/or clidinium bromide. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. As with all CNS-acting drugs, 
caution patients against hazardous occupations requiring complete 
mental alertness (e.g., operating machinery, driving). Though phys¬ 
ical and psychological dependence have rarely been reported on 
recommended doses, use caution in administering Librium® (chlor¬ 
diazepoxide hydrochloride) to known addiction-prone individuals or 
those who might increase dosage; withdrawal symptoms (including 
convulsions), following discontinuation of the drug and similar to 
those seen with barbiturates, have been reported. 

Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided because 
of increased risk of congenital malformations as 
suggested in several studies. Consider possibility of 
pregnancy when instituting therapy; advise patients to 
discuss therapy if they intend to or do become pregnant. 

As with all anticholinergic drugs, an inhibiting effect on lactation 
may occur. 

Precautions: In elderly and debilitated, limit dosage to smallest 
effective amount to preclude development of ataxia, oversedation 
or confusion (not more than two capsules per day initially; increase 
gradually as needed and tolerated). Though generally not recom¬ 
mended, if combination therapy with other psychotropics seems 
indicated, carefully consider pharmacologic effects of agents, 
particularly potentiating drugs such as MAO inhibitors and 


phenothiazines. Observe usual precautions in presence of impaired 
renal or hepatic function. Paradoxical reactions (e.g., excitement, 
stimulation and acute rage) have been reported in psychiatric pa¬ 
tients. Employ usual precautions in treatment of anxiety states with 
evidence of impending depression; suicidal tendencies may be 
present and protective measures necessary. Variable effects on 
blood coagulation have been reported very rarely in patients receiv¬ 
ing the drug and oral anticoagulants; causal relationship has not 
been established clinically. 

Adverse Reactions: No side effects or manifestations not seen 
with either compound alone have been reported with Librax. When 
chlordiazepoxide hydrochloride is used alone, drowsiness, ataxia 
and confusion may occur, especially in the elderly and debilitated. 
These are avoidable in most instances by proper dosage adjust¬ 
ment, but are also occasionally observed at the lower dosage 
ranges. In a few instances syncope has been reported. Also en¬ 
countered are isolated instances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipation, extrapyramidal 
symptoms, increased and decreased libido—all infrequent and 
generally controlled with dosage reduction; changes in EEG pat¬ 
terns (low-voltage fast activity) may appear during and after treat¬ 
ment; blood dyscrasias (including agranulocytosis), jaundice and 
hepatic dysfunction have been reported occasionally with chlor¬ 
diazepoxide hydrochloride, making periodic blood counts and liver 
function tests advisable during protracted therapy. Adverse effects 
reported with Librax are typical of anticholinergic agents, i.e., dry¬ 
ness of the mouth, blurring of vision, urinary hesitancy and consti¬ 
pation. Constipation has occurred most often when Librax therapy 
is combined with other spasmolytics and/or low residue diets. 
Dosage: Individualize for maximum beneficial effects. Usual 
maintenance dose is 1 or 2 capsules, 3 or 4 times a day, before 
meals and at bedtime. Geriatric patients—see Precautions. 

How Supplied: Librax is available in green capsules, each contain¬ 
ing 5 mg chlordiazepoxide hydrochloride (Librium®) and 2.5 mg 
clidinium bromide (Quarzan®)—bottles of 100 and 500; Tel-E-Dose® 
packages of 100; Prescription Paks of 50, available singly and in 
trays of 10. 


Roche Products Inc. 
Manati, Puerto Rico 00701 















(AML) American Medical Laboratories, Inc. 

- mm* (formerly Northern Virginia Pathology Laboratories, Inc.) 

■taw/T'S 


11091 Main Street 


Fairfax, Virginia 22030 

Phone: (703) 273-7400 

ELECTROPHORESIS 

ACUTE-PHASE PROTEINS 

TUMOR MARKER PROTEINS 

Alpha-1-acid glycoprotein 

Alpha-fetoprotein 

Alpha-1 -antitrypsin 

Alpha-1-acid glycoprotein 

C-Reactive Protein (C-RP) 

Acid Phosphatase 

Ceruloplasmin 

CEA 

Fibrinogen 

Human Chorionic Gonadotropin, Beta 

Haptoglobin 

subunit 

Regan Alkaline Phosphatase 

COMPLEMENT 


Ci esterase inhibitor 

IMMUNOGLOBULINS 

C3 

IgA 

C4 

IgD 

C s 

IgE by RIA 

Total hemolytic activity, CHso units 

IgG 


IgM 

H EMOG LOBI NOPATH 1ES 


A2 quantitation by column 

ISOENZYMES 

Alkaline and acid electrophoresis 

Alkaline phosphatase 

Fetal Hemoglobin 

CPK 

Solubility testing 

LDH 

IMMUNOELECTROPHORESIS STUDY 

LIPOPROTEINS AND 

Immunoelectrophoresis 

Protein Electrophoresis 

Quantitation of IgG, IgA, IgM 

HYPERLIPOPROTEINEMIA 

AMERICAN MEDICAL LABORATORIES is a full 

-service laboratory, operated and supervised by 

pathologists, and dedicated to providing prompt and accurate results. 

GENTLEMEN: PLEASE SEND ME 

□ A Copy of Your Professional Service Manual 

□ A Copy of Your Capabilities Brochure 

Name | 

Address 

City 

State Zip 










‘STUDY SCANDINAVIA’ 


A workshop tour of Sweden, Norway and 

Denmark 

Scandinavian medicine holds an interest for American physicians 
because of technical advances in many specialties, innovative 
relationships with the social services, and concern for the promo¬ 
tion of good health. Manifestations are the infant mortality rate, 
one of the lowest in the world, developments in delivering 
emergency and outpatient services, and preventive medicine. 

The workshop will give you a firsthand view of primary care, 
emergency services, basic research and hospital medical serv¬ 
ices. You will talk with government officials, medical and technical 
specialists, university professors, and doctors in local practice. 

Take advantage of one of two nine-day learning experiences. Visit 
three major cities, Stockholm, Oslo, and Copenhagen, to learn 
more about the health services in the Scandinavian Countries. 


May 7-15, 1978 or September 24-October 2, 1978 


• Round trip jet air transportation via Scandinavian Airlines 747 with food 

• All first class hotel accommodations. 

• Continental breakfast daily, most lunches and dinners. 

• Three days in Stockholm, two days in Oslo, three days in Copenhagen. 

• Overnight train trip to Copenhagen. 

• Guided orientation and cultural tour in each country. 

• Only 20 individuals on each workshop tour. 

• 10 hours Category I credit for PMS-CME membership requirement. 


Cost - $980 per person, double occupancy 

This travel program meets all the “guidelines for foreign convention tax expense” under the Tax Reform Act of 1976 as 
interpreted by the American Society of Association Executives. Under the new law, deductions can be allowed for expenses 
incurred in foreign travel. The limits are air fare and per diem allowances. The workshop tour can also be considered as a deduction 
for education to maintain and improve skills required in a trade or business. Complete attendance records and other tax deduction 
information will be furnished so that member physicians can consult with their accountants for deductions on individual tax returns. 
For full itinerary and full tax information, write to Council on Education and Science, Pennsylvania Medical Society, 20 Erford Road, 
Lemoyne, Pennsylvania, 17043, using the application below. 


Council on Education and Science 

Pennsylvania Medical Society, 20 Erford Road, Lemoyne, PA 1 7043 

Please send me full details on the Study Scandinavia Workshop 

Indicate which workshop tour interests you: □ May 7-15, 1978 

□ Sept. 24-0ct. 2, 1978 


Name: _ 

Address: _ 
Telephone: 














newsfronts 


Legal counsel reports status of countersuits 


The status of malpractice coun¬ 
tersuits brought by Pennsylvania 
Medical Society members is re¬ 
viewed in a recent report from 
legal counsel to the PMS Board of 
Trustees. 

Of 55 cases reviewed, two suits 
have been instituted as a result of 
the Society’s ongoing policy of 
supporting justifiable suits for 
malicious use of civil process. 

The full text of the report fol¬ 
lows. 

"At the direction of the Board of 
Trustees and Councilors, the 
Pennsylvania Medical Society’s 
Ad Hoc Committee on Medical 
Malpractice Insurance with the 
aid of legal counsel has reviewed 
55 medical malpractice suits 
against physicians. To date two 
members of the Pennsylvania 
Medical Society have instituted 
actions for malicious use of civil 
process (countersuits). 

"In one suit a Complaint has 
been filed and the defendant at¬ 
torneys have filed Preliminary 
Objections contending, among 
other things, that the countersuit 
does not properly lie because 
under Pennsylvania law an indis¬ 
pensable element of the tort of 
malicious use of civl process is that 
the physician must have been ar¬ 
rested or his property seized. This 
legal issue must be resolved by the 
Trial Court or Appellate Court be¬ 
fore the case may be tried on the 
merits. 

"A second countersuit has been 
instituted by a member of the 
Pennsylvania Medical Society. 
Prior to filing a Complaint the 
physician had attempted to dis¬ 
cover the defendant attorney’s file 
in an endeavor to establish 
whether the defendant attorney 
properly investigated the merits 


of the malpractice suit before it 
was instituted. The defendant has 
filed Preliminary Objections and 
the Trial Court or Appellate 
Courts must decide whether the 
defendant attorney’s file is discov¬ 
erable or protected by the doc- 


John S. Chaffee, M.D., Erie, was 
installed as the 28th president of 
the American Heart Association, 
Pennsylvania Affiliate, at the re¬ 
cent annual assembly in Harris¬ 
burg. 

Dr. Chaffee, attending surgeon 
at Erie’s Hamot Medical Center, 
has served as president of the 
northwestern chapter, vice 
chairman of the Affiliate exercise 
committee, and a member of its 
central program and public health 
education committees. 

Dr. Chaffee was installed by the 
outgoing president, Lawrence N. 
Adler, M.D., Pittsburgh, who re¬ 
ceived a distinguished service 
medallion for outstanding lead¬ 
ership. 

Stephen B. Langfeld, M.D., of 
Philadelphia was named presi¬ 
dent elect and will take office next 
September. Dr. Langfeld is di¬ 
rector of the University Office for 
Planning Health Care at Thomas 
Jefferson University. He has been 
active at the Affiliate level since 
1964, also serving as vice presi¬ 
dent and a member of its board 
and executive committee. 

The three new vice presidents 
are: Robert F. Zelis, M.D., Her- 
shey, chief of the division of car¬ 
diology at The Pennsylvania State 
University College of Medicine 
and president of the American 
Federation for Clinical Research; 
William J. Kimber, M.D., Dan- 


trines of "privilege” or "work 
product” of counsel made in antic¬ 
ipation of litigation. 

"The Society will continue to re¬ 
view additional malpractice suits 
submitted by members who have 
been sued.” 


ville, associate in cardiology at 
Geisinger Medical Center and 
past president of the northcentral 
Pennsylvania chapter; and Robert 
C. Magley, M.D., Ebensburg, a 
family practitioner on the staff of 
Miners Hospital of Northern 
Cambria and a past president of 
the Pennsylvania Highlands 
chapter. 

Dr. Zelis will fill the position of 
vice president of public policy, a 
new post created to increase the 
association’s role in legislative re¬ 
sponse. 

Other physicians elected to the 
executive committee and Affiliate 
board of directors are: David M. 
Leaman, M.D., Hershey, director 
of the cardiac catheterization lab¬ 
oratory at The Pennsylvania State 
University College of Medicine 
and chairman of the Affiliate cen¬ 
tral program committee; William 
S. Frankl, M.D., Philadelphia, 
professor of medicine and director 
of the cardiovascular division at 
the Medical College of Pennsylva¬ 
nia; Harry Goldberg, M.D., 
Philadelphia, director of the car¬ 
diovascular section at Albert 
Einstein Medical Center; Alan C. 
Harter, M.D., Erie, director of in¬ 
dustrial health services for the 
General Electric Company in 
Erie; and Joseph M. Young, M.D., 
Monessen, staff member at the 
Mon Valley Hospital, Charleroi 
Division. 


Heart affiliate selects officers 
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Legal counsel reports 


Court finds firing of nurse unjust, compensable 


FRED SPEAKER, ESQ. 
Harrisburg 

A nurse may not be fired with 
immunity for failing to follow the 
doctor’s orders unless the hospital 
is able to provide explicit evidence 
of willful misconduct, according to 
a recent decision of the Common¬ 
wealth Court. 

In the matter which led to the 
dismissal of the nurse and two 
other employees, an elderly 
woman had been admitted to the 
hospital with the diagnosis of a 
urinary tract disorder. The 
woman was fitted with a Foley 
catheter and the physician’s or¬ 
ders, noted on her chart, were that 
the catheter was to remain in 
place, with maintenance care, and 
that accurate records were to be 
kept of the woman’s fluid intake 
and output. 

For an unexplained reason, the 
orders were not followed by the 
nursing staff. Instead, for eight¬ 
een days the patient was placed 
on a schedule of bladder training. 
When the hospital discovered the 
situation, the nurse was fired. 

She claimed unemployment 
compensation, the referee denied 
benefits, and the Board affirmed. 
The Board found that the nurse 
had removed the catheter without 
permission and had noted the pa¬ 
tient’s adverse symptoms on her 
chart but had failed to report them 
to the doctor or to her supervisor. 

The nurse disputed the Board’s 
findings, testifying that she had 
not removed the catheter and had 
followed her supervisor’s orders. 
The hospital offered evidence only 


Mr. Speaker is an attorney with 
Pepper, Hamilton & Scheetz, 
legal counsel for the State So¬ 
ciety. 


that an unnamed member of the 
nursing staff had removed the 
catheter. The Court held that 
there was no evidence to support 
the Board’s finding that the de¬ 
fendant had removed the catheter. 

The nurse also disputed the 
Board’s finding that she was 
guilty of willful misconduct in not 
reporting the patient’s condition 
to the doctor. The hospital repre¬ 
sentative testified that under her 
job description the nurse was not 
required to make such a report, 
although she was authorized to 
report if she thought it necessary. 
The Court concluded: 


Under these circumstances, al¬ 
though the claimant here may have 
been guilty of bad judgment in not 
contacting her supervisor or the 
doctor and informing either or 
both of them as to the patient’s 
present condition, we do not believe 
that her actions amounted to 
willful misconduct. Frick v. Un¬ 
employment Compensation Board 
of Review, 375 A.2d 879, 881 (Pa. 
Commw. Ct. 1977). 

Thus the Commonwealth Court 
reversed the Board, essentially 
because the hospital fell far short 
of providing unequivocal evidence 
of the nurse’s wrongdoing. 


Humanities seminars offered to practitioners 


The National Endowment for 
the Humanities will continue its 
summer program of humanities 
seminars for medical practitioners 
in 1978. 

The seminars, which meet at 
selected colleges and universities, 
will bring together physicians and 
other health professionals for a 
month of full time study under the 
direction of distinguished phi¬ 
losophers, historians, and oth¬ 
ers. 

The seminars are designed to 
give participants the opportunity 
to stand back from their work and 
explore the humanistic dimen¬ 
sions of their profession by study¬ 
ing such topics as the history of 
professional ethics in American 
medicine, moral dilemmas in med¬ 
ical practice, and the relationship 
between individual and public 
rights in health care. 

A second series of seminars open 
to health practitioners will exam¬ 
ine ethics in contemporary life, 
value conflict in our society, the 


cultural foundations of U.S.-Asian 
foreign relations, individualism in 
American society, and contempo¬ 
rary religious movements. 

Physicians, nurses, public 
health officials, hospital adminis¬ 
trators, and other health profes¬ 
sionals should apply by April 17, 
1978. For further information con¬ 
tact Professions Program, Divi¬ 
sion of Fellowships, National En¬ 
dowment for the Humanities, 
Washington, DC 20506. 


Physicians and other health 
professionals are now re¬ 
quired by the Pennsylvania 
Child Protective Service Act 
(124) to report suspected child 
abuse. Oral reports should be 
made to CHILDLINE-800-932- 
0313, or to the local county 
Child Protective Service Unit. 
A written report on form DPW 
CY 47 must also be submitted 
within 48 hours of the initial re¬ 
port. 
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State Society urges physician support for MECO 


In an attempt to bring about a 
redistribution of Pennsylvania’s 
physician manpower, the Penn¬ 
sylvania Medical Society and the 
Hospital Association of Pennsyl¬ 
vania are sponsoring the Ameri¬ 
can Medical Student Asso¬ 
ciation-Medical Education and 
Community Orientation (MECO) 
Project. 

The eight-week summer pro¬ 
gram allows medical students to 
observe primary health care in the 
community and to work with pre¬ 
ceptors, hospital administrators, 
and other health care profession¬ 
als. 

The 1978 project will include 
many of the features that have 
been a part of the MECO Project 
since its inception in 1969. These 
include: 

1. Scheduling of the project to 
suit local personnel. Participants 
should include: a medical student; 
the staff of a community hospital 
that is not a primary university 
teaching hospital; community 
physicians; group practice clinics; 
and a primary care physician who 
serves as preceptor. 

2. Provision for room, board, 
and a stipend of $85 per week. 
While most projects last for eight 

Orthopaedic Society 
elects new officers 

The Pennsylvania Orthopaedic 
Society met in November to elect 
its officers for the coming year. 
New officers are: Marvin E. Stein¬ 
berg, M.D., Philadelphia, presi¬ 
dent; William A. Steinbach, M.D., 
Scranton, vice president; Francis 
A. Lovecchio, M.D., East 
Stroudsburg, secretary-treasurer; 
Jerome A. Cotier, M.D., Philadel¬ 
phia, member of the executive 
committee; and Martin L. Beller, 
M.D., Philadelphia, member of the 
board of councilors of the Ameri¬ 
can Academy of Orthopaedic Sur¬ 
geons. 


weeks, this feature is flexible de¬ 
pending on facilities and funds. 

Physicians who are interested 
in providing a student with a pos¬ 
itive experience relating to medi- 


William A. Likoff, M.D., 
Philadelphia, was elected presi- 



DR. LIKOFF 


dent and chief executive officer of 
Hahnemann Medical College on 


cal practice in a community set¬ 
ting should contact the Council on 
Education and Science, Pennsyl¬ 
vania Medical Society, 20 Erford 
Rd., Lemoyne, PA 17043. 


November 22. He had been acting 
president since the resignation of 
Wharton Shober on June 21. 

Dr. Likoff, a leading car¬ 
diologist and a Hahnemann grad¬ 
uate, is a professor of medicine and 
director of the William Likoff 
Cardiovascular Institute at 
Hahnemann. 

He is a past president of the 
Heart Association of Southeastern 
Pennsylvania, and was chairman 
of the National Committee on 
Continuing Education Programs 
for the American College of Car¬ 
diology. From 1972 to 1974 he was 
chairman of the steering commit¬ 
tee for the Joint Commission on 
Accreditation of Hospital Ap¬ 
praisal of Quality Services in 
Heart Diseases. 


HAP releases hospital cost figures 


Pennsylvania hospitals spent 
an average of $142.36 to provide a 
day of inpatient care in 1976, ac¬ 
cording to figures released by the 
Hospital Association of Pennsyl¬ 
vania (HAP). 

Commenting on the figure, 
HAP board chairman Clive R. 
Waxman, Jr., of Williamsport, 
said inflation, government regu¬ 
lation, increased public demand, 
and continued technological inno¬ 
vation are the principal reasons 
for rising costs. 

The figure is about 15 percent 
higher than the average daily cost 
of $124.28 for 1976, but still 
nearly $9.50 a day less than the 
national average of $151.79 and 
lower than any of the states sur¬ 
rounding Pennsylvania. 

For the fourth consecutive year, 


length of stay in Pennsylvania’s 
hospitals decreased—this time by 
one-tenth of a day to 8.4 days. In 
1972, the average hospital stay 
lasted 9.1 days. 

Among other figures released in 
the report was the .9 percent in¬ 
crease in hospital occupancy in 
1976, yielding a total of 78.1 per¬ 
cent. There were 4.5 million 
emergency room visits—a 6.5 per¬ 
cent increase over 1975—and total 
outpatient visits increased by 4.7 
percent to nearly 16.8 million. 
Pennsylvania hospitals treat 
about nine outpatients for every 
patient hospitalized. The average 
number of employes per patient in 
1976 was 3.35—up slightly from 
the previous year for a total of 
145,732 equivalent full time 
employes. 


Dr. Likoff new Hahnemann president 
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editorials 


Travel advisory 


Travel is an educational experience and a welcome 
break from the pressure and strain of daily routine. 
But the complications of modern day travel can 
destroy a vacation and an individual’s health. 
Physicians ought to be able to advise the person who 
is preparing to travel, and to diagnose and treat 
travel-related ailments should they occur. It is more 
important to prevent than to treat. 

In general, health concerns for travel can be 
divided into five major areas: (1) immunizations, 
(2) method of transportation, (3) destination, 

(4) precautions regarding food and beverages, and 

(5) diagnosis and treatment of exotic diseases. 

One of the best sources on immunization and 

prophylaxis is a monograph entitled "Health 
Information for International Travel 1977,” a 
supplement to the Morbidity and Mortality Weekly 
Report. MMWR also publishes current reports on 
immunization requirements and epidemic disease 
outbreaks. These are available from the Center for 
Disease Control in Atlanta at no charge. Most state 
health departments also provide immunization 
information. 

Modern high speed transportation has presented 
its own set of unique problems. "Jet lag,” the 
descriptive expression applied to the disruption of 
normal circadian rhythm caused by rapid passage 
through several time zones, may produce 
discomforting physiological and psychological 
symptoms. It may require several days to adjust (or 
readjust) to local time zones. Motion sickness, espe¬ 
cially during stormy weather, may occur. Barotitis 
has been noted, particularly in those persons with 
acute upper respiratory infections or previously dis¬ 
eased ears. Other disorders due to rapid elevation 
and pressure change have been reported so that spe¬ 
cific disease conditions should be evaluated prior to 
long high-speed flights. 

Destination becomes an important consideration 
when traveling to tropical climates because of sudden 
sun, temperature, and humidity changes as well as 


an increased risk of disease due to insect vectors. 
Malaria is endemic to most of the tropics and some 
strains have proven resistant to chemoprophylaxis. 
Travelers to these areas should follow the recom¬ 
mended regimen for malaria and should be informed 
that attacks may still occur. Several good papers on 
malaria have appeared in recent literature, but due 
to changing opinions on prophylaxis, it is best to 
contact the CDC for current information. 

Traveler’s diarrhea, which probably results from 
ingestion of food and beverages containing 
gastrointestinal pathogens, is usually a mild but 
annoying disease. Drug prevention has not been rec¬ 
ommended but it is suggested that care be taken in 
eating and drinking practices. Food- and water-born 
disease is more common in countries where 
sanitation is poor. Meat and vegetables should be 
well cooked. In places where water may be contami¬ 
nated, persons should be advised not to drink, use ice, 
or swim. 

Finally, diagnosis of diseases acquired while trav¬ 
eling can be puzzling. Most of these entities present 
with fever and diarrhea, the cause of which may not 
be apparent. It is important to obtain an immediate 
past history to identify the disease and initiate 
treatment. 

One of Ben Franklin’s timeless proverbs from Poor 
Richard’s Almanack (1755) admonishes, "He that 
would travel much, should eat little.” While this 
maxim remains true today, not all modern travel 
maladies are food related. The physician’s role in 
prevention cannot be overemphasized. He should be 
thoroughly familiar with the latest prophylactic 
measures and be prepared to advise his traveling 
patients. 

Happy New Year to all, and to those who are 
neophytes abroad, go prepared! 

David A. Smith, M.D. 

Medical Editor 
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MDs in the news 


The Board of Governors of the 
American College of Surgeons has 
elected Henry T. Bahnson, M.D., 
professor and chairman of the de¬ 
partment of surgery at the University 
of Pittsburgh School of Medicine, to a 
two-year term on its executive com¬ 
mittee. Dr. Bahnson, who is also chief 
of surgery at Presbyterian-University 
Hospital, is widely known for his re¬ 
search in the field of cardiac surgery. 

William P. Graham, III, M.D., pro¬ 
fessor of surgery and chief of plastic 
and reconstructive surgery at the 
Pennsylvania State University Col¬ 
lege of Medicine, Hershey, is co-editor 
of a new medical textbook, "The Hand: 
Surgical and Non-Surgical Manage¬ 
ment.” His collaborator on the volume 
is Eugene S. Kilgore, Jr., M.D., of the 
University of California Medical 
School in San Francisco. The 500-page 
book, published in October by Lea and 
Febinger of Philadelphia, includes 
chapters by Drs. Graham and Kilgore 
and 19 other contributors, including 
Stephen Miller, M.D., associate pro¬ 
fessor of surgery at Hershey. 

Steven D. Herman, M.D., has 
joined Hahnemann Medical College 
and Hospital of Philadelphia as as¬ 
sistant professor of surgery and at¬ 
tending surgeon in the division of car- 
diothoracic surgery. Also appointed to 
the full time staff is Dennis J. 
Khoury, M.D., a specialist in the 
medical and surgical treatment of the 
retina and diseases of the vitreous, 
who will serve in Hahnemann’s de¬ 
partment of ophthalmology. 

At its recent annual meeting in 
Quebec City, Canada, the northeast¬ 
ern section of the American Urological 
Association installed John S. Rose, 
Jr., M.D., associate in the department 
of urology at Geisinger Medical 
Center, Danville, as its thirtieth pres¬ 
ident. The northeastern section of the 
AUA includes approximately 350 
urologists from Pennsylvania, New 
York, Ontario, Quebec and the 
Maritime Provinces, and is one of 
eight in the international organiza¬ 
tion representing the United States 
and Canada. 


Edwin D. Arsht, M.D., Drexel Hill, 
has been named director of the newly 
established department of family 
practice of Delaware County Memo¬ 
rial Hospital. Dr. Arsht, director of 
medical education and services, has 
been associated with the hospital 
since 1960. He is a charter member 
and diplomate of the American Board 
of Family Practice and recently passed 
in that specialty the first recertifica¬ 
tion examination ever given by an 
American specialty board. Dr. Arsht is 
an instructor in the department of 
family medicine at Jefferson Medical 
College and a family practice precep¬ 
tor for the Pennsylvania Academy of 
Family Physicians and Jefferson and 
Hahnemann Medical Colleges. 



» 

DR. ARSHT DR. FRANKEL 


Donald S. Frankel, M.D., Oak 
Lane, attending obstetrician and 
gynecologist at the Albert Einstein 
Medical Center, Northern Division, 
was recently awarded the fifth annual 
Paul M. Wagner Teaching Award. The 
award, which is named for the chair¬ 
man emeritus of the hospital’s divi¬ 
sion of obstetrics and gynecology, is 
given by resident physicians to a 
member of the medical staff whom 
they wish to honor for dedication and 
excellence in the education of ob/gyn 
residents. Dr. Frankel also serves as 
an assistant professor at Temple Uni¬ 
versity School of Medicine and 
Hahnemann Medical College. 

Harold G. Scheie, M.D., founder of 
the Scheie Eye Institute and professor 
emeritus of ophthalmology at the 
University of Pennsylvania School of 
Medicine, will receive the Interna¬ 
tional Glaucoma Congress Gold Medal 
for "most notable contributions to the 
fight against glaucoma blindness.” 


The award will be presented at the 
annual meeting in February of the 
American Society of Contemporary 
Ophthalmology. 

David J. Kupfer, M.D., professor 
of psychiatry and director of research 
at the Western Pennsylvania 
Psychiatric Institute and Clinic, re¬ 
cently traveled to Basel, Switzerland 
to receive the Anna Monika Founda¬ 
tion Prize. The award, sponsored by 
the German government, is given 
every two years to scientists who have 
contributed to advances in the treat¬ 
ment of depression. Dr. Kupfer was 
lauded for his ten-year study of the use 
of sleep patterns in the diagnosis and 
treatment of depression. 

Jessica H. Lewis, M.D., and 
James A. Shaver, M.D., were re¬ 
cently promoted to the rank of full pro¬ 
fessor of medicine at the University of 
Pittsburgh School of Medicine. Dr. 
Lewis is director of the Hemophilia 
Center of Western Pennsylvania and 
vice president of research at the Cen¬ 
tral Blood Bank of the University 
Health Center. She has contributed 
major research on blood coagulation, 
hepatitis, and sickle cell anemia. Dr. 
Shaver is director of the division of 
cardiology at the university and chief 
of cardiology at Presbyterian- 
University Hospital. He is a fellow of 
the American College of Cardiology 
and has been governor of its Western 
Pennsylvania Chapter since 1974. 

The prestigious Gold Medal of the 
Barren Foundation has been awarded 
to Luigi Mastroianni, Jr., M.D., 
chairman of the University of Penn¬ 
sylvania School of Medicine’s depart¬ 
ment of obstetrics and gynecology. Dr. 
Mastroianni serves as director of the 
department’s division of reproductive 
biology, where emphasis is placed on 
primate research. 

Leslie Nicholas, M.D., Philadel¬ 
phia, has been elected president of the 
American Venereal Disease Associa¬ 
tion. Dr. Nicholas is professor of medi¬ 
cine (dermatology) at Hahnemann 
Medical College. 
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MDs in the news 


New fellows of the American Col¬ 
lege of Surgeons are: Norman L. 
Edelstein, M.D., McKeesport; Pedro 
A. Salazar, M.D., Hazleton; Marvin 
T. Hunter, M.D., Doylestown; Milton 
R. Horwitz, M.D., and Michael 
Jochnowitz, M.D., Lansdale; 
Thomas W. Brown, M.D., Quaker- 
town; David C. Rilling, M.D., Sel- 
lersville; Manuel Espinosa, M.D., 
Easton; K. P. Srinivasa Prabhu, 
M.D., New Castle; Donald L. Preate, 
M.D., Waverly; Bruce E. Duke, 
M.D., Johnstown; Dorothy G. Wil¬ 
son, M.D., and Edward V. Twiggar, 
M.D., Sunbury; James A. Strite, 
M.D., Gettysburg; and Pricha 
Boonswang, M.D., Wilson. 

Also named to the academy are four 
Delaware County physicians: Joseph 

L. Wilkerson, M.D., Drexel Hill; 
Edward A. Jaeger, M.D., Media; 
Zarko M. Vucicevic, M.D., Ridley 
Park; and William F. Holmes, M.D., 
Wayne. 

Fotis G. Mystakas, M.D., George 
C. Potash, M.D., Earl J. Snyder, 

M. D., and Ramon U. Suarez, M.D., 
all of Lebanon, and Robert B. Page, 
M.D., Hershey, are also new fellows of 
the academy. 

Three Pennsylvania physicians 
were recently elected to fellowship in 
their respective specialty societies. 
They are: Raymond E. Dietz, M.D., 
of Harrisburg, the American Society 
of Bariatric Physicians; Peter W. 
Ross, Jr., M.D., of Shamokin, the 
American College of Obstetricians 
and Gynecologists; and Robert L. 
Fry, M.D., of Chambersburg, the 
American Academy of Ophthalmology 
and Otolaryngology. 

The American Board of Internal 
Medicine recently certified as diplo- 
mates the following physicians: 
David C. Tsai, M.D., Altoona; Riad 
Saradar, M.D., Uniontown; Michael 
Patrick, M.D., Bethlehem; Ronald 
Krablin, M.D., Gettysburg; Alan D. 
Hoover, M.D., Pittsburgh; and 


Stephen M. Druckman, M.D., 

Lebanon. 

Also certified in their respective 
specialties are: K.N.P. Krishnaraj, 
M.D., of Bloomsburg, by the American 
Board of Pediatrics, Inc.; and Lee 
Denlinger, M.D., of Titusville, by the 
Pennsylvania Board of Internal Medi¬ 
cine. 

Allentown Hospital recently an¬ 
nounced the addition of three new 
physicians to its staff. Robert L. 
McGuire, M.D., has returned to the 
hospital from private practice to be¬ 
come educational coordinator for the 
department of obstetrics and gynecol¬ 
ogy. Joseph A. Diorio, M.D., has 
been named chief of anesthesiology, a 
position which he most recently held 
at Quakertown Hospital. Bala Ban- 
sal, M.D., has been appointed associ¬ 
ate pathologist in charge of the clini¬ 
cal labs and blood bank. Dr. Bansal 
was formerly assistant professor of 
pathology and director of the blood 
bank and hematology laboratory at 
the Medical College of Pennsylvania. 

Rosaline R. Joseph, M.D., West 
Mount Airy, has been appointed pro¬ 
fessor of medicine and chief, division 
of hematology-oncology in the de¬ 
partment of medicine at the Medical 
College of Pennsylvania, Philadel¬ 
phia. She was formerly associate pro¬ 
fessor of medicine in hematology- 
oncology at Temple University Health 
Sciences Center. Dr. Joseph is a dip- 
lomate of the National Board of Medi¬ 
cal Examiners and the American 
Board of Internal Medicine and a fel¬ 
low of the American College of Physi¬ 
cians. 

Geisinger Medical Center, Dan¬ 
ville, recently announced the ap¬ 
pointment of five new associates. 
Joseph P. Colancecco, M.D., a 
graduate of Hahnemann Medical Col¬ 
lege, will serve in the department of 
general internal medicine. Bakulesh 
Patel, M.D., who received his medical 
education at Topiwala National Medi¬ 


cal College, Bombay, India, will work 
in the division of pediatric medicine. 
The division will also be joined by Do¬ 
lores Rodriguez, M.D., a specialist 
in pediatric neurology, and Daniel L. 
Zeidner, M.D., a pediatric endo¬ 
crinologist who is engaged in research 
on the growth and development of pa¬ 
tients with Turner’s Syndrome. Kal- 
yan S. Krishnan, M.D., who re¬ 
ceived his medical training at Kas- 
turba Medical College, Manipal, In¬ 
dia, will work in the department of 
anesthesiology. 

The department of anesthesiology of 
the Pennsylvania State University 
College of Medicine, Hershey, re¬ 
cently established two new divisions. 
Named to head respiratory and inten¬ 
sive care in the new Ambulatory Care 
Center is Kermit R. Tantum, M.D., 
associate professor of anesthesiology. 
Timothy Foley, M.D., assistant pro¬ 
fessor of anesthesiology, has been ap¬ 
pointed clinical director of the operat¬ 
ing rooms. Dr. Foley will supervise all 
operating room activities and resident 
physician development and training 
in the various clinical areas. 

The staff of Harrisburg Hospital 
was recently joined by three new 
members. They are: V. Eugene Kil- 
more, Jr., M.D., department of 
surgery, section of ophthalmology; 
Jonathan B. Tocks, M.D., depart¬ 
ment of family practice; and Naresh 
S. Maingi, M.D., department of pedi¬ 
atrics. 

The American Academy of Family 
Physicians recently elected to fellow¬ 
ship the following physicians: Vorrie 
B. Macom, M.D., Lansford; W. E. 
Boyer, M.D., Oil City; John A. 
Palumbo, M.D., Lancaster; Brian A. 
Wummer, M.D., Womelsdorf; 
Salvatore A. Lawrence, M.D., 
Dunmore; Samuel G. Watterson, 
M.D., Jennerstown; Henry W. 
Shoenthal, M.D., New Paris; J. 
Lawrence Ginsberg, M.D., Lewis- 
burg; and Stephen C. Cenedella, 
M.D., Franklin. 
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TABLETS: 250 mg, 500 mg, and 125 mg 


ALDOMET(methyldopa i msd) 


helps lower blood pressure effectively... 
usually with no direct effect on 
cardiac function-cardiac output 
is usually maintained 

ALDOMET is contraindicated in active hepatic disease, hypersensitivity to the drug, and if 
previous methyldopa therapy has been associated with liver disorders. 

It is important to recognize that a positive Coombs test, hemolytic anemia, and liver disorders 
may occur with methyldopa therapy. The rare occurrences of hemolytic anemia or I iver disorders 
could lead to potentially fatal complications unless properly recognized and managed. For more 
details see the brief summary of prescribing information. 

For a brief summary of prescribing information, please see following page. 
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in hypertension 

ALDOMET 


(METHYLDOFAIMSD) 


helps lower 
blood pressure 
effectively... 
usually with no 
direct effect on 
cardiac function- 
cardiac output is 
usually maintained 


Contraindications: Active hepatic disease, such 
as acute hepatitis and active cirrhosis; if previous 
methyldopa therapy has been associated with liver 
disorders (see Warnings); hypersensitivity. 

Warnings: it is important to recognize that a 
positive Coombs test, hemolytic anemia, and 
liver disorders may occur with methyldopa 
therapy. The rare occurrences of hemolytic 
anemia or liver disorders could lead to poten¬ 
tially fatal complications unless properly recog¬ 
nized and managed. Read this section carefully 
to understand these reactions. 

With prolonged methyldopa therapy, 10% to 20% of pa¬ 
tients develop a positive direct Coombs test, usually 
between 6 and 12 months of therapy. Lowest incidence 
is at daily dosage of 1 g or less. This on rare occasions 
may be associated with hemolytic anemia, which 
could lead to potentially fatal complications. One can¬ 
not predict which patients with a positive direct 
Coombs test may develop hemolytic anemia. Prior ex¬ 
istence or development of a positive direct Coombs 
test is not in itself a contraindication to use of 
methyldopa. If a positive Coombs test develops during 
methyldopa therapy, determine whether hemolytic 
anemia exists and whether the positive Coombs test 
may be a problem. For example, in addition to a posi¬ 
tive direct Coombs test there is less often a positive in¬ 
direct Coombs test which may interfere with cross 
matching of blood. 

At the start of methyldopa therapy, it is desirable to do 
a blood count (hematocrit, hemoglobin, or red cell 
count) for a baseline or to establish whether there is 
anemia. Periodic blood counts should be done during 
therapy to detect hemolytic anemia. It may be useful 
to do a direct Coombs test before therapy and at 6 and 
12 months after the start of therapy. If Coombs-posi¬ 
tive hemolytic anemia occurs, the cause may be 
methyldopa and the drug should be discontinued. 
Usually the anemia remits promptly. If not, cor¬ 
ticosteroids may be given and other causes of anemia 
should be considered. If the hemolytic anemia is re¬ 
lated to methyldopa, the drug should not be 
reinstituted. When methyldopa causes Coombs 
positivity alone or with hemolytic anemia, the red cell 
is usually coated with gamma globulin of the IgG 
(gamma G) class only. The positive Coombs test may 
not revert to normal until weeks to months after 
methyldopa is stopped. 

Should the need for transfusion arise in a patient 
receiving methyldopa, both a direct and an indirect 
Coombs test should be performed on his blood. In the 
absence of hemolytic anemia, usually only the direct 
Coombs test will be positive. A positive direct Coombs 
test alone will not interfere with typing or cross 
matching. If the indirect Coombs test is also positive, 


problems may arise in the major cross match and the 
assistance of a hematologist or transfusion expert will 
be needed. 

Fever has occurred within first 3 weeks of therapy, oc¬ 
casionally with eosinophilia or abnormalities in liver 
function tests, such as serum alkaline phosphatase, 
serum transaminases (SGOT, SGPT), bilirubin, ceph- 
alin cholesterol flocculation, prothrombin time, and 
bromsulphalein retention. Jaundice, with or without 
fever, may occur, with onset usually in the first 2 to 3 
months of therapy. In some patients the findings are 
consistent with those of cholestasis. Rarely fatal 
hepatic necrosis has been reported. These hepatic 
changes may represent hypersensitivity reactions; 
periodic determination of hepatic function should be 
done particularly during the first 6 to 12 weeks of 
therapy or whenever an unexplained fever occurs. If 
fever and abnormalities in liver function tests or jaun¬ 
dice appear, stop therapy with methyldopa. If caused 
by methyldopa, the temperature and abnormalities in 
liver function characteristically have reverted to nor¬ 
mal when the drug was discontinued. Methyldopa 
should not be reinstituted in such patients. 

Rarely, a reversible reduction of the white blood cell 
count with primary effect on granulocytes has been 
seen. Reversible thrombocytopenia has occurred 
rarely. When used with other antihypertensive drugs, 
potentiation of antihypertensive effect may occur. Pa¬ 
tients should be followed carefully to detect side reac¬ 
tions or unusual manifestations of drug idiosyncrasy. 
Pregnancy and Nursing: Use of any drug in women who 
are or may become pregnant or intend to nurse re¬ 
quires that anticipated benefits be weighed against 
possible risks; possibility of fetal injury or injury to a 
nursing infant cannot be excluded. Methyldopa 
crosses the placental barrier, appears in cord blood, 
and appears in breast milk. 

Precautions: Should be used with caution in pa¬ 
tients with history of previous liver disease or dys¬ 
function (see Warnings). May interfere with measure¬ 
ment of: urinary uric acid by the phosphotungstate 
method, serum creatinine by the alkaline picrate 
method, and SGOT by colorimetric methods. Since 
methyldopa causes fluorescence in urine samples at 
the same wavelengths as catecholamines, falsely high 
levels of urinary catecholamines may be reported. 
This will interfere with the diagnosis of pheochromo- 
cytoma. It is important to recognize this phenomenon 
before a patient with a possible pheochromocytoma is 
subjected to surgery. Methyldopa is not recommended 
for patients with pheochromocytoma. Urine exposed to 
air after voiding may darken because of breakdown of 
methyldopa or its metabolites. 

Stop drug if involuntary choreoathetotic movements 
occur in patients with severe bilateral cerebrovascular 


disease. Patients may require reduced doses of 
anesthetics; hypotension occurring during anesthesia 
usually can be controlled with vasopressors. Hyper¬ 
tension has recurred after dialysis in patients on 
methyldopa because the drug is removed by this 
procedure. 

Adverse Reactions: Central nervous system: Seda¬ 
tion, headache, asthenia or weakness, usually early 
and transient; dizziness, lightheadedness, symptoms 
of cerebrovascular insufficiency, paresthesias, parkin¬ 
sonism, Bell's palsy, decreased mental acuity, involun¬ 
tary choreoathetotic movements; psychic distur¬ 
bances, including nightmares and reversible mild 
psychoses or depression. 

Cardiovascular: Bradycardia, aggravation of angina 
pectoris. Orthostatic hypotension (decrease daily 
dosage). Edema (and weight gain) usually relieved by 
use of a diuretic. (Discontinue methyldopa if edema 
progresses or signs of heart failure appear.) 
Gastrointestinal: Nausea, vomiting, distention, con¬ 
stipation, flatus, diarrhea, mild dryness of mouth, sore 
or “black" tongue, pancreatitis, sialadenitis. 

Hepatic: Abnormal liver function tests, jaundice, liver 
disorders. 

Hematologic: Positive Coombs test, hemolytic anemia. 
Leukopenia, granulocytopenia, thrombocytopenia. 
Positive tests for antinuclear antibody, LE cells, and 
rheumatoid factor. 

Allergic: Drug-related fever, lupus-like syndrome, 
myocarditis. 

Other: Nasal stuffiness, rise in BUN, breast enlarge¬ 
ment, gynecomastia, lactation, impotence, decreased 
libido, dermatologic reactions including eczema and 
lichenoid eruptions, mild arthralgia, myalgia. 

Note: Initial adult dosage should be limited to 500 mg 
daily when given with antihypertensives other than 
thiazides. Tolerance may occur, usually between sec¬ 
ond and third months of therapy; increased dosage or 
adding a diuretic frequently restores effective control. 
Patients with impaired renal function may respond to 
smaller doses. Syncope in older patients may be re¬ 
lated to increased sensitivity and advanced ar¬ 
teriosclerotic vascular disease; this may be avoided 
by lower doses. 

How Supplied: Tablets, containing 125 mg 
methyldopa each, in bottles of 100; Tablets, containing 
250 mg methyldopa each, in single-unit packages of 
100 and bottles of 100 and 1000; Tablets, containing 
500 mg methyldopa each, in single-unit packages of 
100 and bottles of 100 and 500. 

For more detailed information, consult your MSD 
representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co, Inc., 
West Point, Pa. 19486 j 6AMO7R1(709) 
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A Difference in 
TheophyllineTherapy 


micro-pul veri zed 

BRONKODYL Capsules 

brand of theophylline, USP anhydrous 


Blood levels as fast as an elixir 
With minimal gastric irritation* 

Please see complete prescribing information, a summary of which follows. 


'DESCRIPTION: 

Each green and white hard gelatin capsule contains theophylline USP anhy¬ 
drous, 200 mg., in a micro-pulverized form. Each brown and white hard gelatin 
capsule contains 100 mg. The elixir contains 80 mg. theophylline per 15 ml. 
in a 20% alcohol elixir (approximately 20 calories, 0.9 gm carbohydrate per 
tablespoonful). 

ACTION: Theophylline is a methylxanthine which relaxes the smooth muscu¬ 
lature of the bronchioles through its inhibition of the conversion of cyclic 
adenosine monophosphate to adenosine monophosphate by phosphodiester¬ 
ase. It also has diuretic, cardiotonic, and CNS stimulant effects. 

INDICATIONS: Bronkodyl isindicated for symptomatic relaxation of bronchiolar 
spasm in the chronic obstructive bronchopulmonary diseases; e.g., bronchial 
asthma, chronic bronchitis and pulmonary emphysema. 

CONTRAINDICATIONS: Bronkodyl is contraindicated in persons known to 
have had serious idiosyncratic responses to theophylline, its salts, or the other 
methylxanthines, theobromine, or caffeine and may be contraindicated in peptic 
ulcer. 

WARNINGS: All methylxanthines should be used with caution in children and in 
others who are currently taking bronchodilator products, especially in rectal 
dosage form, which may contain theophylline or related drugs. 

USAGE IN PREGNANCY: Although theophylline has been used for many 
years, with no evidence of adverse fetal effect or teratogenicity, its safety in 
pregnancy has not been established. Therefore use of Bronkodyl during lacta¬ 
tion or in women of childbearing potential requires that possible benefits of the 
drug be weighed against possible hazards to fetus or child. 

PRECAUTIONS: Bronkodyl should be used with caution in patients with cardiac 
or circulatory disease. 


ADVERSE REACTIONS: Gastrointestinal: Epigastric distress, nausea, vomit¬ 
ing. Cardiovascular: palpitations. CNS: Insomnia, restlessness, irritability, con¬ 
vulsion. 

DOSAGE AND ADMINISTRATION: Adults: Usual dosage of Bronkodyl is 200 
mg. every 6 hours (four doses in each 24 hours). This dosage may be adjusted 
to reflect individual clinical response as an indication of slow or rapid metab¬ 
olism of the drug. If adverse reactions are encountered, each dose may be 
reduced, or the interval between doses may be lengthened, or both. If clinical 
response is not satisfactory, indicating possible rapid inactivation of the drug, 
dosage may be gradually increased to achieve the desired response. In some 
instances of either too slow or too rapid metabolism, plasma levels of theo¬ 
phylline should be determined and dosage adjusted accordingly to achieve 
levels above 10 mcg/ml, but not to exceed 20 meg/ml. 

Dosage in Children: Usual dosage should be based on administration of 10 mg 
per kg per 24 hours, divided in 4 doses per day, given every 6 hours. As this may 
not be possible with use of the capsules, Bronkodyl elixir may be used. Theo¬ 
phylline saliva levels (approximately 60% of simultaneous blood levels), may 
facilitate dosage adjustments, especially in children, to obtain appropriate 
response. 

HOW SUPPLIED: 

Bronkodyl 100 mg., brown and white capsules in 100's, Code #1831. 

Bronkodyl 200 mg., green and white capsules in 100's, Code #1833. 

Bronkodyl Elixir, 80 mg. per 15 ml, in pints. Code #1835. 


BREON LABORATORIES INC. 

90 Park Avenue, New York, N.Y 10016 



Office counseling 


Treating sexual dysfunctions in women 


JOYCE D. KALES, M.D. 

emale sexual dysfunctions may 
present indirectly, in the form of 
functional complaints, or directly, 
with symptoms of sexual arousal dys¬ 
function, orgasmic dysfunction, or 
vaginismus. 

When the physician suspects or is 
told of sexual problems, he should at¬ 
tempt to identify the circumstances 
under which the dysfunction occurs 
and offer the patient a sequence of 
sexual tasks for treatment of the con¬ 
dition. In addition, he should learn to 
counsel the patient and her partner on 
issues of partner trust and positive 
communication of preferences. 

Table I summarizes the causes, 
diagnosis, and treatment of common 
female sexual dysfunctions. 

Sexual arousal dysfunction 

The term "sexual arousal dysfunc¬ 
tion” is preferred to the older term 
"frigidity,” which suggests that the 
woman may be rejecting, hostile, and 
cold toward men. The latter term is 
often inaccurate and may serve to con¬ 
fuse the problem. 

In understanding sexual arousal 
dysfunction in women, it is important 
to remember that the physiologic sex¬ 
ual response in both men and women 
is biphasic. Genital vasocongestion 
producing penile erection in the male 
and vaginal lubrication and swelling 
in the female is the first phase. The 
second phase is marked by involun¬ 
tary contractions of the genital mus¬ 
culature, or orgasm. 

The condition of sexual arousal dys¬ 
function exists when psychic and 
physical erotic stimulation fail to re¬ 
sult in the woman’s arousal and ac¬ 
companying vaginal lubrication and 
engorgement of the genitalia. It is 
comparable to impotence or erectile 
dysfunction in the male. The severity 
of the condition varies from a marked 
revulsion toward sexual activity in 
some women to a lack of interest in 
coitus in others. In some cases of 
nonarousal, intercourse is accepted 
willingly because of the attention, 
closeness and warmth it brings, even 
though there is an inability to experi¬ 
ence truly erotic sensations. 


ENOS D. MARTIN, M.D. 

Diagnosis —The physician should 
distinguish between primary sexual 
arousal dysfunction, in which the 
woman has never experienced erotic 
pleasure in any situation, and sec¬ 
ondary arousal dysfunction, in which 
the woman has responded in the past 
to sexual activities with some degree 
of erotic pleasure but currently cannot 
respond. 

While male impotence may be or¬ 
ganically caused in 10 percent of all 
cases, female sexual dysfunction is 
nearly always psychological in origin. 
There are few physical illnesses 
that specifically affect female sexual 
arousal to the same extent as those 
affecting the male. Diabetes mellitus, 
for example, does not typically affect 
the female sexual response unless the 
condition is advanced. Rarely, endo¬ 
crine disorders, such as pituitary dys¬ 
function, or neurological diseases, 
such as multiple sclerosis, may result 
in impaired female sexual responsiv- 
ity. 

Female sexual arousal also may be 
inhibited by the use of alcohol, seda¬ 
tives, hypnotics, narcotics, or au¬ 
tonomic agents. The effects of oral con¬ 
traceptive medications on libido vary. 
Women often experience an increase 
in libido when first taking the pill be¬ 
cause of the lessened fear of pregnancy 
and an increased ability to be more 
spontaneous. As oral contraceptive 
medications are continued, however, 
they may reduce libido through an 
anti-androgenic effect. 

The psychological causes of sexual 
arousal dysfunction, by far the most 
common, may be a result of culturally 
determined attitudes (such as "nice 
girls don’t enjoy sex”), misinformation 
(such as "women do not have as much 

Dr. Kales is director of the division 
of community and social psychia¬ 
try and of the sex education pro¬ 
gram and sexual dysfunctions 
clinic of the department of 
psychiatry of The Pennsylvania 
State University College of Medi¬ 
cine in Hershey. Dr. Martin and Ms. 
Stricter are associates in the de¬ 
partment. 
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sexual interest or capability as men”), 
or concern about the possibility of 
pregnancy. 

Inadequate foreplay or premature 
ejaculation may result in the termina¬ 
tion of lovemaking before the female 
has become aroused; if arousal occurs, 
persistent failure to climax may 
create frustration which in turn may 
result in sexual arousal dysfunction. 
This may lead to aversion, resent¬ 
ment, or disinterest by the woman. 

Arousal may also be impaired by 
depression, anxiety about perform¬ 
ance, difficulty in communicating de¬ 
sire for various types of sexual stimu¬ 
lation, chronic anger, and fatigue. 
Deeper conflicts stemming from guilt 
over childhood sexual prohibitions, 
incest, or rape may occasionally affect 
arousal and may require intensive 
psychotherapy in addition to specific 
behavioral assignments. 

Treatment —The sexually unrespon¬ 
sive woman needs assurance that sex¬ 
ual arousal is a natural and whole¬ 
some physiologic function. It may be 
helpful for her to know that vaginal 
lubrication and clitoral engorgement 
occur cyclically during sleep, just as 
erection in males occurs naturally 
during periods of REM, or dreaming, 
sleep. The woman must also under¬ 
stand that it is her prerogative and 
responsibility to permit her own re¬ 
sponses to unfold when she is properly 
stimulated, and not the male partner’s 
responsibility to "make” her feel 
aroused. The woman may have 
learned to psychically inhibit her nat¬ 
ural responses and should learn to dis- 
inhibit them. 

The physician’s understanding can 
be an important support in giving the 
woman "permission” to affirm her own 
sexuality and overcome her crippling 
inhibitions. For some women, an im¬ 
portant preliminary step in becoming 
sexually responsive is to become fa¬ 
miliar with and explore their external 
genital anatomy through self- 
examination with a mirror. 

The general methods involved in 
treating sexual arousal dysfunction 
include sensate focus or "pleasuring” 
exercises, exercises for the female pel- 
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vie musculature, self-stimulation, and 
the "stop-start” form of intercourse 
with nondemand vaginal contain¬ 
ment. As these various tasks are pre¬ 
scribed, intercourse should not be at¬ 
tempted for several weeks. 

The sensate focus exercises require 
that the woman and her partner 
schedule several uninterrupted 
periods a week in which they take 
turns caressing each other in a relaxed 
way with no demand for sexual per¬ 
formance. The couple should commu¬ 
nicate the ways in which they like to 
be caressed. If there is any discomfort, 
each partner should mention the dis¬ 
comfort and suggest a way to decrease 
it, making positive suggestions rather 
than critical remarks. For example, 
the patient should not say, "You are 
really awkward and clumsy,” but 
rather, "Please caress me more 
gently.” 

At first the genital area is avoided, 
but after the exercises have been com¬ 
pleted comfortably for several ses¬ 
sions, genital caresses should be in¬ 
cluded. The couple should concentrate 
on eliminating any discomfort with 
the exercises rather than trying to 
produce sexual arousal. 

Exercises to enable the female pa¬ 
tient to become more aware of and 
strengthen the pelvic and pubococ- 
cygeus muscles (Kegel exercises) may 
be helpful. The pubococcygeus muscle 
is the muscle that interrupts the flow 
of urine. By contracting this muscle 
ten or fifteen times, three times a day 
for two or three months, perivaginal 
muscle tone will improve. This results 
in pleasurable feelings in the genital 
area and, eventually, heightened 
arousal and orgasm during inter¬ 
course. 

Self-stimulation, whether manual 
or with the use of a vibrator and ac¬ 
companying erotic literature and fan¬ 
tasy, is often recommended. With this 
method there is no demand on the 
woman to perform and she is free to 
recognize erotic sensations and learn 
the techniques that arouse her. She 
can then communicate to her partner 
what pleases her the most. Often the 
woman experiences orgasm during 
self-stimulation; if she does not, no ef¬ 
fort should be made to achieve orgasm 
at this point, for it eventually will 
occur naturally. 

When the preceding exercises can 
be performed comfortably, the couple 


is advised to begin nondemand vagi¬ 
nal containment after preliminary 
pleasuring with genital stimulation. 
The woman, assuming the superior 
position, inserts her partner’s penis 
into her vagina and holds it there with 
no thrusting for about 15 seconds. If 
discomfort or pain is experienced due 
to insufficient lubrication, a lubricat¬ 
ing jelly may be used. This non¬ 
demand vaginal containment exercise 
should be repeated three or four times 
within a session, after which either 
partner or both may reach orgasm by 
manual or oral stimulation. 

After one or two such sessions of 
comfortable vaginal containment 
without thrusting, the couple may add 
slow thrusting to the exercise but 
should avoid rapidly increasing the 
amount and rate of motion. By being 
in the superior position, the female 
can control the thrusting at a rate she 
finds comfortable. Again, orgasm may 
be achieved by manual or oral stimu¬ 
lation or intravaginally when the in¬ 
dividuals feel ready. 

Orgasmic dysfunction 

The female orgasm has been a 
source of confusion because of the sub- 
jective and diffuse nature of the 
female sexual experience. Masters 
and Johnson have corrected the notion 
that there are two kinds of orgasm, 
clitoral and vaginal: the female or¬ 
gasm is neurophysiologically identi¬ 
cal whether produced by self¬ 
stimulation, coitus, or manual or oral 


stimulation, although it may vary in 
intensity. Another source of confu¬ 
sion is the capacity of some females for 
multiple orgasm. Unlike the male, the 
female has no refractory period: she 
may be capable of successive orgasms 
if stimulation continues from plateau 
levels of sexual arousal. 

Diagnosis —In orgasmic dysfunction, 
the woman experiences sexual 
arousal, vaginal lubrication, and vas- 
ocongestion. There is, however, an ab¬ 
solute or relative inhibition of the or¬ 
gasmic reflex. The spectrum of orgas¬ 
mic dysfunction includes women who 
have never experienced orgasm (pri¬ 
mary), women who have experienced 
orgasm in the past but are unable to do 
so currently (secondary), and women 
who are able to experience orgasm 
only in certain situations (situation¬ 
al). Diagnosis of the disorder should 
include a determination of the type of 
dysfunction involved. 

A common cause of orgasmic dys¬ 
function that is often overlooked is 
that the woman has simply not been 
sufficiently stimulated by her partner. 
As with sexual arousal dysfunction, 
medical conditions such as diabetes 
mellitus, certain neurologic and en¬ 
docrine disorders, and the effects of 
alcohol and other drugs, are seldom 
the cause of orgasmic dysfunction. 

Orgasmic dysfunction frequently is 
due to psychological factors, which 
may result from ill-formed attitudes, 
misinformation, or a fear of pregnan¬ 
cy. During the orgasmic reflex, volun- 



Table 1 - Female Sexual Dysfunctions 



Causes 

Diagnosis 

Treatment 

Arousal dysfunc¬ 
tion 

Usually psychological; 
medical causes in¬ 
frequent 

Distinguish between pri¬ 
mary and secondary 
sexual arousal dys¬ 
function 

Self examination 

Sensate focus exercises 
Pubococcygeus muscle 
exercises 

Self stimulation 

Start-stop intercourse 

Orgasmic dys¬ 
function 

Often due to inadequate 
stimulation or psycho¬ 
logical causes; medi¬ 
cal causes infrequent 

Distinguish primary, 
secondary, or situ¬ 
ational orgasmic dys¬ 
function 

Self stimulation 

Sensate focus 

Transfer orgasm to coitus 
Start-stop intercourse 

Vaginismus 

Often due to extreme fear 
of penetration and 
trauma 

Rule out physical abnor¬ 
malities 

Gradual vaginal dilation 
using fingers or di¬ 
lators 

Relaxation exercises and 
pleasant imagery 

Penile containment 
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tary control is relinquished over the 
body and emotions. A woman who is 
fearful and unwilling to give up con¬ 
scious control of her body may experi¬ 
ence difficulty some or all of the time 
with the orgasmic phase of sexual re¬ 
sponse, even though she has no diffi¬ 
culty becoming aroused. 

Some non-orgasmic women may ex¬ 
perience anxiety in reaction to their 
physiologic response to higher levels 
of sexual arousal, such as increased 
breathing, heart rate, and muscular 
tension. Some women may become 
tense because they try to "produce” an 
orgasm rather than allowing the ex¬ 
perience to occur naturally, thus in¬ 
hibiting the response. Other women 
may simulate an orgasm to please 
their partners and fulfill their expec¬ 
tations, even though the women 
themselves have not reached an or¬ 
gasmic level of excitement. 
Treatment —Effective treatment for 
orgasmic dysfunction begins with the 
female’s recognition of the conditions 
that allow her to experience orgasm. 
For the primarily non-orgasmic 
woman, several periods of self¬ 
stimulation free from the pressure to 
satisfy and please the partner, along 
with the use of erotic literature, 
should be suggested. This may be nec¬ 
essary to identify the heightened level 
of arousal needed to achieve orgasm 
and to avoid the concerns about self¬ 
performance that may exist during 
coitus. If the self-stimulation is not 
sufficiently intense to produce or¬ 
gasm, the use of a vibrator may be 
indicated. 

Once the woman with primary or¬ 
gasmic dysfunction is able to achieve 
orgasm through self-stimulation 
within a reasonable period of time, the 
next step is to transfer the orgasm to 
the heterosexual situation. The 
treatment used to accomplish this is 
the same as that for women who may 
experience orgasm with clitoral stim¬ 
ulation, but are situationally non- 
orgasmic with intercourse. 

Various suggestions can be offered 
to the woman who wishes to become 
orgasmic with coitus. The sensate 
focus exercises previously described, 
practiced by the couple first without 
and then with genital caresses, are 
useful for building the woman’s sexual 
tensions. When she feels aroused, the 
"start and stop” method of coitus is 


used. 

Brief periods of penile insertion 
with nondemand vaginal containment 
are followed by slow teasing, thrust¬ 
ing, and then withdrawal. During the 
withdrawal periods, foreplay contin¬ 
ues using clitoral stimulation to main¬ 
tain and build the woman’s level of 
arousal. The sequence of withdrawal, 
foreplay, vaginal containment, and 
slow thrusting is repeated until the 
woman feels orgasm is impending, at 
which point she begins to thrust more 
vigorously. When orgasm does not 
occur with penile stimulation alone, a 
coupling technique of combining 
penile thrusting with manual stimu¬ 
lation may be used. 

Partner support is necessary for the 
woman to temporarily avoid preoccu¬ 
pation with her partner’s gratification 
and to learn to accept her own erotic 
sensations. The woman should also be 
advised to practice the pubococcygeus 
muscle exercises. 

With secondary and other types of 
situational orgasmic dysfunction, the 
physician should first identify the 
conditions which may have precipi¬ 
tated the dysfunction. Often the 
physician can proceed with the se¬ 
quence of sexual tasks just described 
for the non-orgasmic woman. In other 
cases, specific psychological or marital 
conflicts may have to be resolved be¬ 
fore these sexual tasks are prescribed. 

The general approach to the treat¬ 
ment of orgasmic dysfunction requires 
that the partners learn to share their 
sexual feelings and preferences. The 
sexual tasks prescribed may serve to 
highlight problems with trust, poor 
communication, previously existing 
hostility, and fear of rejection in the 
relationship. These factors often must 
be discussed to allow the couple to pro¬ 
ceed with the sexual exercises. Deeper 
anxieties about control, dominance 
and submission, or long-standing con¬ 
flicts stemming from childhood expe¬ 
riences may require intensive 
psychotherapy for resolution. 

Vaginismus 

Vaginismus is a condition of invol¬ 
untary spasm of the pelvic muscles 
surrounding the vaginal orifice and of 
the lower one third of the vagina, mak¬ 
ing penile penetration difficult or im¬ 
possible. 

Diagnosis — Abnormalities such as 
vaginal infection, imperforate or rigid 


hymen, or abnormalities of deeper 
pelvic structures must be ruled out by 
physical examination. Usually the 
condition is caused by a fear of pene¬ 
tration and trauma during coitus 
which may be of phobic proportions. 
Vaginismus may be the cause of un¬ 
consummated marriages even when 
there is a loving relationship and the 
woman is sexually responsive with 
forms of lovemaking other than coitus. 

Treatment —With proper in¬ 
structions from the physician, the 
treatment of vaginismus is carried out 
at home by the patient and her part¬ 
ner. This treatment involves gradual 
dilation of the vaginal orifice provided 
that any physical factor has been 
treated beforehand. The well- 
lubricated little finger followed by the 
index finger, two fingers, and then the 
partner’s finger, etc., may be used. 
Graduated, lubricated dilators of in¬ 
creasing size may also be recom¬ 
mended. 

While dilation is being ac¬ 
complished, it is important to also de¬ 
sensitize the patient to the fear of 
penetration. General relaxation exer¬ 
cises are helpful during this phase of 
therapy. The patient should be in¬ 
structed to relax her body muscula¬ 
ture and visualize a pleasant and re¬ 
laxing scene while the dilator is in 
place. When this is achieved comfort¬ 
ably, she gradually begins to picture 
the approach of her partner, fantasizes 
his approach with an erection, and 
then fantasizes penetration. 

Intercourse should not be attempted 
until dilation and desensitization 
have been well tolerated. Initially, the 
penis should be inserted and simply 
contained for a brief period of time. 
When this is comfortably tolerated, 
slow and gentle thrusting is permit¬ 
ted. Coitus proceeding to orgasm is de¬ 
ferred until complete comfort is at¬ 
tained with penile containment. 

With the understanding and sup¬ 
port of a well-informed physician, 
most women with sexual dysfunction 
can satisfactorily utilize the sexual 
tasks described. However, deeper in¬ 
trapsychic causes may be present 
when female sexual dysfunction does 
not improve with these treatment pro¬ 
cedures. In these cases, referral for in¬ 
dividual or marital psychotherapy 
should be considered. □ 
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"California cardiologists offer advice on 
how to deal with liquid protein-diet side 
effects... major medical centers report on 
the emerging clinical role of ultrasound... 
pediatricians would ban trampolines... 
proposed legislation gives the FDA more 
authority over physician-prescribing. 


Important things are happening that 
you should know about right away. You’ll 
find them on your desk every two weeks 
in Medical World News, the newsmaga¬ 
zine of medicine. 

Read this one first. 
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Special tax problems face 
incorporated physicians 

LEIF C. BECK, LL.B., C.P.B.C. 

VASILIOS J. KALOGREDIS, J.D. 

Bala Cynwyd 


Practicing medicine in a profes¬ 
sional corporation has become so 
routine that many physicians are ig¬ 
noring its risks and demands. We are 
struck by the number of accountants 
and attorneys who are unconcerned or 
unaware of the problems. As a result, 
various "horror stories” of mishandled 
corporations and very unhappy 
physician-members circulate. 

Our article is addressed to some of 
the concerns and opportunities we 
consider important as we head into 
1978. 

Reasonable compensation 

The much-discussed issue of rea¬ 
sonableness of compensation contin¬ 
ues to exist. Corporations throughout 
the US have been challenged by IRS 
agents about whether amounts paid 
the doctors are totally deductible — 
whether they are "reasonable” as 
salaries to those who also own their 
corporation’s stock. 

In many cases, the IRS has ceased 
its attack upon the showing of some 
fairly moderate circumstances. We 
urge fairly simple protective steps to 
reduce these risks. 

The first step is to preplan the 
physician-shareholders’ salaries for 
monthly (or even biweekly or weekly) 
payments. If the fiscal planning is suc¬ 
cessful, there should be no year-end 
bonuses. 

A pattern of such bonuses to share¬ 
holders has led several courts to decide 
they were nondeductible dividends 
rather than "reasonable compensa¬ 
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tion.” Receipt of equal monthly salary 
checks provides good tax protection 
and permits more efficient personal 
budgeting. 

Gross income may rise faster than 
can be preplanned, leaving at year’s 
end an almost unavoidable extra 
amount for the doctors. Recognizing 
this possibility, we strongly prefer to 
install an "incentive compensation” 
clause in employment contracts. 

The clause recognizes that higher 
gross income generally arises only 
from increased physician services (al¬ 
though fee increases could be another 
reason), for which the physicians de¬ 
serve more pay. While not guaranteed 
to avoid IRS attack,* the incentive 
compensation arrangement is a good 
effort to show special compensatory 
reasons for paying year-end bonuses. 

A second protective step is to leave 
some of the corporation’s net income 
behind as corporate "profit.” Such 
profit is subject to federal and state 
taxation, but it is a small price to pay 
for good tax results upon IRS audit. A 
number of courts have pointed to a 
corporation’s continuing lack of prof¬ 
its (especially coupled with year-end 
"drain out” bonuses to the sharehold¬ 
ers) as proof that the salaries paid to 
the owners were unreasonably high. 

The third step is to establish a 
record of paying cash dividends regu- 

* Two Tax Court decisions have consid¬ 
ered incentive compensation payments to 
corporate owners to be "dividendsor dis¬ 
guised efforts to pay out corporate earnings. 
The facts in these cases can be differentiated 
from many medical practice situations. 



Cardilate (erythrityl tetranitrate) 

INDICATIONS: For the prophylaxis and long-term 
treatment of patients with frequent or recurrent 
anginal pain and reduced exercise tolerance 
associated with angina pectoris, rather than for 
the treatment of the acute attack of angina pectoris, 
since its onset is somewhat slower than that of 
nitroglycerin, 

PRECAUTIONS: As with other effective nitrites, 
some fall in blood pressure may occur with 
large doses. 

Caution should be observed in administering the 
drug to patients with a history of recent cerebral 
hemorrhage, because of the vasodilation which 
occurs in the area. Although therapy permits 
more normal activity, the patient should not be 
allowed to misinterpret freedom from anginal 
attacks as a signal to drop all restrictions 
SIDE EFFECTS No serious side effects have 
been reported. In sublingual therapy, a tingling 
sensation [like that of nitroglycerin) may some¬ 
times be noted at the point of tablet contact with 
the mucous membrane. If objectionable, this may 
be mitigated by placing the tablet in the buccal 
pouch. As with nitroglycerin or other effective 
nitrites, temporary vascular headache may occur 
during the first few days of therapy This can be 
controlled by temporary dosage reduction in 
order to allow adjustment of the cerebral hemo¬ 
dynamics to the initial marked cerebral vasodila¬ 
tion. These headaches usually disappear within 
one week of continuous therapy but may be mini¬ 
mized by the administration of analgesics. 

Mild gastrointestinal disturbances occur occa¬ 
sionally with larger doses and may be controlled 
by reducing the dose temporarily. 

FIOW SUPPLIED 10 mg chewable scored tablets, 
bottle of 100. Also 5. 10 and 15 mg oral/sublingual 
scored tablets in bottles of 100 10 mg oral/ 
sublingual scored tablets also supplied in bottles 
of 1.000 

Also available. Cardilate" P brand Erythrityl 
Tetranitrate with Phenobarbital* Tablets [Scored) 
(*Warnmg may be habit-forming.) 


Burroughs Wellcome Co 

* Vr\ Research Triangle Park 
Wellcome North Carolina 27709 












Our sex life is nil...” A problem of the first magnitude to many post 
infarct patients and their mates... patients are often reluctant to broach the 
subject: physicians may frequently overlook its implications. This new 
16mm film combines candid patient interviews with discussions by Drs. 
Herman Hellerstein, Thomas Hackett, Albert Kattus, Richard Stem, Carroll 
Witten and Lenore Zohman. Film and related monograph comprise 2 
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Sexandthe 
heart patient: 

A film every doctor should see. 


The energy cost of sex to the 
heart is relatively modest. 

Over 80% of post-coronary patients 
can ultimately resume sexual activity 
without serious risk. Hellerstein and 
Freedman demonstrate that mean 
maximal heart rate during orgasm 
with spouse (as opposed to extra¬ 
marital sex) in 14 post-infarct pa¬ 
tients is lower than that during usual 
occupational activity. 


Representations below of actual 
EKG readings of an attorney, post 
Ml, illustrate the point: 
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Fear of pain greatest deterrent 
to post Ml sex 

In the multitude of Ml patients with 
angina, pain is due to diminished 
coronary reserve and increased 
myocardial oxygen demand, pre¬ 
cipitated by sex, other excitement 
and improper exercise. Anginal 
pain, however, can be relieved, and 
its recurrence mitigated. 

Cardilate" (erythrityl 
tetranitrate) increases exercise 
tolerance. 

Cardilate relieves anginal pain and 
prevents its recurrence, thereby 
allowing increased activity. 
Commencing to work in as little as 
2 to 5 minutes, Cardilate protects 
against recurrence of angina for at 
least 2 hours. 

Available in both sublingual and 
chewable forms, Cardilate is a versa¬ 
tile, convenient agent to help make 
the angina patient's life more livable. 
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larly to the physician-shareholders. 
Several courts have combined the lack 
oi dividends with annual last-minute 
bonus payments to prove that some 
bonus amounts really were dividends, 
or returns to the shareholders as own¬ 
ers (not employes) of their practices. 

We recommend annual dividends 
ranging from $100 to $1,000 (and 
more in some special cases) to keep the 
reasonable compensation issue fairly 
remote. 

Business expenses 

Directors’ resolutions or employ¬ 
ment contracts, and in some cases 
both, will typically state which profes¬ 
sional expenses are to be paid by the 
corporation. These documents may 
also specify which other expense items 
must be paid personally by the physi¬ 
cian. Clarification of business expense 
arrangements is particularly impor¬ 
tant in group practice, even if only two 
doctors are involved, to prevent mis¬ 
understanding among the members. 

Despite the written provisions, 
however, it is not unusual for doctors 
unwittingly to pay corporation ex¬ 
penses out of their personal funds, or 
vice versa. Tax agents are correct in 
disallowing the attempted deduction 
of mistaken payments on the basis 
that they are the other party’s ex¬ 
penses. Only the taxpayer who ac¬ 
tually must pay a business expense is 
entitled to deduct it. 

Recognition of the problem makes 
avoidance easy. Careful planning will 
increase each doctor’s awareness of 
which "pocket” (corporate or personal) 
should pay each expense. If the doctors 
wish to change the payment ar¬ 
rangements, perhaps having more ex¬ 
penses paid by the corporation, the 
underlying contracts or board resolu¬ 
tions can be amended easily. 

Preferential dividends 

The typical approach to tax plan¬ 
ning has been to claim any arguably 
business-related expense as a tax de¬ 
duction in the hope that the tax return 
will not be reviewed or that the IRS 
agent will accept the claim. When a 
deduction is disallowed, nothing is lost 
from a tax standpoint — except an ac¬ 
ceptable rate of interest on the extra 
tax. 

Professional corporations com¬ 


monly use this system, hoping that the 
marginal business expenses will be 
overlooked or accepted on the corpo¬ 
rate return while the doctor’s return is 
"clean” of those items. Examples in¬ 
clude extensive automobile expenses, 
payment of country club dues, travel 
to meetings which combine with per¬ 
sonal vacations, entertainment ex¬ 
penditures, and the like. 

The IRS recently has taken a posi¬ 
tion on unacceptable business ex¬ 
penses which makes the old approach 
of simply "running them through the 
corporation” questionable. In disal¬ 
lowing the expenses as deductions on 
the corporate tax returns, the IRS has 
correspondingly taxed them to the 
physician-shareholders as "preferen¬ 
tial dividends.” 

The result of this approach is 
greater tax liability than if the ex¬ 
pense had not been deducted in the 
first place. Assume, for example, that 
a $1,000 travel item were so disal¬ 
lowed. There would first be a 20 per¬ 
cent income tax (plus any state corpo¬ 
rate income tax) imposed on the corpo¬ 
ration, while the entire $1,000 would 
also be added to the doctor’s tax return 
as a dividend. In the case of the high- 
income doctor, dividends will be taxed 
at even more than the 50 percent 
maximum tax on his earnings from 
practice. The total tax liability would 
thus be at least $700. 

Had the physician simply not 
claimed the $1,000 expense, the tax 
liability would have been only $500. 
The situation thus dictates increased 
conservatism in claiming "business- 
related” expenses. If the doctor and his 
accountant honestly doubt the deduc¬ 
tibility of an expense in case of a thor¬ 
ough IRS review, money might be 
saved by not running it through the 
corporation at all. 

Hedge clauses 

Many, perhaps most, incorporated 
physicians’ employment agreements 
or bylaws include some form of "hedge 
clause” in the expectation that it will 
offer insulation in case of tax audit. 


The authors are the principal con¬ 
sultants of Management Consult¬ 
ing for Professionals, Inc., Bala 
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Such a clause essentially provides 
that if the IRS should determine any 
part of the doctor’s compensation, 
fringe benefits, or expense ar¬ 
rangements to be nondeductible as 
"unreasonable compensation,” the 
doctor will repay the amount to his 
corporation. Since his repayment is 
deductible on his personal tax return, 
the clause is intended to discourage 
IRS attack in the first place. 

We have always been opposed to 
such hedge clauses, and recent Tax 
Court decisions strengthen that belief. 
Our basic reasons have been practical, 
for the doctor first must be willing and 
able to repay the "unreasonable” 
amounts out of available cash if the 
situation should arise. Furthermore, 
once he has done so, the corporation 
will have the income (subject to tax) 
and the likely need to pay it back out 
to or for the doctor. The hedge clause, 
then, simply restores the original tax 
planning problem—it does not solve it. 

The Tax Court recently considered 
several cases in which "unreasonable 
compensation” was asserted by the 
IRS despite the existence of hedge 
clauses. In addition to showing that 
the clauses did not prevent the attack, 
the Court’s language is particularly 
damning. It concluded that the hedge 
clauses helped prove the parties’ 
knowledge that some of their pay 
might be unreasonable. In effect, the 
clauses worked against the taxpayers 
rather than for them. 

We see no reason for including such 
reimbursement provisions in well- 
managed professional corporations. 
The "unreasonable compensation” 
problem can be minimized by careful 
and conservative planning. In that 
light, a "hedge clause” may cause far 
more trouble than it will prevent. 

Other problems are inherent in 
poorly managed professional corpora¬ 
tions. Many of them are revealed only 
when a shareholder dies, retires, or 
leaves the practice. It is this instance 
that provides the real test of whether 
the corporate documents will truly 
perform as desired. 

Most of the items described in this 
article are so simple to handle that 
ignoring them should be inexcusable. 
Yet the number of professional corpo¬ 
rations that leave themselves open as 
"sitting ducks” for IRS audits indi¬ 
cates this discussion will be useful. □ 
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Presidents report to House of Delegates 


Dr. Blady sounds call for united action on goals 


Members of the House of Delegates, Board of Trustees, Officers 
of the Society and guests, medicine has been my whole life. And 
while, through the years, I have seen our profession go through 
some very troubled times, I have never lost my faith in the integ¬ 
rity and devotion of doctors or my pride in the colleagues with 
whom I’ve served. 

The profession is faced today with the problem of a national 
cancer. I am speaking of the proliferation of governmental inter¬ 
ference into the practice of medicine. The encroachment of gov¬ 
ernment into the practice of medicine has occurred at every level. 
We have seen it at the federal level with the vagaries of the 
medicare and medicaid laws, we have seen it at the federal level 
with the proposed cap on hospital revenues, we have seen it in the 
allegations of the FTC against the AMA and various specialty 
societies ... at the state level, we have seen it in the aggrandizing 
schemes of the Health Department and its attempt to regulate 
every facet of medical practice. 

Sometimes the government meets itself coming around the 
bend, as in the case of the FTC on the one hand blocking relative 
value scales as a form of price fixing, while at the same time 
planners in the Department of HEW talk about the use of relative 
value scales in setting up national fee schedules under socialized 
medicine. 

At the state level, we see the Department of Health take a 
reasonably straightforward law like the 1972 Clinical Laboratory 
Act and, through regulatory fiat, turn it into a totally different law 
aimed at regulating office laboratories of physicians. Lacking suf¬ 
ficient numbers of personnel to guarantee quality of hospital and 
commercial laboratories, the department then holds itself out as 
protector of the public over 10,000 office laboratories. 

Just over the past year or so in Pennsylvania alone, the litany of 
state agencies which have attempted to carve out a piece of the 
medical turf is startling: 

1. Insertion of chiropractors into the black lung program. This 
intervention was engineered by the Governor, who used the power 
of the budget to attempt to bring his chiropractic friends into the 
treatment of black lung cases. Your Society, through vigorous 
action both in the public press and before the Governor’s Black 
Lung Advisory Committee, was able to stop this. 

2. The Department of Transportation, in its zeal to reform the 
Motor Vehicle Code, included language which would have re¬ 
quired reporting to PennDOT the medical records of most patients 
in your office files. Again, through vigorous intervention by the 
Society and intensive negotiations with the secretary of transpor¬ 
tation, language was introduced in the General Assembly to repeal 
this requirement from the new code. 

3. After many years of delay, the Commonwealth will soon 
adopt new rules and regulations for the operation and licensing of 
hospitals. This enterprise has required strong input from PMS to 
the secretary of health to bring about needed revisions in those 
proposed rules and regulations. 

As a matter of fact, I can recall a meeting of the PMS Board of 
Trustees in which we had to tell Secretary Bachman face-to-face 
how important it was to begin a committee dialogue with PMS on 
this subject. I am pleased to report that the secretary agreed; such 
a committee was formed and we have given the department valu¬ 
able input. 

4. On May 23, the state’s new generic prescribing law went into 


effect. It was necessary for the Society to give strong lobbying 
input during the passage of that law so that our rights might be 
protected. It was additionally necessary for the Society, through its 
Commission on Therapeutics, to provide vigorous input to the 
Health Department in the administering of the law. 

Early on, the Commission on Therapeutics successfully pointed 
out to the secretary of health deficiencies in expertise in the de¬ 
partment. Subsequently, Dr. Bachman appointed a technical advi¬ 
sory group on which the Society received significant representa¬ 
tion. 

These are just some recent examples of state government intru¬ 
sion into the practice of medicine. It requires a strong, alert Society 
to parry these thrusts and to protect the interests of its members. 

It has become clear to me over the past two years that the issues 
at the federal and state levels are sufficiently diverse to require 
vigorous action by both the AMA and PMS. 

PMS, except when asked to help by the AMA, focuses almost 
exclusively on the activities of the legislators and bureaucrats in 
Harrisburg. Meanwhile, the AMA in Chicago and Washington is 
looking out for our interests at the national level. To me member¬ 
ship in both the AMA and our state and county organizations is 
absolutely vital. I hope that all of us read the American Medical 
Newsletter, which epitomizes the activities of the AMA at the 
HEW, congressional, senatorial and presidential levels of coun¬ 
teractions and recommendations. Who dares to say that the AMA 
is inactive and unresponsive to direction from its membership? 

If you hear colleagues criticize the AMA and feel alienated from 
its policies, it behooves you to inform them of the AMA’s con¬ 
stant surveillance and vigilance. They simply fail to understand 
the tremendous job of representation the AMA does for us every 
day, particularly through its Washington office. 

I shudder to think how much worse legislation and regulations 
from Washington would be if the AMA experts were not there to 
provide information and reaction to the Washington legislators 
and bureaucrats. 

Here in Pennsylvania, the trend of government intervention 
into the practice of medicine is so pronounced that it leads me to 
make a recommendation. 

In previous years, we tended to look upon the Council on Gov¬ 
ernmental Relations as the focal point regarding liaison with state 
government. But the intervention of the state bureaucracy into the 
practice of medicine has become so pronounced, the cancer has 
metastasized so widely, that this is no longer an adequate re¬ 
sponse. 

I recommend that every Council of the State Society reexam¬ 
ine those activities within its purview which in any way relate 
to state government and assign to those activities that Coun¬ 
cil’s highest priority. 

I further recommend that the Councils come back to the 
House of Delegates next year and, as the first order of busi¬ 
ness in their annual reports, explain to us how they have gone 
about achieving the objective of better interface with state 
government. 

We have become a nation of specialists because it is most dif¬ 
ficult, or even impossible, for any one individual to encompass the 
breadth of medical knowledge today. Research has played an 
enormous part in new discoveries, new theories, and in developing 
new equipment and instrumentation. One of the outgrowths of this 
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specialization has been the development of our state and national 
specialty societies. 

Filling an ever-growing scientific vacuum, these societies have 
become so strong that they have branched out beyond science and 
have begun to concern themselves with the socioeconomics of 
health care. By becoming involved in payment mechanisms to 
their own specialists they soon become entangled in government 
regulations and eventually in legislation itself. 

As specialists, we must recognize that it will not be possible for 
each specialty to get everything that it desires. Each of us as a 
specialist has to sacrifice some of his objectives for the greater good 
of the profession. For me, the perquisites which come from the 
Doctor of Medicine degree mean much more and are worth far 
greater sacrifice than any that my specialty society could ever 
offer. We are first of all physicians. 

I recommend that specialty societies with economic and legis¬ 
lative problems bring them to the Pennsylvania Medical So¬ 
ciety to seek the support of the entire house of medicine for 
their cause prior to starting independent actions which may 
cause greater involvement than they foresaw and may pro¬ 
duce difficulties in pursuing these activities. 

With respect to the Pennsylvania General Assembly, the Penn¬ 
sylvania Medical Society should be the primary spokesman for the 
profession in this state. Its opinion is the one that should be sought 
and offered to members of the Pennsylvania Legislature. 

I believe that each of the specialties should discipline itself to 
work within that framework. If the Society for some reason is 
unable to be as responsive to a specialty’s need as its doctors may 
wish, then all of the specialty’s efforts should be directed toward 
the State Society to achieve the kind of support it needs. 

Those efforts should not be diverted around the edge of the 
Society in independent action. Such splintering is counterproduc¬ 
tive and dilutes the overall effectiveness of both organizations. It 
also confuses the legislators and offers them a favorite ploy— 
taking no action at all, since they view the house of medicine as 
divided. 

At the same time, I am not satisfied with the amount of com¬ 
munication and liaison between the specialty societies and the 
Pennsylvania Medical Society. I understand that each of the 
specialties has a seat in the House of Delegates. I further under¬ 
stand that each of the specialties has a seat on the Interspecialty 
Committee. However, I am not satisfied that the flow of informa¬ 
tion to the specialties and from the specialties back to the Board of 
Trustees is adequate. 

I recommend that the problem of specialty society representa¬ 
tion and communication be referred to an appropriate refer¬ 
ence committee for consideration at this meeting. 

I need not tell you that today in this country there is a very 
serious problem concerning the cost of health care. Many of us in 
this room remember the great battles fought to forge Blue Cross 
and Blue Shield. 

In solving yesterday’s problem of paying the hospital bill and 
physician’s bill, I fear we may have sown the seeds of today’s 
problem of soaring health costs. Savings incentives and risk shar¬ 
ing have largely been excluded from the blue plans. As a result, the 
escalating costs of hospital and medical care go on spinning out of 
control. 

Much has been written, discussed, and critically analyzed about 
health care costs without arriving at solutions that please all 
segments of society—the consumer, the medical profession, the 
hospital associations, the profit and nonprofit insurance carriers, 
the state and federal governments. 

The federal approach has included PSRO, HMO, HSA, and the 
Health Manpower Act. So far, these government initiatives have 
succeeded only in spending federal dollars and creating confusion 
and much dissension, not in reducing health costs. 

The medical profession must take serious cognizance of the 


overall cost of health care, for unless we do, our lack of leadership 
will surely come back to haunt us. 

I believe that the health care cost issue is important enough 
that it should be assigned by the Board as a specific ac¬ 
countability to one of the councils or commissions of the 
Society. It should be responsible during the year for issuing 
information on ways of containing costs and should be re¬ 
quired to make a report to this House of Delegates next year. 

While the malpractice insurance crisis has not gone away, the 



Gallup survey commissioned by the Society would indicate that it 
has backed down from its fever pitch of 1975. What we are seeing 
now, however, is the increasing practice of defensive medicine and 
the increasing cost of medical care as a result of rising malpractice 
premiums. The effects of the crisis are still very much with us and 
lead us to seek additional solutions to the problems. 

We’ve been involved with malpractice for more than five years. 
We have battled to improve the climate but the legislature has not 
been very receptive to additional reforms. At the Insurance De¬ 
partment level, the Pennsylvania Medical Society has fought in¬ 
creases in premiums and has tried to arbitrate with the Argonaut 
Insurance Company in order to protect the insured physician’s 
premium as well as his right to practice. 

Those discussions over rate increases have been extremely 
costly, for they involved intervention in Insurance Department 
hearings and protracted, vigorous intervention of PMS attorneys 
and actuaries. We have spent over a half million dollars in this 
time on legal fees, actuarial fees, court suit costs, and associated 
expenses. 

The contract with Argonaut, made in 1971, prevented the Soci¬ 
ety from affirmative and positive action. Instead we were limited 
to a defensive posture. Some members were being harassed un¬ 
mercifully by court suits and nearly monthly increasing pre¬ 
miums. This created divisiveness which gave rise to opposition in 
the form of the Crisis Committee. This is regrettable but at the 
same time understandable. 

Our Society has just reached a settlement with Argonaut which 
now permits it to launch PMSLIC, the captive company, which this 
House approved at the special meeting in 1976. 

In order to confirm this settlement, our liability insurance com¬ 
pany must raise sufficient policyholder surplus to meet the insur¬ 
ance commissioner’s approval. This means that the membership 
must support and participate in PMSLIC to make it a success; 
otherwise, we revert back to the position before our present set¬ 
tlement was made. 

As PMSLIC gathers statistical information on malpractice inci¬ 
dence in Pennsylvania, it should become possible to predict where 
our principle problems lie and to take corrective action. 
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The Society’s Ad Hoc Committee under the leadership of Dr. 
Masland has been working on demonstration projects with the 
Hospital Association in risk management and binding arbitration. 
Both of these areas deserve our wholehearted support. 

In order to better prepare us to meet the needs of the profession 
in the future, an ad hoc committee was appointed by the Chairman 
of the Board to study the structure of our Society. It has become 
clear to me through those deliberations that a number of changes 
are in order to clear the decks for some of the new priorities around 
the corner. 

The Committee to Study Relations Between Medicine and Os¬ 
teopathy has been on a standby basis since 1974 and recommends 
its abolition this year. I concur in that recommendation. 

The Committee on Discipline has not been active and its respon¬ 
sibilities seem to parallel those of the District Censor and the 
Judicial Council. Therefore, the committee should be eliminated. 
At the same time the entire subject of discipline should be studied 
with an eye to improvement by the Society in the performance of 
this accountability. 

The Committee on Medicine, Religion, and Bioethics was set up 
as a committee of the House of Delegates. Expansion of its deliber¬ 
ations into the field of genetics and other scientific considerations 
suggests that it should be incorporated as a commission of the 
Council on Education and Science. 

The Standing Committee on Objectives should be discontinued 
since it duplicates the activities of the Ad Hoc Committee on Long 
Range Planning of the Board of Trustees. 

The Committee on Relationships With Allied Professions is rec- 


It seems incredible that a year has gone by since I stood before 
this group at the Bellevue in Philadelphia and delivered my inau¬ 
gural address. Some of you may remember that speech. It was not 
calculated to lull you to sleep. Then, I was anxious to get started 
with the job of being president. I had a number of things I wanted to 
accomplish. 

Twelve months later I am pleased to tell you that a great number 
of the projects which I outlined either have been accomplished or 
are well on the way toward completion. It has been quite a ride, 
this year of 1977, and the title I’ve given this speech is "Your 
Money’s Worth” because, in my opinion, my friends, you have 
gotten your money’s worth this year. 

You’ll recall I recommended a survey of this Society to find out 
what the members were thinking and to get us moving the way the 
doctors in this state want us to move. 

I’m happy to report that survey has been completed. Ques¬ 
tionnaires were mailed to 4,883 of the state’s 21,000 physicians for 
a sample of 23 percent. The questionnaires were returned by 1,156 
recipients for a response rate of 24 percent. A summary report 
prepared by Dr. Charles D. Pringle, Doctor of Business Adminis¬ 
tration at Penn State University, was presented to the PMS Board 
on April 22, 1977. 

Generally speaking, members of the Pennsylvania Medical So¬ 
ciety feel good about their State Society and the work that it is 
doing. 

Despite this overall optimistic report, however, the survey did go 
into some areas in detail and reveal ways in which PMS could 
improve its performance and better satisfy its members. 

You will recall that I was concerned about our governmental 
relations program and the need to give it more physician input. 
The survey showed that the respondent’s perception of our lobby¬ 
ing program was directly related to the amount of information he 
received about it. Following up on the survey, the Council on 


ommending its own dissolution and I would concur in that recom¬ 
mendation. 

The reorganization of some of these special committees, stand¬ 
ing committees, and commissions will better coordinate overall 
activities, avoid duplication, and improve both administration and 
costs. 

We need to recognize the need for constant and vigorous supervi¬ 
sion and support innovations that will keep our organization grow¬ 
ing and responsive to the demands of a changing state and federal 
environment and demands by you, the membership. 

We are now embarking on century three of the American experi¬ 
ence and we must count ourselves lucky to be a part of this great 
drama. I choose to believe that we are not so much beset by 
problems as we are confronted with challenges and opportunities, 
for within every problem there lies the opportunity for a new 
solution. 

I believe in organized medicine. The greater part of my profes¬ 
sional life has been spent working for the profession in various 
specialty societies, the county society, and the State Society. I have 
done this because I firmly believe that only by working together 
can we achieve the goals we all seek. 

Sometimes these goals demand great expense, but this we must 
recognize as the need to our salvation! I am confident that with a 
cooperative and understanding attitude by all of us in this coming 
year we can be a match for the many known and unknown chal¬ 
lenges that the legislators and the bureaucrats are planning for us. 

I thank you for giving me this opportunity to be your represen¬ 
tative and I promise to do what I think will help all of us. □ 


asks support 

Governmental Relations has instituted an executive committee 
which meets by telephone conference almost on a weekly basis. I 
feel this has improved the quantity and quality of physician input 
into the lobbying program. 

In addition, this year we saw the institution of PLAN, Physi¬ 
cians’ Legislative Action Network. As you recall, I asked each of 
your county and specialty societies and the Auxiliary to give me 
the name of a PLAN chairman, someone whom we could count on 
for help when the legislative going gets rough. 

You responded beautifully to my request and the result is that 
we’ve been able to put together PLAN and throw it into action 
when the battle on the Hill called for citizen lobbyists as well as 
professional lobbyists. 

The best example so far of PLAN in action has been on Senate 
Bill 586, the physician assistant bill. PLAN volunteers helped 
significantly in getting that through the Senate and over into the 
House. 

Another part of that survey examined your attitude toward 
"member benefits.” The information which has come back has 
been extremely helpful and has enabled the Council on Profes¬ 
sional Relations and Services to revamp its membership recruiting 
programs. 

We now believe that member benefits, such as group insurance 
programs, car leasing, personal loans, credit unions, etc., have 
their greatest appeal to nonmembers and young physicians. 
Therefore, the merchandising of these programs will be geared 
specifically to that target audience. The survey also told us the 
members want more all member polls. 

We all know that the Chinese characterize each new year with 
the names of an animal. We are familiar with the year of the 
dragon and the year of the turtle. Well the PMS staff has little 
ways of characterizing the year of the PMS presidency. This year, a 
number of Teddy Roosevelt pictures and the word "bully” have 
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appeared in the Society offices, and that’s all right with me because 
I planned this to be the year of the rough ride. It seems as though 
they disappeared from the desk tops when I was around. 

You will remember that in my opening address I said we needed 
to take a close look at the structure of the Society and to do some 
streamlining. That close look has been going on this year. During 
these next three days you will be asked to act on a number of 
proposals to streamline Society organization. I urge you to act 
affirmatively. Some of these committees, such as the Committee 
on Objectives and the Committee on Discipline, have not produced 
results. This pruning operation is necessary because there are new 
areas demanding Society attention to which we must reallocate 
our scarce manpower. Two examples of this are hospital medical 
staff problems and the growing problems associated with long 
term care. 

My heart may be in Pittsburgh with the Steelers, but part of me 
is from Missouri and just because we’ve always been cozy with 
Blue Shield doesn’t mean that we have to continue to be that way. 
As a matter of fact, I raised this question in my speech last year. It 
turns out that I was about six months ahead of our attorneys, so, 
John, don’t be too surprised if I submit a bill for legal advice. 

This has been the year in which we’ve adopted a get-tough policy 
with Blue Shield. The Academy of Ophthalmology and Otolaryn¬ 
gology came to us and asked for help in their dispute with Blue 
Shield regarding its vision program. As you recall, that program 
was going to bring in optometrists and treat them as though they 
were medical doctors. The Society supported the Academy in its 
legal battle. We were able to secure ultimately agreement from 
Blue Shield that they would change the way their policies are 
written so as to make a proper distinction between the kind of 
service that an optometrist renders and the medical service that an 
ophthalmologist renders. 

Since I am the president, I have the prerogative to digress, which 
I will do at this point and simply say that we also have honored a 
request from the Academy of Ophthalmology and Otolaryngology 
to assist them in their legal fight to gain recognition for their own 
eye care insurance program. 

On our overall relationships with Blue Shield, PMS legal coun¬ 
sel concurs in my personal feeling that the time has come for the 
Pennsylvania Medical Society to sever its relationship with Penn¬ 
sylvania Blue Shield. One of the things that will probably happen 
in this regard will be the termination of any further appointment 
by the Society of PMS Board members to the corporation of Blue 
Shield. I frankly welcome this arm’s length relationship, because I 
think it will allow us to more candidly discuss our problems with 
Blue Shield. In short, we can take off the velvet gloves and really 
get down to cases. 

At the outset I said you got your money’s worth. Now let me give 
you some illustrations. 

Again this year Argonaut was back requesting a sizeable rate 
increase—70 percent. PMS asked for and received intervenor 
status. The hearings on the 70 percent rate increase turned out to 
be the second longest insurance hearings in the history of the 
department. During those 16 days the Society, through its staff, 
attorneys, and actuaries, fought vigorously. 

As you know, you came in on April 17 and determined not to 
support that 70 percent rate increase, but to go along with the 
change in territories and relativities. The bottom line of that 
marathon hearing was not a 70 percent rate increase but a 23.6 
percent increase with the result being the savings of nearly six 
million dollars to PMS members. 

In the succeeding months, PMS attorneys and actuaries inter¬ 
vened in an ISO filing and a JUA filing. While the ISO case is still 
to be settled, in the JUA filing we contributed to the ultimate 
opinion issued by the insurance commissioner. He denied the JUA 
the more than 40 percent increase requested and instead allowed 3 
percent. 

I have frequently heard it said that one must spend money to 



make money, but at no time has this been so dramatically demon¬ 
strated to me as 1977. The cost of this "big stick” intervention in 
the rate setting process for malpractice insurance has been very 
expensive. The Society’s legal costs alone have shot up more than 
500 percent in the past two years. 

Total legal costs in 1976 came to more than $240,000. During the 
first seven months of 1977, the Society spent more than $182,000 
in legal costs and another $84,000 in actuarial fees. Those figures 
compare with normal legal fees in the $55-60,000 range. 

But it has not just been in the rate setting operation where 
you’ve gotten your money’s worth. 1977 was the year of litigation. 
Our battles with Argonaut have resulted in the $25 million dollar 
lawsuit by Argonaut against the Society. 

That suit has vexed us all year and although it will be settled if 
we get the captive company operational, it will have cost us 
thousands of dollars in legal fees as we wind our way onward. It’s 
cost us money but I personally feel our legal counsel has done a 
terrific job for us this year and I publicly thank them for it. 

A number of members have objected to the mandatory insurance 
requirement of Act 111. This Society is responsive to the wishes of 
its members, so we have agreed to test the constitutionality of that 
requirement. Dr. Orlo McCoy, the trustee and councilor from the 
Twelfth District, is the physician who has carried the flag in this 
fight. That case is expected to be scheduled for argument next 
spring. To date, it has cost approximately $8,000. 

The trial lawyers of this state have tried their best to knock 
down the arbitration section of Act 111. When these cases came to 
trial in Philadelphia, your State Society was an amicus curiae to 
the Commonwealth because we believe in the arbitration section 
of Act 111. This activity cost some $10,000. 

Incidentally, we won the first round on this issue. The trial judge 
upheld the constitutionality of mandatory arbitration. The cases 
have now been appealed to the Pennsylvania Supreme Court. 

Meanwhile, more than 40 mandatory prearbitration concilia¬ 
tion conferences have been held. Altogether about 35 cases have 
been closed before going to an arbitration panel. The total number 
of cases now reported for arbitration is about 350. 

This was the year that saw the Society support physicians will¬ 
ing to countersue attorneys who have abused the legal system. 
Currently, the Society is supporting two such cases and reviewing 
others. The cost of this has been $25,000. 

Ever since the new federal health planning law, PL 93-641, was 
enacted, controversy has arisen in the Philadelphia area as to the 
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boundaries for the HSA or HSAs. That fight continues to this day. 
The Philadelphia County Medical Society and its contiguous four 
county societies requested financial aid from PMS. We have 
pledged an opening $10,000 to that legal battle. 

As I mentioned earlier, we are providing legal assistance to the 
Academy of Ophthalmology and Otolaryngology. The Quackery 
Committee is involved in a number of suits. The Society concluded 
without success this year in the Pennsylvania Supreme Court its 
litigation with the Department of Health over the Clinical Labora¬ 
tory Act. Subsequently we have authorized the Council on Educa¬ 
tion and Science to negotiate with the Department of Health on the 
rules and regulations. 

The Society did successfully conclude more than two years of 
litigation with the state regarding the unfair taxation of physi¬ 
cians’ professional corporations. The Society won that suit and, 
henceforth, the state will not arbitrarily and capriciously use the 
corporate tax to attack the retirement assets of physicians’ profes¬ 
sional corporations. Over the long run, this legal investment by 
PMS represents a savings to the physicians of this Commonwealth 
of millions of dollars. 

But one case that I have not mentioned yet which will cost us as 
much as $100,000 to defend next year is the antitrust action 
brought by the Pennsylvania Chiropractic Association. You know, 
if it weren’t for the fact that our tail is being squeezed in so many 
other screen doors, this one might really be fun. We have been 
skirmishing with chiropractors for years. 

Now it looks like we’re really headed for the shoot out at O.K. 
Corral. There are those of us who question whether such large 
amounts of money are wisely spent in the chiropractic fight. But 
the fight against quackery remains a matter of principle. The only 
difference in 1978 will be that that principle will carry a higher 
price tag. 

Are you getting any kind of impression as to whether or not 
you’re getting your money’s worth? There’s no doubt in my mind. 
You are getting more than your money’s worth. This Society is 
active. It is aggressive. It has moved from the defensive to the 
offensive. 

If you think that Kelly has shot his wad, you’re wrong. I’m not 
finished yet. I set out to do a lot. We did a lot. But there’s still a lot to 
do. 

There’s still some work to be done in the malpractice battle. 
One of the areas in which we need to concentrate is that in which 
we must excel—lobbying. We need to take our legislative package 
up to the Hill and get the additional tort reforms still necessary. In 
this regard, time is our ally. Other professions are beginning to 
develop similar malpractice problems, not the least of which is the 
Bar itself. Industry is in deep trouble on product liability. This 
time we will not be alone. 

Nor will we be without some very good ammunition. On August 
24, the Gallup organization reported to the Board of Trustees on 
the results of their statewide survey of physicians to determine the 
extent of the malpractice crisis among the doctors of Pennsylvania. 

We are now in a position to be able to statistically demonstrate to 
the legislators those areas in which the services to the public have 
been curtailed, those areas in which defensive medicine has dra¬ 
matically increased the cost of care, and those areas where physi¬ 
cians have restricted or curtailed or even retired from practice 
because of the malpractice shadow. For the first time, we will have 
more than your opinion and my opinion when we lobby for the 
reforms still necessary. 

In dealing with state government bureaucracy, I personally 
have told the commissioner of occupational affairs exactly what I 
think of his performance and what I expect to see the State Board of 
Medical Education and Licensure do. Of course it should not come 
as a surprise to you that I am no longer a member of the State 
Board of Medical Education and Licensure. There are those who 
think there is some connection between this and my removal from 
the state board. 


I have met with the attorney general and I’ve asked him just 
where the two million dollars is which has been collected from 
doctors in this state. We are going to continue to ask this question 
until we get some reasonable answer from this administration and 
if that does not occur soon, we’re going to talk to the press and other 
media and see if they can find out what’s happened to that two 
million dollars. So far, it has not produced the new personnel or 
action needed at the state board. 

Finally, I’m going to make a recommendation with regard to the 
State Board of Medical Education and Licensure. I think I’m quali¬ 
fied to make this recommendation having served eight years on it. 
Today, when a hospital medical staff or a county medical society or 
even an individual physician reports a wayward doctor to the State 
Board of Medical Education and Licensure, we are all sadly disap¬ 
pointed and disillusioned by its total lack of action. 

Having served on that board, I understand the reasons for this 
apparent lack of action. Delay occurs because of due process 
safeguards built into Pennsylvania law; it occurs because of inex¬ 
perienced attorneys working for the state; it occurs because of 
inadequate staff within the Justice Department and in the Bureau 
of Professional and Occupational Affairs itself. 

Finally, it occurs because bureaucracy by its very nature tends 
to procrastinate. Bureaucrats find it far easier to do nothing and 
delay a decision than to do something. 

But what about the rights of the rest of us? What about the rights 
of the hospital medical staff who reported the doctor? What about 
the rights of the county medical society members? What about the 
rights of the public who may be harmed by the wayward physician? 

It seems to me that we, those of us who carry out our responsi¬ 
bilities conscientiously, that we, too, have some rights. And I 
believe the current system does not give us all our rights. 

I therefore recommend legislation which would give the State 
Board of Medical Education and Licensure a reasonable 
amount of time in which to adjudicate complaints against 
doctors, perhaps 60 days with an extension of 30 days. But 
after that, the reporting group would have the right to go to 
Commonwealth Court to call for a show cause hearing why 
the license of the doctor under question should not be at least 
suspended until such time as his case is adjudicated by the 
State Board of Medical Education and Licensure. 

I believe this is essential because under the current situation, 
the public has no right of appeal. 

Well, there you have it. If you’ll excuse the expression, it was a 
hell of a ride, but I enjoyed every minute of it. Some say the State 
Society will never be the same again. I certainly hope not and I 
hope you agree that you got your money’s worth. 

Speaking of money, just so you know where I stand before you 
leave this meeting, I want you to vote for a dues increase. I want 
you to support a dues increase because I think this is the kind of 
medical society that you want and that your members want. 

I think this is the kind of medical society we can all be proud of, 
the kind that’s involved, that’s going after the enemies, that’s 
attacking. To do the kind of things we’re doing, to act the way we’re 
acting takes money, but that doesn’t bother me. I understand that 
and I’m ready to pay my way. I expect you and your members to do 
the same. 

I want to close by thanking my wife and children for tolerating 
my being away from home. Incidentally I attended 148 meetings 
for this Society necessitating my being away from my practice 109 
days. 

Last year I was a little harsh on our staff. This year I can say that 
most of them busted their britches helping me on these programs. 

To the Allegheny County Medical Society, George Rowland, Bill 
Ryan, the members of the Board, the many Johns and Bills who 
worked with me, and to this House, I can only say "thank you” for 
letting me serve as your president. It has added a new dimension to 
my career in medicine and has made me a better physician all 
around for having served you and this great medical society. □ 
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Proceedings 

128th Annual Session of the House of Delegates 
Lancaster, October 25-27, 1977 

(Secretary’s Note: Affirmative action by the House on the recom¬ 
mendations of the Reference Committees was taken unless oth¬ 
erwise specifically reported.) 


Opening Session of the House 
October 25, 1977 

Dr. D. Ernest Witt, Speaker of the House, called the opening 
session of the House of Delegates to order at 1:20 p.m., Tuesday, 
October 25,1977, in the Baroque Ballroom of the Host Farm Resort 
Motel, Lancaster. After receiving a report from the Chairman of 
the Committee on Credentials, indicating that a quorum was 
present, the Speaker called upon Reverend Francis Gilligan, 
former headmaster at the Malvern Preparatory School, Malvern, 
Pennsylvania, and currently involved in parochial duties at St. 
Rita’s Roman Catholic Church of Philadelphia, to offer the invoca¬ 
tion. Following the invocation, the Speaker indicated that dele¬ 
gates should be aware of Resolution 72-6 prohibiting smoking in 
the House of Delegates or reference committee hearings. The 
Speaker also requested that anyone presenting amendments to 
resolutions and motions prepare a written copy and deliver it to the 
rostrum. 

COMMITTEE ON RULES 

Harry L. Manning, M.D., Lycoming County, Chairman of the 
Committee on Rules, presented the following written report: 

"Mr. Speaker and members of the House of Delegates: the Refer¬ 
ence Committee on Rules met and unanimously approved the 
adoption of the Standing Rules of the House of Delegates of the 
Pennsylvania Medical Society as published on pages 7-8 of the 
1977 Official Reports Book. 

"Mr. Speaker, I recommend that the Standing Rules of the 
House of Delegates be adopted as presented.” 

A motion was made from the floor that the House of Delegates go 
into Executive Session for the next two days. This motion was 
defeated. 

NECROLOGY REPORT 

The House stood in tribute following the Necrology Report 
presented by George A. Rowland, M.D., Chairman of the Board of 
Trustees: 

"At this time it is customary to ask you to give a moment’s 
thought to our members who may have been with us here a year 
ago, but, in the past months, have responded to their last roll call. 
Their names have been memorialized in county medical society 
bulletins and in Pennsylvania Medicine, the journal of the Penn¬ 
sylvania Medical Society. 

"From September 1, 1976 to August 31, 1977, we have lost by 
death 194 members: 9 not over 50 years of age; 82 between 51 and 
70; and 103 in the group aged 71 to over 90. Of these 194 members, 
91 were Associates, all of whom were 70 years of age or over. The 


Necrology Report at the last Annual Session reported the loss of 
187 members. 

"May we rise for this moment in silence and respect to those 
members who have passed to their eternal reward during the past 
year.” 

REPORT 

PENNSYLVANIA MEDICAL POLITICAL ACTION 
COMMITTEE 

Charles K. Zug, III, M.D., Northampton County, Chairman of 
the PaMPAC Board of Directors, presented an informational re¬ 
port to the House. Dr. Zug’s report is included as Appendix A to 
these proceedings. 

REPORT 

PENNSYLVANIA MEDICAL COOPERATIVE 

H. Robert Davis, M.D., Cumberland County, President of the 
Pennsylvania Medical Cooperative, presented a status report on 
the Co-op. This report is attached as Appendix B. 

INTRODUCTIONS 

D. Ernest Witt, M.D., Columbia County, Speaker of the House of 
Delegates, introduced officers of the Society and members of the 
Board of Trustees and Councilors. 

APPROVAL OF PROCEEDINGS 

The Proceedings of the 127th Annual Meeting of the Society held 
in Philadelphia, September 16-18, 1976, and found on pages 
67-106 in the November 1976 issue of Pennsylvania Medicine 
were approved. The Proceedings of the Special Session held in 
Camp Hill, April 17, 1977, and found on pages 53-56 in the June 
1977 issue of Pennsylvania Medicine were approved. 

ADDRESS OF THE PRESIDENT 

William J. Kelly, M.D., Allegheny County, President, presented 
a report on many areas in which the Society has been active during 
his tenure as President. The address, which was referred to the 
Reference Committee on Reports of Officers, appears elsewhere in 
this issue. 

REPORT OF THE AMA DELEGATION 

As required by the resolved portion of Resolution 71-1: AMA 
Delegation Report on Plans, the House received a brief report from 
Malcolm W. Miller, M.D., Philadelphia, Chairman of .he PMS 
Delegation: 


40 


Pennsylvania Medicine, January 1978 


















"Mr. Speaker, members of the House of Delegates: 

"The complete report of the Pennsylvania Delegation to the 
American Medical Association appears on pages 82-84 of the Offi¬ 
cial Reports Book. At this time, I would like to reiterate those 
items which I believe should be emphasized. 

"Ten delegates and nine alternate delegates attended the Thir¬ 
tieth Annual Clinical Convention of the AMA which was held in 
Philadelphia in December 1976. 

"The Pennsylvania Medical Society was represented by a full 
complement of delegates and alternate delegates at the AMA’s 
Annual Meeting held in San Francisco, California, this past June. 
At this meeting, Dr. William Y. Rial of Swarthmore was elected 
Speaker of the AMA House of Delegates. In addition, Dr. James B. 
Snow of Philadelphia was re-elected to a position on the AMA’s 
Council on Scientific Affairs. 

"In addition to the above meetings, the Pennsylvania Delega¬ 
tion to the AMA held a caucus in April at the Hershey Convention 
Center in Hershey, Pennsylvania, to discuss the proposed schedule 
of activities for the AMA Annual Meeting. 

"Four Pennsylvania resolutions were introduced at the De¬ 
cember Clinical Convention. One resolution called for a 50% dues 
reduction for physicians in the first year of practice. The resolution 
was considered meritorious but was rejected due to the financial 
state of the AMA at that time. 

"As called for by the 1976 House of Delegates, the Delegation 
introduced a resolution calling for the AMA to oppose any action to 
reduce fees paid for anesthesiologists or other physicians for ser¬ 
vices rendered by interns or residents under their direct supervi¬ 
sion. This resolution was referred to the AMA Board of Trustees 
and, after study by the Council on Medical Service, the House, at 
its June meeting, reaffirmed current AMA policy on reimburse¬ 
ment to physicians for services rendered by interns or residents. 

"The controversial expert witness resolution was withdrawn at 
the December 1976 meeting at the advice of AMA legal counsel. 
With slight rewording, it was re-introduced at the June meeting 
and, at that time, the AMA acted favorably on it. AMA policy now 
states that expert witnesses should be professionally qualified in 
the judgment of their peers to provide testimony in malpractice 
cases. In addition, the AMA expressed its concern over physicians 
who were hired as expert witnesses as part of their occupations and 
condemned those who give "false and misleading” testimony or 
misrepresent their qualifications. State medical associations were 
urged to seek legislative definition of expert witness, and county 
societies were urged to take legal action against physicians who 
are unethical in giving expert testimony in court actions. 

"The AMA is currently working with the Secretary of Health, 
Education and Welfare and the Commissioner of the Social Secu¬ 
rity Administration to promote more widespread use of home 
dialysis as an alternative to hospital or free-standing facilities 
maintenance dialysis. This action came as a result of a resolution 
submitted by the Pennsylvania Delegation. 

"By the way, all of these resolutions are outlined in detail in your 
Official Reports Book for future reference. 

"Two Pennsylvania resolutions were introduced at the June 
Annual Meeting of the AMA, one of which I’ve already summa¬ 
rized, that being expert witness. The second resolution concerned 
residency programs and urged AMA support of a tenet that the 
residency program as an educational experience and not an 
employee/employer relationship. The issue was debated exten¬ 
sively on the floor of the House of Delegates before they agreed that 
residents can be both students and employees, thereby upholding 
current AMA policy. 

"This year has most definitely been busy and productive. We are 
fortunate to have dedicated colleagues who attend meetings faith¬ 
fully on our behalf. Since this is my last year with the Delegation, I 
would like to thank all of you for your input and support. I have 
thoroughly enjoyed my exposure to the national decision-making 
and legislative process, and I am secure in the knowledge that each 


one of us has the power to influence the future of American medi¬ 
cine. 

"Thank you.” 

PENNSYLVANIA DELEGATION MEETING 

It was announced that the Pennsylvania Delegation to the AMA 
would hold a business meeting Tuesday evening, October 25, at 
7:00 p.m. in the Wood Room. 

DISTINGUISHED GUESTS 

The following distinguished guests were presented to the House: 
Dr. John R. Davis, President, Medical and Chirurgical Faculty of 
Maryland; Dr. Frank R. Began, President, Medical Society of New 
Jersey; Dr. Joseph A. Smith, President, West Virginia State Medi¬ 
cal Association; Mr. Clive R. Waxman, Jr., Chairman of the Board, 
Hospital Association of Pennsylvania; and Miss Sandy Butkowski, 
CM A-AC, President, Pennsylvania Society, American Association 
of Medical Assistants. 

ADDRESS OF THE PRESIDENT ELECT 

John V. Blady, M.D., Philadelphia County, President Elect, 
presented a report on his plans for the upcoming year. Dr. Blady’s 
address was referred to the Reference Committee on Reports of 
Officers. Specific recommendations include: re-examination of 
those activities of every council of the State Society within its 
purview which in any way relate to state government and assign to 
those activities that council’s highest priority, with those councils 
coming back to the House of Delegates next year and, as the first 
order of business in their annual reports, explain how they have 
gone about achieving the objective of better interface with state 
government; specialty societies with economic and legislative 
problems bring them to the Pennsylvania Medical Society to seek 
the support of the entire house of medicine for their cause prior to 
starting independent actions which cause greater involvement 
than they foresaw and they produce difficulties in pursuing these 
activities; referred to an appropriate reference committee for con¬ 
sideration at this meeting the problem of specialty society repre¬ 
sentation and communication; assigned, by the Board, the health 
care cost issue to one of the councils or commissions of the Society, 
which should be responsible during the year for issuing informa¬ 
tion on ways of containing costs and be required to make a report to 
the House of Delegates next year. The text of Dr. Blady’s address 
appears elsewhere in this issue. 

ACCEPTANCE OF REPORTS AND RESOLUTIONS 

The material contained in the 1977 Official Reports Book was 
presented for acceptance to the House. 

ANNOUNCEMENT 

PENNSYLVANIA MEDICAL CARE FOUNDATION 

The following announcement was made by the Speaker with 
regard to the Pennsylvania Medical Care Foundation: "As you 
know, according to the Bylaws of the Medical Care Foundation, 
members of the PMS House of Delegates are also the administra¬ 
tive members of the Pennsylvania Medical Care Foundation. The 
1977 Annual Report of the Board of Directors of the Pennsylvania 
Medical Care Foundation has been previously mailed to you. If you 
need a copy of that report, which has been referred to the Reference 
Committee on Medical Service "B”, copies are available at the 
Registration Desk. 

"It is the recommendation of the Chair that the House determine 
to hold the annual meeting of the Pennsylvania Medical Care 
Foundation tomorrow afternoon. We recommend that immedi¬ 
ately after concluding the Reference Committee on Reports of 
Officers, the House consider the Reference Committee Report of 
Medical Service "B”. At the conclusion of Medical Service "B”, we 
believe the House should recess and immediately reconvene the 
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meeting of the administrative members of the Foundation. Follow¬ 
ing the Annual Meeting of the Foundation, we would reconvene as 
the House of Delegates.” 

ADDRESS OF THE PRESIDENT 
PENNSYLVANIA MEDICAL CARE FOUNDATION 

The Speaker called upon Sidney O. Krasnoff, M.D., Philadelphia 
County, President of the Pennsylvania Medical Care Foundation, 
for a few remarks concerning the Annual Report of the Founda¬ 
tion. His remarks were referred to the Reference Committee on 
Medical Service "B” and appear as Appendix C of these Pro¬ 
ceedings. 

SUPPLEMENTAL REPORTS 

The following supplemental reports were contained in the Offi¬ 
cial Reports Book: Supplemental Report A, Committee on Medi¬ 
cal Benevolence (referred to Reference Committee on Reports of Of¬ 
ficers, see Appendix D); Supplemental Report A, Board of 
Trustees and Councilors (referred to Reference Committee on 
Reports of Officers except as noted, see Appendix E). 

The following supplemental reports were contained in the Dele¬ 
gates’ Packet: 1. Supplemental Report B, Report of the Board of 
Trustees and Councilors, pertaining to Society restructure (re¬ 
ferred to Reference Committee on Reports of Officers, see Appen¬ 
dix F); Supplemental Report C, Report of the Board of Trustees and 
Councilors, pertaining to the relationship between PMS and PBS 
(referred to Reference Committee on Medical Service "A”, see 
Appendix G); Supplemental Report E, Report of the Board of 
Trustees and Councilors, pertaining to implementation of 1976 
House of Delegates recommendation 10.05 (referred to Reference 
Committee on Medical Service "B”, see Appendix I); Supplemental 
Report, Council on Governmental Relations (referred to Reference 
Committee on Governmental Relations, see Appendix K); Sup¬ 
plemental Report, Council on Professional Relations and Services 
(referred to Reference Committee on Professional Relations and 
Services, see Appendix M). 

The following supplemental reports were passed out during the 
meeting of the House of Delegates: 1. Supplemental Report D, 
Report of the Board of Trustees and Councilors, pertaining to 
PMSLIC (referred to Reference Committee on Medical Service 
"A”, see Appendix H); Supplemental Report F, Report of the Board 
of Trustees and Councilors (referred to Reference Committee on 
Reports of Officers except as noted, see Appendix J); Supplemental 
Report, Council on Medical Service (referred to the Reference 
Committee on Medical Service "A”, see Appendix L); Supplemen¬ 
tal Report, Committee on Constitution and Bylaws (referred to 
Reference Committee on Constitution and Bylaws, see Appendix 
N); Supplemental Report, Reports of Individual Councilors, Tenth 
District, Lawrence County (referred to Reference Committee on 
Reports of Officers, see Appendix O); Report, Judicial Council (re¬ 
ferred to Reference Committee on Reports of Officers, see Appen¬ 
dix P). 

FINANCE COMMITTEE REPORT 

Leroy A. Gehris, M.D., Berks County, Chairman of the Finance 
Committee, presented the following report of the Finance Commit¬ 
tee of the Board of Trustees and Councilors: 

"Mr. Speaker, members of the House of Delegates: 

"A copy of the proposed budget for 1978 as tentatively approved 
by the Board of Trustees has been distributed for your information. 
It also contains a comparative figure for the budget approved for 
1977, as well as the actual expenditures for the period January 1 
through September 30,1977, which shows a deficit of $135,198. We 
project a year-end deficit at this point of approximately $175,000. 
The main cause of this deficit is the Society’s continued aggressive 
action to solve the professional liability insurance crisis. Expenses 
in this area will total approximately $300,000 this year. These 
funds have been used to oppose proposed rate increases and pay 


legal and actuarial fees, as well as sustain the Society’s legal suit 
against the Argonaut Insurance Company. It also contains cost for 
defense against the Argonaut suit vs. PMS, as well as the expense 
for developing the settlement agreement which cleared the way for 
the activation of the Society’s own insurance company. 

"The 1978 budget as approved by the Board anticipates a deficit 
of $394,416 and is based on the current annual assessment of $150 
per full dues-paying member. This budget was carefully reviewed 
by the Finance Committee upon two separate occasions before it 
was submitted to the Board. The budget contemplates continued 
aggressive action on the part of the Society to create a climate in 
Pennsylvania that will permit physicians to practice medicine 
according to the highest professional standards without interfer¬ 
ence from government. A few adjustments were made, but on 
balance, both the Committee and the Board feel that the request of 
the various councils, committees, and departments are reasonable 
and represent the monetary needs to carry out their mandated 
programs. Careful financial management has reached the admin¬ 
istration of the Society’s programs in the past. We expect the 
continued cooperation of all units of the Society in this respect. 

"This budget is based on the assumption that the membership 
will pay the mandatory and selective assessments and thereby 
provide sufficient surplus for the insurance company to get its 
Certificate of Authority from the Insurance Department to com¬ 
mence this operation and that the terms of settlement agreement 
will be met by all the parties involved. If, however, the member¬ 
ship does not pay the assessment by the deadline of November 15 
in sufficient numbers for the Society to go ahead with the insur¬ 
ance company, then the settlement agreement with Argonaut will 
be null and void and the situation will revert to its former condi¬ 
tion. That will mean the legal suits will again be operative and 
that the Argonaut Insurance Company will continue to provide 
professional liability insurance to the members of the Pennsylva¬ 
nia Medical Society under the terms and conditions of the Society’s 
current contract with Argonaut which expires May 31,1979. Such 
a development could entail the necessity for Society intervention 
in Argonaut proposed rate increase hearings in 1978 if we believe 
those increases cannot be justified. This will involve considerable 
legal and actuarial expenses as it has in the past. The suits them¬ 
selves, of course, will result in considerable legal expense. The 
Finance Committee estimates that this set of circumstances will 
involve additional expenditures of $225,000 which would create an 
estimated deficit of $619,416 in 1978. This deficit, of course, does 
not include any actions that the House of Delegates will take 
during the next three days with regard to the resolutions and 
recommendations before it. 

"In the opinion of the Finance Committee, it will not be enough 
to balance the budget. This House of Delegates in 1974, at the time 
of the last dues increase, mandated a counter-offensive against the 
irresponsible use of the legal system in Pennsylvania. The House 
directed increased action to stem the arrogant encroachment of 
government into the practice of medicine. Commitments of this 
magnitude require large sums of money and real commitment on 
the part of every member of the Society. As you ponder this for the 
next few days, bear in mind that each $10 of dues will generate 
approximately $100,000 of income. 

"That means it will take a $50 dues increase just to balance the 
present budget estimates. 

"That means it will take at least a $60 dues increase to cover 
legal and actuarial expenses if the insurance company does not go. 

"It could take a $100 dues increase to meet the expenses of the 
proposals before the House if they are approved. 

"The Finance Committee will watch very carefully the actions 
taken in the next few days and will make a reassessment of the 
Society’s needs in 1978 to determine the amount of increase needed 
to finance the Society’s operation in 1978.1 will return at the final 
session of the House of Delegates with a recommendation for 1978 
dues. It will then be your decision. 
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"If there are any questions regarding the budget for 1978 or the 
financial condition of the Society, I recommend that you attend the 
hearing of the Reference Committee on Reports of Officers where 
members of the Finance Committee and others will be available to 
answer questions and hear your opinion. 

"Thank you.” 

RESOLUTIONS 

The following resolutions were received less than 30 days before 
the meeting of the House of Delegates and were accepted as the 
business of the House: 

Resolution No. 77-9 

(Referred to Reference Committee on Governmental Relations) 
Subject: Liability for Development of Products to Reduce Health 
Hazards 

Introduced By: Matthew Marshall, Jr., M.D., Allegheny County 
Medical Society 

Author: Matthew Marshall, Jr., M.D. 

Resolution No. 77-10 

(Referred to Reference Committee on Governmental Relations) 
Subject: Legal and Disciplinary Powers for County Medical 
Societies 

Introduced By: Robert B. Stuart, M.D., Executive Secretary, on 
behalf of the Erie County Medical Society 
Author: Robert B. Stuart, M.D., Executive Secretary, on behalf of 
the Erie County Medical Society 

Resolution No. 77-11 

(Referred to Reference Committee on Reports of Officers) 
Subject: Commendation - William Y. Rial, M.D. 

Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 

Resolution No. 77-12 

(Referred to Reference Committee on Reports of Officers) 
Subject: Pennsylvania Medicine 

Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 

Resolution No. 77-13 

(Referred to Reference Committee on Constitution and Bylaws) 
Subject: County Medical Society Membership 
Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 

Resolution No. 77-14 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Membership Benefit 

Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 

Resolution No. 77-15 

(Referred to Reference Committee on Reports of Officers) 
Subject: Pennsylvania Medical Society In-House Legal Counsel 
Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 


Resolution No. 77-16 

(Referred to Reference Committee on Reports of Officers) 
Subject: Countersuits 

Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 

Resolution No. 77-17 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Insurance Commissioner 

Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 

Resolution No. 77-18 

(Referred to Reference Committee on Medical Service "B”) 
Subject: Interference with Professional Judgment of Physician 
Introduced By: Milton M. Perloff, M.D., Philadelphia County 
Medical Society 

Author: Milton M. Perloff, M.D., Philadelphia County Medical 
Society 

Resolution No. 77-19 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Recommendations to Relieve the Malpractice Crisis 
Introduced By: Eugene B. Rex, M.D., Otolaryngology & Maxillo¬ 
facial Surgery 

Author: Eugene B. Rex, M.D., Otolaryngology & Maxillofacial 
Surgery 

Resolution No. 77-20 

(Referred to Reference Committee on Reports of Officers) 
Subject: Creation of an Additional Administrative Council 
Introduced By: Henry H. Fetterman, M.D., Lehigh County 
Author: Henry H. Fetterman, M.D., Lehigh County 

Resolution No. 77-21 

(Referred to Reference Committee on Education and Science) 
Subject: Use of Anorexiants For Treatment of Obesity 
Introduced By: John S. Parker, M.D., Westmoreland County Med¬ 
ical Society 

Author: John S. Parker, M.D., Westmoreland County Medical 
Society 

Resolution No. 77-22 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Surreptitious Argonaut Policyholders 
Introduced By: Samuel S. Faris, II, M.D., Montgomery County 
Author: Samuel S. Faris, II, M.D., Montgomery County 

Resolution No. 77-23 

(Referred to Reference Committee on Education and Science) 
Subject: The Physician Assistant 

Introduced By: Arlington A. Nagle, M.D., Secretary, on behalf of 
the Berks County Medical Society 
Author: Arlington A. Nagle, M.D., Secretary, on behalf of the 
Berks County Medical Society 

Resolution No. 77-24 

(Referred to Reference Committee on Constitution and Bylaws) 
Subject: Terms of Office of Trustees and Councilors and Designa¬ 
tion of Councilor Districts 

Introduced By: Harold E. Swensen, M.D., Secretary, on behalf of 
the Allegheny County Medical Society Delegation 
Author: A. Linn Weigel, M.D., President, Allegheny County 
Medical Society 
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Resolution No. 77-25 

(Referred to Reference Committee on Professional Relations 
and Services) 

Subject: AMA Direct Membership Dues Billing 
Introduced By: Montgomery County Medical Society Delegation 
Author: Alan L. Dorian, M.D., Delegate, Montgomery County 
Medical Society 

Resolution No. 77-26 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Collection of Dues From Non-Member Argonaut Poli¬ 
cyholders 

Introduced By: Montgomery County Medical Society Delegation 
Author: Samuel F. Cohen, M.D., Delegate, Montgomery County 
Medical Society 

Resolution No. 77-27 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Non-PMS Member Argonaut Policyholder 
Introduced By: Montgomery County Medical Society Delegation 
Author: Samuel F. Cohen, M.D., Montgomery County Medical 
Society 

Resolution No. 77-28 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Interest Funds of Arbitration Panel 
Introduced By: Montgomery County Medical Society Delegation 
Author: Edgar W. Kline, M.D., Delegate, Montgomery County 
Medical Society 

Resolution No. 77-29 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Locale of Malpractice Incidents 

Introduced By: Montgomery County Medical Society Delegation 
Author: Samuel S. Faris, II, M.D., Delegate, Montgomery County 
Medical Society 

Resolution No. 77-30 

(Referred to Reference Committee on Governmental Relations) 
Subject: AMA Support of National Health Insurance/Care Legis¬ 
lation 

Introduced By: Harold J. Byron, M.D., Delegate, Montgomery 
County Medical Society 

Author: James L. Pendleton, M.D., Member, Montgomery County 
Medical Society 

Resolution No. 77-31 

(Referred to Reference Committee on Medical Service "B”) 
Subject: Blue Shield’s Vision and Hearing Care Program for 
United Auto Workers 

Introduced By: David A. Smith, M.D., Secretary-Treasurer, on 
behalf of Dauphin County Medical Society 
Author: Ronald M. Grossman, M.D. 

Resolution No. 77-32 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Medical Malpractice Arbitration Fund 
Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D. 

Resolution No. 77-33 

(Referred to Reference Committee on Constitution and Bylaws) 
Subject: Pennsylvania Medical Society Councilor Districts 
Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D. 


Resolution No. 77-34 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Report of the 1006 Joint Committee 
Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D. 

Resolution No. 77-35 

(Referred to Reference Committee on Reports of Officers) 
Subject: Reports of Individual Councilors 

Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary 

Resolution No. 77-36 

(Referred to Reference Committee on Medical Service "A”) 
Subject: PMSLIC Board of Directors 

Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary 

Resolution No. 77-37 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Professional Liability Insurance 

Introduced By: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary 

Resolution No. 77-38 

(Referred to Reference Committee on Medical Service "B”) 
Subject: Criteria for Need of Computerized Axial Tomography 
Units 

Introduced By: Aureliano Rivas-Flores, Jr., M.D., Delegate, 
Montgomery County Medical Society 
Author: Aureliano Rivas-Flores, Jr., M.D., Delegate, Montgom¬ 
ery County Medical Society 

Resolution No. 77-39 

(Referred to Reference Committee on Medical Service "B”) 
Subject: Increased Paperwork Requirements by the Department 
of Public Welfare 

Introduced By: Joseph N. Sienkiewicz, M.D., on behalf of the 
Northumberland County Medical Society 
Author: Joseph M. Sienkiewicz, M.D., President, Northumber¬ 
land County Medical Society 

Resolution No. 77-40 

(Referred to Reference Committee on Reports of Officers) 
Subject: Commendation of Pennsylvania Insurance Commis¬ 
sioner 

Introduced By: William J. Pherson, M.D., Delegate, Butler 
County Medical Society 

Author: William J. Pherson, M.D., Delegate, Butler County Med¬ 
ical Society 

Resolution No. 77-41 

(Referred to Reference Committee on Medical Service "B”) 
Subject: Blue Shield’s Vision and Hearing Care Program for 
United Auto Workers 

Introduced By: Paul A. Cox, M.D., Specialty Delegate from the 
Pennsylvania Academy of Ophthalmology and 
Otolaryngology 
Author: Paul A. Cox, M.D. 

Resolution No. 77-42 

(Referred to Reference Committee on Education and Science) 
Subject: Community Mental Health Centers 
Introduced By: Robert S. Pressman, M.D., Philadelphia County 
Medical Society 

Author: Bernard M. Blum, M.D., Philadelphia County Medical 
Society 
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Resolution No. 77-43 

(Referred to Reference Committee on Medical Service "A”) 
Subject: Frank B. Hall & Company, Inc., of Pennsylvania 
Introduced By: Howard A. Richter, M.D., Delaware County 
Author: Howard A. Richter, M.D. 

Resolution No. 77-44 

(Referred to Reference Committee on Education and Science) 
Subject: Preparation of Minorities for Medical School Admission 
Introduced By: George A. Tushim, M.D., on behalf of the Clinton 
County Medical Society 
Author: George A. Tushim, M.D. 

REFERENCE COMMITTEES 

Reference Committees for the 1977 Annual Session of the House 
of Delegates are listed below: 

Constitution and Bylaws 

* Betty L. Cottle (Blair) Chairman 

* Frederick G. Brown (Montour) 

* Charles A. Heisterkamp, III (Lancaster) 

*Joseph B. Blood, Jr. (Bradford) 

*John P. Whiteley (York) 

Robert M. Jaeger (Lehigh) Alternate 

Credentials 

Joseph M. Sienkiewicz (Northumberland) Chairman 
David L. Miller (Clarion) 

Igor I. Islamoff (Cambria) 

Ronald A. Deitrick (Blair) 

Max L. Ronis (Philadelphia) 

Education and Science 

*William J. West (Cumberland) Chairman 

* George A. Tushim (Clinton) 

* John M. Rathgeb (Westmoreland) 

*Aureliano Rivas-Flores, Jr. (Montgomery) 

* Bernard B. Zamostein (Philadelphia) 

Clayton C. Barclay (Schuylkill) Alternate 

Governmental Relations 

* Donald G. Crawford (Dauphin) Chairman 

* Robert N. Moyers (Crawford) 

*William H. Kittrell (Washington) 

* Edward J. Resnick (Philadelphia) 

*John Y. Templeton, III (Philadelphia) 

William R. A. Boben (Lancaster) Alternate 

Medical Service "A” 

*R. Robert Tyson (Philadelphia) Chairman 
*James F. Welsh (Berks) 

* Robert E. Gregory (Allegheny) 

*J. Scott Homer, Jr. (Blair) 

* David P. Morrison, Jr. (Bucks) 

William A. Shaver (Lebanon) Alternate 

Medical Service "B” 

* Roderick R. McLeod (Armstrong) Chairman 
*John Helwig, Jr. (Philadelphia) 

*James R. Domenberg (Allegheny) 

* Arlington A. Nagle (Berks) 

^Charles A. Bikle (Franklin) 

Professional Relations and Services 

* Arthur J. Patterson (Greene) Chairman 

* Donald E. Parlee (Bucks) 

* Frank M. Tooze (Erie) 

* Ronald Krablin (Adams) 

* Harry C. Stamey (Montour) 


Thomas E. Patrick (Columbia) Alternate 
Reports of Officers 

* Stephen I. Dodd (Mifflin-Juniata) Chairman 

* Conrad A. Etzel (Delaware) 

*Jon S. Adler (Washington) 

* Frank W. Jackson (Dauphin) 

* Samuel S. Faris (Montgomery) 

William J. Pherson (Butler) Alternate 

Rules 

* Harry L. Manning (Lycoming) Chairman 

* Harmon J. Machanic (Lycoming) 

*Carmela S. Lugue (Clearfield) 

*Frans J. Vossenberg (Montgomery) 

*John L. Kelly (Delaware) 

Tellers 

Nancy M. Swensen (Allegheny) Chairman 
John H. Shugert (Beaver) 

William C. Long (Clinton) 

Leon N. Branton (Lehigh) 

Paul R. Woolslayer (Somerset) 

Eugene B. Rex (Mongomery) 

*Indicates those members who signed the report. 

Alternates to reference committees — Again this year the 
Speaker appointed an alternate member to serve with each refer¬ 
ence committee. The alternates were so notified and received all 
pertinent materials relating to the reference committee. The pur¬ 
pose of this procedure is to make available to the committee a 
substitute familiar with the business of the committee in the event 
that one of the regular committee members is unable to serve. 

REMARKS OF PRESIDENT OF AMA AUXILIARY 

Mrs. Chester L. Young, President of the American Medical As¬ 
sociation Auxiliary, addressed the House. Her remarks were re¬ 
ceived for information. 

REMARKS OF PRESIDENT OF AUXILIARY 

Mrs. Spencer J. Servoss, President, Pennsylvania Medical Soci¬ 
ety Auxiliary, addressed the House and reported on the activities 
of the Auxiliary. Her remarks were referred to the Reference 
Committee on Professional Relations and Services and are avail¬ 
able upon request. 

COUNCILOR DISTRICT CAUCUSES 

The Speaker announced that Councilor District Caucuses would 
be held Wednesday morning beginning at 10:30 a.m. It was also 
noted that specialty and AMSA delegates would caucus at 9:30 
a.m. on that same day. On Thursday morning, further time was 
reserved for additional Councilor District Caucuses beginning at 
8:30 a.m., with the specialty and AMSA caucus beginning at 8:00 
a.m. Copies of reference committee reports were made available at 
the caucuses. 

RECESS 

The House of Delegates was recessed at 3:40 p.m. until 1:00 p.m. 
Wednesday afternoon. 


The Second Session of the House 
October 26, 1977 

The second session of the House of Delegates was called to order 
at 1:20 p.m. in the Baroque Ballroom of the Host Farm Resort 


Pennsylvania Medicine, January 1978 


45 



Motel, Lancaster. Joseph M. Sienkiewicz, M.D., Northumberland 
County, Chairman, Committee on Credentials, reported that a 
quorum was present. 

It was noted that Elk-Cameron, Potter, Susquehanna, and 
Wyoming Counties were without representation in the House of 
Delegates. The Vice Speaker noted that Article VI, Section 3 of the 
Constitution states that: "If any component society is without any 
duly accredited voting member of the House of Delegates at any 
session thereof, then the active, senior active, intern or resident 
member or members registered in attendance from that compo¬ 
nent society may select himself or one delegate from their number, 
as the case may be, who shall be the representative of that compo¬ 
nent society and shall serve in the place of an accredited delegate.” 
The Vice Speaker again reminded the delegates of Resolution 
72-6 prohibiting smoking in the House of Delegates or reference 
committee hearings. 

REFERENCE COMMITTEE 
CONSTITUTION AND BYLAWS 

Betty L. Cottle, M.D. (Blair), chairman, presented the following 
report to the Committee. 

Mr. Speaker, and members of the House of Delegates, the Refer¬ 
ence Committee on Constitution and Bylaws has considered the 
material listed in the Index and presents the following report: 

1. Unified Membership (pages 2 and 54 of the Official Reports 
Book) 

On recommendation of the reference committee, the House of 
Delegates in 1976 delayed voting on language to implement un¬ 
ified membership. The standing committee on Constitution and 
Bylaws was charged with preparing suitable language to imple¬ 
ment unified membership, which appears on page 2 of the Official 
Reports Book. However, the preponderance of testimony before the 
reference committee was against mandatory unified membership 
at this time. 

Mr. Speaker, we recommend a negative vote on the consti¬ 
tutional change regarding unified membership. (Secretary’s 
Note: Two-thirds vote required to amend the Constitution.) 

Mr. Speaker, we recommend a negative vote on the Bylaws 
change regarding unified membership. (Secretary’s Note: 
Three-fourths required to amend the Bylaws.) 

The Committee also heard testimony on Resolution 77-13, which 
addresses the subject of mandatory unified membership. The 
majority of the discussion favored encouragement of voluntary 
membership in the AMA. The author of the resolution also ap¬ 
proved amending the first WHEREAS as follows: "WHEREAS, 
Some physicians have not been able to identify their interests with 
the AMA and” 

Mr. Speaker, we recommend adoption of Resolution 77-13 
as amended. (Secretary’s Note: Two-thirds vote required.) 

2. Associate Members: Licenses Not Required (pages 2 and 55 of 
the Official Reports Book) 

The Reference Committee heard no testimony on the proposed 
Bylaws change which removes the requirement that Associate 
members maintain a license in order to continue their Pennsylva¬ 
nia Medical Society membership, particularly in light of the in¬ 
creased costs of licensure, and mandated malpractice insurance 
coverage. 

Mr. Speaker, we recommend approval of the constitu¬ 
tional change regarding Associate members not being re¬ 
quired to maintain their licenses. (Secretary’s Note: Two-thirds 
vote required.) 

3. County Society Executives’ Membership (pages 2 and 55 of the 
Official Reports Book) 

The 1976 House of Delegates adopted Resolution 76-7, which 
recommends that county medical society executives be eligible for 


affiliate membership in the Pennsylvania Medical Society. The 
reference committee heard favorable testimony regarding this 
proposed language change. 

Mr. Speaker, we recommend approval of the constitu¬ 
tional change which makes county medical society execu¬ 
tives eligible for affiliate membership in the Pennsylvania 
Medical Society. (Secretary’s Note: Two-thirds vote required.) 

4. Dues Reduction For First Year Members (pages 2-3 and 55 of 
the Official Reports Book; Report of Council on Professional Rela¬ 
tions and Services, page 77\ 

The 1976 House of Delegates adopted Resolution 76-16, which 
allows a 50 percent reduction of dues for active members in their 
first full calendar year of practice following completion of a train¬ 
ing program. The reference committee also noted the support of the 
Council on Professional Relations and Services as contained on 
page 77 of the Official Reports Book. 

Mr. Speaker, we recommend approval of the constitu¬ 
tional change which permits a 50 percent dues reduction for 
active members in their first full calendar year of practice 
following completion of a training program. ( Secretary’s Note: 
Two-thirds vote required.) 

5. Composition of Councilor District Board of Censors (pages 3 
and 55 of the Official Reports Book) 

The Reference Committee heard no discussion regarding the 
proposed Bylaws change which would prohibit members of the 
District Board of Censors from being concurrent members of the 
County Board of Censors or Grievance Committee. 

Mr. Speaker, we recommend approval of the Bylaws 
change which prohibits a member on a District Board of 
Censors from also being a member of the County Board of 
Censors or Grievance Committee. (Secretary’s Note: Three- 
fourths vote required.) 

6. Publication of Proceedings (Supplemental Board Report A - 
portion on publishing Proceedings, page 85 of the Official Reports 
Book) 

The matter of eliminating the mandatory publication of Pro¬ 
ceedings has been recommended by the Board of Trustees. The 
reference committee studied Chapter III, Section 11 of the Bylaws 
and determined the following language changes to appropriately 
amend the Bylaws: 

Section 11 - PUBLICATION OF PROCEEDINGS. The Pro¬ 
ceedings of the House of Delegates at the Annual Session, or any 
special session [shall] may be published in the Journal in the first 
possible issue following the Session except that Proceedings of 
Closed and Executive Sessions shall not be published. If the Pro¬ 
ceedings are not published, a full report of the Session shall be 
available on request to members. 

(Words in italics are being added. Words in brackets are being 
deleted.) 

Mr. Speaker, we recommend approval of the Bylaws 
changes which eliminate mandatory publication of Pro¬ 
ceedings of Sessions of the House of Delegates. (Secretary’s 
Note: Three-fourths vote required.) 

(Secretary’s Note: The recommendation of the reference commit¬ 
tee was not adopted. The following amendment to the recommen¬ 
dation reads as follows: "Section 11 - PUBLICATION OF PRO¬ 
CEEDINGS. The Proceedings of the House of Delegates at the 
Annual Session, or any special session, [shall] may be published in 
the Journal in the first possible issue following the Session [ex¬ 
cept that Proceedings of Closed and Executive Sessions shall not be 
published]. If the Proceedings are not published, a full report of the 
Session shall be available on request to members. Proceedings of 
Closed and Executive Sessions shall not be recorded. 

A vote was taken and passed to reject the recommendation for a 
Bylaws change eliminating mandatory publication of Proceedings 
of Sessions of the House of Delegates.) 
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7. Reinstate Associate Member As A Full Member (page 88 of the 
Official Reports Book; Resolution 77-2) 

Resolution 77-2 

Subject: Reinstatement of Associate Members as a Full Member 
Introduced by: Henry H. Fetterman, M.D., on behalf of the Lehigh 
County Medical Society; David A. Smith, M.D., on 
behalf of the Dauphin County Medical Society 
Author: Henry H. Fetterman, M.D., David A. Smith, M.D. 

WHEREAS, Pennsylvania Medical Society is concerned in rep¬ 
resenting all physicians; and 

WHEREAS, Pennsylvania Medical Society has included interns 
and residents as full members with the right to hold office and 
serve on councils and commissions; and 
WHEREAS, Pennsylvania Medical Society has disenfranchised 
the associate member, who has long been a dues paying member, 
while still requiring him to maintain his proficiency with the CME 
requirement; and 

WHEREAS, The associate member does not now count in de¬ 
termining delegate strength to the Pennsylvania Medical Society 
or to the American Medical Association; therefore be it 
RESOLVED, That the associate member be reinstated as a full 
member, eligible to all the rights and privileges of full membership 
and proportionate representation to the Pennsylvania Medical 
Society and to the American Medical Association. (Financial Note: 
No financial impact.) 

In the discussion regarding the reinstatement of associate mem¬ 
bers as full members, many questions were raised concerning the 
impact Resolution 77-2 would have on the current status of associ¬ 
ate members as delineated in the Constitution and Bylaws. The 
reference committee felt that study of the issues and their ramifi¬ 
cations is needed before any action is taken. 

Mr. Speaker, we recommend Resolution 77-2 regarding 
the associate member category be referred to the Board of 
Trustees for further study. 

8. Redistricting of Councilor Districts and Terms of Office (Sup¬ 
plemental Report of the Committee on Constitution and Bylaws, 
distributed; Resolution 77-24, distributed; Resolution 77-33, dis¬ 
tributed) 

Resolution 77-24 

Subject: Terms of Office of Trustees and Councilors and Designa¬ 
tion of Councilor Districts 

Introduced by: Harold E. Swensen, M.D., Secretary, on behalf of 
the Allegheny County Medical Society Delegation 
Author: A. Linn Weigel, M.D., President, Allegheny County Med¬ 
ical Society 

WHEREAS, Trustees and Councilors of the Pennsylvania Medi¬ 
cal Society currently are elected to serve terms of five years; and 
WHEREAS, They are limited to two consecutive terms; and 
WHEREAS, It may be more appropriate to consider a term of 
office of three years in order to effect greater involvement and 
participation of members; and 

WHEREAS, It may be possible to redesignate councilor districts 
to more effectively and expeditiously represent the membership of 
the Pennsylvania Medical Society; therefore be it 
RESOLVED, That the Board of Trustees of the PMS study and 
conduct a reappraisal of the Bylaws with respect to the terms of 
office of trustees and councilors and the designation of councilor 
districts and report to the House of Delegates. 

(Financial Note: No financial impact.) Requires two-thirds vote. 
Resolution 77-33 

Subject: Pennsylvania Medical Society Councilor Districts 
Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D. 

WHEREAS, The Secretary of Health, Education and Welfare 
has designated 12 PSRO areas in the Commonwealth of Pennsyl¬ 
vania; and 


WHEREAS, These area determinations were accomplished 
with the cooperation and assistance of the Pennsylvania Medical 
Society, the individual county medical societies, and the Pennsyl¬ 
vania Medical Care Foundation; and 
WHEREAS, These 12 areas were established using the criteria 
of physician population, hospital location, nursing home location, 
and medical marketing; therefore be it 
RESOLVED, That the House of Delegates request the Board of 
Trustees of the Pennsylvania Medical Society to consider referring 
to the Committee on Long Range Planning or the Committee on 
Objectives to study the recommendation that the Pennsylvania 
Medical Society consider restructuring the present 12 PMS coun¬ 
cilor districts to coincide with the 12 PSRO areas. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

For purposes of convenience, the reference committee consid¬ 
ered the question of redistricting of councilor districts as presented 
in the supplemental report and in Resolution 77-24 and 77-33 
together because of similarity of content. 

The reference committee heard discussion both for and against 
redistricting of councilor districts. The majority of the testimony 
favored the undertaking of a study on this issue as opposed to 
adopting a specific recommendation regarding the way in which 
councilor districts should be realigned. 

Testimony was also heard in favor of studying the language of 
terms of office for trustees and councilors with a view of the possi¬ 
ble reduction of terms. 

Mr. Speaker, we recommend rejection of Resolution 77-33, 
which calls for realignment of councilor districts along 
PSRO lines. 

Mr. Speaker, we recommend adoption of Resolution 77-24, 
which calls for the Board of Trustees to reappraise the 
Bylaws with respect to terms of office of trustees and coun¬ 
cilors and redesignation of councilor districts, and report 
back to the House of Delegates. 

REFERENCE COMMITTEE 
REPORTS OF OFFICERS 

Stephen I. Dodd, M.D. (Mifflin-Juniata), chairman, presented 
the following report of the Committee. 

Mr. Speaker and members of the House of Delegates, the Refer¬ 
ence Committee on Reports of Officers has considered all of the 
items in the Index. 

1. Your Reference Committee has grouped the following items 
together in a waiver of debate list. In each instance, there was little 
or no testimony heard and the Committee feels the items are of a 
non-controversial nature. 

Waiver of Debate 

Report of Executive Vice President (Official Reports Book, pages 
32-33) (File) 

Report of Accountant (Official Reports Book, pages 36-37) (File) 
Report, Committee on Discipline (Official Reports Book, page 55) 
(File) 

Report of Committee on Medical Benevolence (Official Reports 
Book, page 56) (File) 

Report, Committee on Medicine, Religion, and Bioethics (Official 
Reports Book, pages 56-57) (File) 

Report, Committee to Study Relations Between Medicine and Os¬ 
teopathy (Official Reports Book, page 57) (File) 

Report, Pennsylvania Delegation to the AMA (Official Reports 
Book, pages 82-84) (File) 

Supplemental Report, Committee on Medical Benevolence (Offi¬ 
cial Reports Book, page 84) (File) 

Supplemental Report, Report of Individual Councilors, Tenth 
Councilor District, Lawrence County (Delegates’ Packets) (File) 
Report of Judicial Council (Delegates’ Packets) (File) 
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Mr. Speaker, your reference committee recommends that 
the above items be filed. 

2. Resolution 77-11 

Subject: Commendation - William Y. Rial, M.D. 

Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 
WHEREAS, As one of our senior members has been elected to 
the high office of Speaker of the AMA House of Delegates; there¬ 
fore be it 

RESOLVED, That this House of Delegates join with the Dela¬ 
ware County Medical Society in taking particular pleasure in 
congratulating William Y. Rial, M.D. in bringing this honor to the 
physicians of Pennsylvania. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Resolution 77-12 

Subject: Pennsylvania Medicine 

Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 
WHEREAS, The costs of publishing, distribution, and postage 
have risen due to the inflationary stage of our present economy; 
and 

WHEREAS, The content and layout of Pennsylvania Medicine 
have continued at a level of excellence; and 
WHEREAS, Pennsylvania Medicine is the major source of 
communication to all dues and non-dues paying members of the 
Pennsylvania Medical Society; therefore be it 
RESOLVED, That the House of Delegates join with the Dela¬ 
ware County Medical Society in taking particular pleasure in 
commending the editor, Publication Committee, contributing 
editors, and staff of Pennsylvania Medicine for their continued 
excellence. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Mr. Speaker, your reference committee recommends that 
the above resolutions be adopted. 

3. Report of the Board of Trustees and Councilors, Recommenda¬ 
tion Regarding Convention Site for 1982 (Official Reports Book, 
page 27); Supplemental Report F, Board of Trustees and Coun¬ 
cilors, section dealing with date change for 1982 Annual Business 
Session (distributed) 

Because of their related subject matter, the reference committee 
considered the above items concurrently. 

The Board of Trustees has recommended that the 1982 Annual 
Business Session be held at the Host Farm Resort Motel, Lancas¬ 
ter, October 18-21. 

Considerable testimony was heard which expressed the desire 
that the House rescind its 1973 directive that restricts Annual 
Business Sessions to the Harrisburg-Lancaster area. 

Mr. Speaker, your reference committee recommends re¬ 
jection of recommendation of the Board of Trustees concern¬ 
ing the site for the 1982 Annual Business Session. 

Mr. Speaker, your reference committee recommends that 
the House of Delegates rescind its 1973 directive regarding 
location of Annual Business Sessions. 

Mr. Speaker, your reference committee further recom¬ 
mends that the Board of Trustees and Councilors be in¬ 
structed to report to the 1978 House of Delegates with ap¬ 
propriate meeting location recommendations for both 1982 
and the subsequent year. 

4. Report of the Board of Trustees and Councilors, Recommenda¬ 
tion to eliminate committee on objectives (Official Reports Book, 
page 28); Report, Committee on Objectives (Official Reports Book, 
page 56) 


Because of the similar nature of the items listed above, the 
reference committee considered them as one item. Both the Board 
of Trustees and Councilors and the Committee on Objectives have 
recommended that the Committee on Objectives be abolished. No 
testimony to the contrary was heard at the reference committee 
hearing. 

Mr. Speaker, your reference committee recommends that 
the Committee on Objectives be abolished. 

Mr. Speaker, your reference committee recommends that 
the remaining sections of the report of the Committee on 
Objectives be filed. „ 

5. Report of the Board of Trustees and Councilors, Recommenda¬ 
tion to abolish individual trustee reports (Official Reports Book, 
page 28) 

Individual reports of trustees and councilors, Second District, 
recommendation to discontinue individual reports of trustees and 
councilors (Official Reports Book, page 42) 

Resolution 77-35: Reports of Individual Councilors 
Subject: Reports of Individual Councilors 

Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary 

WHEREAS, Dr. Leroy A. Gehris has demonstrated responsive 
leadership in his reporting of the activities of the county medical 
societies and the Second Councilor District; therefore be it 

RESOLVED, That he continue to report the activities of the 
county medical societies of the Second Councilor District and the 
reports of individual councilors in the Official Reports Book to the 
House of Delegates, Pennsylvania Medical Society, and this House 
of Delegates urge all other trustees and councilors be requested to 
make similar reports. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Because of the similar nature of the items listed above, the 
reference committee considered them at the same time. Both the 
report of the Board of Trustees and Councilors and the report of the 
Second Councilor District trustee and councilor have called for the 
discontinuation of individual annual reports of trustees and coun¬ 
cilors. Resolution 77-35 calls for the Second Councilor District 
trustee to continue the annual reporting of activities of his county 
medical societies of the Second Councilor District specifically and, 
in addition, recommends that the House of Delegates urge all other 
trustees and councilors make similar reports. Testimony at the 
reference committee hearing by authors of the report in question 
support the discontinuation of the reports; however, your reference 
committee feels that these reports have merit and should be con¬ 
tinued. 

Mr. Speaker, your reference committee recommends re¬ 
jection of the recommendations contained in the report of 
the Board of Trustees and the individual report of the trustee 
of the Second Councilor District. 

Mr. Speaker, your reference committee further recom¬ 
mends the adoption of Resolution 77-35. 

6. Report of the Board of Trustees and Councilors (Official Re¬ 
ports Book, pages 14-31) 

Your reference committee reviewed all sections of the Board’s 
comprehensive report that were not previously considered. 

Mr. Speaker, your reference committee recommends that 
the report of the Board of Trustees and Councilors be filed. 

7. Individual Reports from Trustees and Councilors (Official Re¬ 
ports Book, pages 41-52) 

Your reference committee reviewed the individual reports of the 
trustees and councilors. Special note was taken on the report of the 
trustee and councilor of the Second District (page 42). The trustee 
and councilor suggested that consideration be given by an appro¬ 
priate body of the Society to study the possibility of discontinuing 
the "obsolete office of councilor.” Testimony at the reference com- 
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mittee hearing was not in support of this recommendation. 

Mr. Speaker, your reference committee recommends re¬ 
jection of the recommendation which requested the discon¬ 
tinuation of the term "councilor.” 

Mr. Speaker, your reference committee further recom¬ 
mends that the remaining individual annual reports from 
trustees and councilors be filed. 

8. Report of the Treasurer (Official Reports Book, page 35) 

During a discussion of the financial status of the Society, a 

majority of physicians spoke in support of a 1978 dues increase, 
notingthat in view of the Society’s extensive activities, an increase 
in dues would be justified. 

Mr. Speaker, your reference committee recommends that 
the report of the Treasurer be filed. 

9. Report of the Committee on Relationships with Allied Profes¬ 
sions (Official Reports Book, page 56) 

The reference committee, in reviewing this report, noted that 
the concerns originally addressed by this committee are now being 
handled in greater detail and breadth elsewhere and that the need 
for this committee no longer exists. Testimony at the reference 
committee hearing supported the dissolution of this committee. 

Mr. Speaker, your reference committee recommends that 
the Committee on Relationships with Allied Professions be 
abolished. 

Mr. Speaker, your reference committee further recom¬ 
mends that the remainder of the report of the Committee on 
Relationships with Allied Professions be filed. 

10. Supplemental Report A, Board of Trustees and Councilors 
(Official Reports Book, pages 84-87) 

The Board of Trustees and Councilors requested that the House 
of Delegates consider the submission of three resolutions to the 
AMA at its upcoming clinical convention. Testimony at the refer¬ 
ence committee hearing supported the submission of these resolu¬ 
tions dealing with quackery. 

Mr. Speaker, your reference committee therefore recom¬ 
mends the following: (1) that the resolution which calls for 
the activation of an AMA committee on quackery be submit¬ 
ted to the AMA; (2) that the resolution recommending estab¬ 
lishment of a nationwide quackery defense fund be submit¬ 
ted to the AMA; (3) that the resolution calling for the re¬ 
establishment of the AMA Department of Investigation be 
submitted to the AMA. 

Mr. Speaker, your reference committee further recom¬ 
mends that the remainder of Supplemental Report A of the 
Board of Trustees and Councilors be filed. 

11. Resolution 77-1: Establishment of a Legal Division Within 
the Pennsylvania Medical Society (Official Reports Book, page 88) 
Subject: Establishment of Legal Division Within the Pennsylva¬ 
nia Medical Society 

Introduced by: David N. Farber, M.D., on behalf of the Berks 
County Medical Society 

Author: David N. Farber, M.D., on behalf of the Berks County 
Medical Society 

WHEREAS, The medical malpractice crisis has not abated but 
rather has intensified; and 

WHEREAS, Incursions into medical practice, by government 
and other entities, has become more frequent and will continue to 
do so; and 

WHEREAS, It is vital to the Society to assure the continued 
excellence of medical practice, by vigilance and prompt action 
where necessary; and 

WHEREAS, A major portion of that vigilance and action re¬ 
quires legislative expertise without a conflict of interest; therefore 
be it 

RESOLVED, That a legal division of the Pennsylvania Medical 
Society be established and staffed with personnel responsible only 


to the Society. 

(Financial Note: Undetermined.) 

Resolution 77-15: Pennsylvania Medical Society In-House Legal 
Counsel (Delegates’ Packets) 

Subject: Pennsylvania Medical Society In-House Legal Counsel 
Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 
WHEREAS, The American Medical Association maintains an 
in-house legal counsel division responsible only to the American 
Medical Association Board of Trustees; and 
WHEREAS, Possible anti-trust actions, malpractice legislation, 
health and welfare legislation, FTC intrusions, HMO, PSRO and 
HSA legal problems will be confronting organized medicine in the 
near future; therefore be it 

RESOLVED, That the House of Delegates recommend to the 
Pennsylvania Medical Society Board of Trustees to consider the 
feasibility of establishing an in-house legal counsel responsible 
only to the Pennsylvania Medical Society Board of Trustees. 
(Financial Note: Financial impact undetermined.) Requires two- 
thirds vote. 

Because of the similar nature of the items above, the reference 
committee considered them at the same time. These resolutions 
prompted considerable debate. Although the reference committee 
is in sympathy with the intent of these resolutions, it is felt that 
both are too restrictive and would not be in the best interest of the 
Society at this time. However, the reference committee is in favor 
of the addition of a lawyer to the PMS staff and feels that this is a 
matter for consideration and implementation by the Board of 
Trustees. 

Mr. Speaker, your reference committee recommends that 
Resolution 77-1 be rejected. 

Mr. Speaker, your reference committee recommends that 
Resolution 77-15 be rejected. 

Mr. Speaker, your reference committee further recom¬ 
mends that the matter of adding a lawyer to the PMS staff be 
referred to the Board of Trustees and Councilors. 

12. Resolution 77-16: Countersuits (Delegates’ Packets) 

Subject: Countersuits 

Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf 
of the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 
WHEREAS, The membership of PMS was notified in the De¬ 
cember 1976 PMS "Executive Report” 76-19 that PMS is helping 
doctors countersue attorneys who file frivolous malpractice suits 
against them; and 

WHEREAS, The Illinois State Medical Society prepared an out¬ 
standing brochure, dated September 1976 entitled "Moves to 
Counter Litigation”; therefore be it 
RESOLVED, That the House of Delegates request the Board of 
Trustees report the status of the countersuits filed in Pennsylva¬ 
nia on behalf of sufficient membership in Pennsylvania Medical 
Society. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Your reference committee feels that the section of Supplemental 
Report F of the Board of Trustees and Councilors entitled "Coun¬ 
tersuits” satisfactorily addressed the intent of this resolution. 

Mr. Speaker, your reference committee recommends that 
Resolution 77-16 be filed. 

13. Supplemental Report B, Board of Trustees and Councilors 
(Delegates’ Packets); Recommendation concerning Committee on 
Medicine, Religion, and Bioethics; Recommendation concerning 
Committee to Study Relations between Medicine and Osteopathy; 
Recommendation concerning Committee on Discipline. 
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The reference committee heard testimony in support of the 
Board’s recommendation to discontinue the present Committee on 
Medicine, Religion, and Bioethics and to create a commission 
under the auspices of the Council on Education and Science to 
handle the present Committee’s functions. 

Mr. Speaker, your reference committee recommends that 
the Committee on Medicine, Religion, and Bioethics be dis¬ 
continued. 

Mr. Speaker, your reference committee further recom¬ 
mends that a commission be created under the Council on 
Education and Science to handle the present functions of the 
Committee on Medicine, Religion, and Bioethics. 

The reference committee heard testimony in support of abolish¬ 
ing the Committee to Study Relations Between Medicine and 
Osteopathy since the Committee has been inactive for a number of 
years and liaison with the Osteopaths is being carried on in a 
satisfactory manner. 

Mr. Speaker, your reference committee recommends that 
the Committee to Study Relations Between Medicine and 
Osteopathy be abolished. 

The reference committee considered the recommendation of the 
Board of Trustees which would eliminate the Committee on Dis¬ 
cipline. Testimony at the reference committee hearing supported 
this course of action. 

Mr. Speaker, your reference committee recommends that 
the Committee on Discipline be abolished. 

14. Supplemental Report B, Board of Trustees and Councilors, 
Recommendations dealing with administrative councils 
Resolution 77-20: Creation of an Additional Administrative Coun¬ 
cil (Delegates’ Packets) 

Subject: Creation of an Additional Administrative Council 
Introduced by: Henry H. Fetterman, M.D., Lehigh County 
Author: Henry H. Fetterman, M.D., Lehigh County 

WHEREAS, In recent years, socio-economic issues have arisen 
in increasing numbers; and 

WHEREAS, These issues have been directed to the Council on 
Medical Service to the point where that body’s accountabilities 
have become overwhelming; therefore be it 

RESOLVED, That an additional council be created to assume 
certain responsibilities of the Council on Medical Service as de¬ 
termined appropriate by the Board of Trustees and Councilors. 
(Financial Note: Estimated $60,000.) Requires two-thirds vote. 

Because of the similar nature of the above items, the reference 
committee considered them at the same time. The Committee 
reviewed the recommendation of the Board of Trustees and Coun¬ 
cilors. The Board’s recommendation, if adopted, would delete the 
present specific wording in the Bylaws in relation to the adminis¬ 
trative councils, thereby allowing flexibility as to the number of 
councils and each council’s accountabilities. Testimony heard at 
the reference committee hearing was in support of the Board’s 
recommendation. 

Mr. Speaker, your reference committee recommends that 
the present language in Chapter XIV, Section 4 of the PMS 
Bylaws dealing with the names and accountabilities of ad¬ 
ministrative councils be deleted. 

Mr. Speaker, your reference committee further recom¬ 
mends that Resolution 77-20 be referred to the Board of 
Trustees and Councilors for consideration. 

15. Supplemental Report B, Board of Trustees and Councilors, 
Recommendation concerning name change for Council on Gov¬ 
ernmental Relations; recommendation concerning name change 
for Council on Medical Service. 

In view of the above recommendation, the reference committee 
feels that these name changes for Councils should be considered by 
the Board of Trustees and Councilors. 

Mr. Speaker, your reference committee recommends that 
the section of Supplemental Report B of the Board of Trus¬ 


tees and Councilors dealing with name changes for councils 
be referred to the Board for consideration and implementa¬ 
tion. 

Mr. Speaker, your reference committee recommends that 
Supplemental Report B of the Board of Trustees and Coun¬ 
cilors be filed. 

16. Supplemental Report F, Board of Trustees and Councilors 
(distributed) 

The reference committee reviewed those sections of Supplemen¬ 
tal Report F which had not already been considered or referred to 
another reference committee. Special note was given to the section 
on countersuits. 

Mr. Speaker, your reference committee recommends that 
Supplemental Report F of the Board of Trustees and Coun¬ 
cilors be filed. 

17. Resolution 77-40 (distributed) 

Subject: Commendation of Pennsylvania Insurance Commis¬ 
sioner 

Introduced by: William J. Pherson, M.D., Delegate, Butler 
County Medical Society 

Author: William J. Pherson, M.D., Delegate, Butler County Med¬ 
ical Society 

RESOLVED, The author wishes to propose that the House of 
Delegates commend the present Pennsylvania Insurance Com¬ 
missioner for his diligence in attending to the insurance needs as 
the needs of the citizens; and be it further 

RESOLVED, He has indeed demonstrated that he is the "ser¬ 
vant of the people” as his diligence has, I believe, resulted in lower 
medical costs to the citizens of Pennsylvania. 

(Financial Note: No financial impact.) 

Requires two-thirds vote. 

The reference committee agrees with the intent of Resolution 
77-40, but feels that the intent might better be expressed by the 
following substitute resolution: 

"WHEREAS, The present Pennsylvania Insurance Commis¬ 
sioner has indeed demonstrated that he is the "servant of the 
people” as his diligence has resulted in lower medical costs to the 
citizens of Pennsylvania; therefore be it 

RESOLVED, That the House of Delegates commend the Penn¬ 
sylvania Insurance Commissioner for his diligence in attending to 
the insurance needs of the citizens of the Commonwealth of Penn¬ 
sylvania.” 

Mr. Speaker, your reference committee recommends 
adoption of the above substitute resolution. 

18. Address of William J. Kelly, M.D., President (appears 
elsewhere in this issue) 

Your reference committee has reviewed the comprehensive ad¬ 
dress of the President, Dr. Kelly. We feel he has clearly summa¬ 
rized the accomplishments of the past year and the challenges that 
lie before us. We commend him for his dedication and service to his 
colleagues and for the diligence and vigor in which he has ap¬ 
proached the problems facing our profession over the past year. 
Your reference committee considered the following recommenda¬ 
tion in his address: 

"I am therefore recommending legislation which would give the 
State Board of Medical Education and Licensure a reasonable 
amount of time in which to adjudicate complaints against doctors, 
perhaps 60 days with an extension of 30 days. 

"But after that, the reporting group would have the right to go to 
Commonwealth Court and to call for a show cause hearing why the 
license of the doctor under question should not be at least sus¬ 
pended until such time as his case is adjudicated by the State 
Board of Medical Education and Licensure.” 

Mr. Speaker, your reference committee recommends that 
the above recommendation of President William J. Kelly, 
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M.D., be referred to the Council on Governmental Relations 
for consideration and possible implementation. 

Mr. Speaker, your reference committee recommends that 
the remaining sections of the address of William J. Kelly, 
M.D., President, be filed. 

19. Address of John V. Blady, M.D., President Elect (appears 
elsewhere in this issue) 

Your reference committee has reviewed the comprehensive ad¬ 
dress of the President Elect, Dr. Blady. The reference committee 
commends Dr. Blady for his thought-provoking address and con¬ 
sidered the following actions from his address: 

"I recommend that the specialty societies, particularly at the 
state level, refrain from pursuing their own economic and legisla¬ 
tive programs and instead, work with the Pennsylvania Medi¬ 
cal Society in the development of these pursuits. 

"I further recommend that specialty societies with economic and 
legislative problems bring them to the Pennsylvania Medical So¬ 
ciety first to seek the support of the entire house of medicine for 
their cause, rather than start actions which cause greater in¬ 
volvement then they foresaw and frequently produce irreparable 
damage.” 

(Secretary’s Note: Dr. Blady then made the following amend¬ 
ments to the above two recommendations: deleted the first recom¬ 
mendation and proposed the following substitute recommendation 
for the second recommendation: I recommend that specialty 
societies with economic and legislative problems bring them to the 
Pennsylvania Medical Society to seek the support of the entire house 
of medicine for their cause prior to starting independent actions 
which cause greater involvement than they foresaw and may pro¬ 
duce difficulties in pursuing these activities.”) 

Mr. Speaker, your reference committee recommends ap¬ 
proval of the above recommendations as amended by Presi¬ 
dent Elect John V. Blady, M.D. 

Mr. Speaker, your reference committee recommends that 
the additional recommendations of President Elect John V. 
Blady, M.D., be referred to the Board of Trustees and Coun¬ 
cilors for consideration. 

Mr. Speaker, your reference committee recommends that 
the remaining sections of the address of President Elect 
John V. Blady, M.D., be filed. 

DISTINGUISHED GUESTS 

The following distinguished guests were introduced to the 
House: Dr. Robinson G. Fry, president, Pennsylvania Osteopathic 
Medical Association; Mr. Irwin Reich, president, Pennsylvania 
Pharmaceutical Association; Carl E. Glock, Jr., Esquire, presi¬ 
dent, Pennsylvania Bar Association; Dr. John J. Coury, trustee, 
AMA Board of Trustees; Dr. John J. Egan, president elect, Medical 
Society of Delaware; and Dr. Raymond J. Saloom, past president, 
Pennsylvania Osteopathic Medical Association. 

THE HOUSE AS A REFERENCE COMMITTEE OF THE 
WHOLE 

A motion was made from the floor to accept as the business of the 
House Resolution 77-45. This motion passed. 

Resolution 77-45 

(Referred to the House as a Reference Committee of the Whole) 
Subject: HEW Rules and Regulations—National Guidelines for 
Health Planning 

Introduced by: William Long, M.D., Delegate, Clinton County 
Author: Robert Beckley, M.D. 

WHEREAS, The National Health Planning Resources and De¬ 
velopment Act of 1974 (P.L. 93-641) intended that guidelines con¬ 
cerning national health planning policy be developed and applied 
at the local level; and 

WHEREAS, The U.S. Department of HEW proposed regulations 


entitled "National Guidelines for Health Planning” published in 
the September 23, 1977 issue of the "Federal Register”; and 

WHEREAS, The proposed HEW regulations are arbitrary, rig¬ 
id, and lacking input from both providers and consumers at the 
local level which will preclude reasonable and effective implemen¬ 
tation of the intent of the Law; therefore be it 

RESOLVED, That the Pennsylvania Medical Society’s House of 
Delegates express its opposition to administrative regulations 
pre-empting the local organizations’ determinations, and that 
copies of this expression also be submitted to our congressional 
delegation; and be it further 

RESOLVED, That the Pennsylvania Medical Society solicit 
help of the American Medical Association in taking action to 
oppose previous administrative limitation of legislative local re¬ 
sponsibilities for "medical care.” 

(Financial Note: No financial impact.) 

Requires three-fourths vote. 

A motion was made from the floor to amend the final resolved in 
this resolution to state: "RESOLVED, That the Pennsylvania 
Medical Society solicit help of the American Medical Association 
in taking action to oppose and/or prevent administrative limita¬ 
tion of legislated local responsibility.” This motion passed. 

REFERENCE COMMITTEE 
MEDICAL SERVICE "B” 

Roderick R. McLoed, M.D. (Armstrong) Chairman, presented 
the following report of the Committee: 

Mr. Speaker, the Reference Committee on Medical Service 
"B” has considered all of the items listed in the Index. 

1. 1977 Annual Report, Board of Directors, Pennsylvania Medi¬ 
cal Care Foundation (mailed to delegates prior to meeting), Ad¬ 
dress of Foundation President (distributed to House); the section of 
Supplemental Report F of PMS Board of Trustees and Councilors 
re: Pennsylvania Medical Care Foundation (distributed to House) 

The reference committee heard considerable testimony regard¬ 
ing the recommendation contained on page 2 of the Foundation’s 
annual report and the recommendation of the PMS Board of Trus¬ 
tees contained on page 3 of Supplemental Report F. A member of 
the PMS Board explained the Board’s action regarding a phasing 
out and transfer of Foundation activities during 1978. There was 
no testimony presented from others attending the hearing in sup¬ 
port of the PMS Board. However, there was considerable testimony 
supporting the continuation of the Foundation in light of the 
Foundation’s past performance and the need to address the many 
issues presently under consideration by the Foundation. It was 
pointed out that the Foundation is the best qualified organization 
in the state to study the need for and development of alternative 
health care financing and delivery systems which could afford the 
highest quality of medical care to citizens of Pennsylvania and be 
mutually acceptable to both patients and physicians. 

Mr. Speaker, your reference committee recommends that 
the House of Delegates approve the Foundation’s plans and 
objectives for 1977-78 and the recommendations of the 
Foundation’s Board of Directors on page 2 of its annual 
report. 

Your reference committee also recommends that the 
Foundation’s primary function during 1978 should be a 
study of alternative health care financing and delivery sys¬ 
tems to determine the need to plan for the development of a 
physician operated program with a report of its findings to 
be presented at the 1978 meeting of the House of Delegates. 

A motion was made from the floor to reconsider the first recom¬ 
mendation concerning the Foundation’s plans and objectives for 
1977-78. This motion was defeated. 

Your reference committee further recommends that the 
House of Delegates authorize the Pennsylvania Medical So¬ 
ciety Board of Trustees and Councilors to allocate the funds 
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necessary to carry out the Foundation’s plans and objectives 
not otherwise supported by other sources of funding. 

A motion was made from the floor to amend this recommenda¬ 
tion by saying that a maximum of $75,000 be allocated to the 
Pennsylvania Medical Care Foundation with no restriction as to 
use. This amendment was rejected. The original recommendation 
of the reference committee was adopted. 

Mr. Speaker, your reference committee recommends that 
the remainder of the Foundation’s annual report be filed. 

2. Reports of Officers - Trustees and Councilors re: Confidential¬ 
ity and Control of Medical Data (Official Reports Book, page 22) 
and Supplemental Report E of PMS Board of Trustees and Coun¬ 
cilors - Implementation of 1976 House of Delegates Action 10.05 
re: PMS Medical Data System (Delegates’ Packet) 

Your reference committee believes that the actions and ac¬ 
tivities of the PMS Board of Trustees reaffirm Society policy on 
confidentiality and control of medical data and represents the 
satisfactory implementation of House actions. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of the Board of Trustees policy on confidentiality and 
control of medical data and its implementation of Action 
10.05 of the 1976 House of Delegates. 

3. Resolution 77-5: AMA Assistance - Corporate Liability Insur¬ 
ance For PSROs (Official Reports Book, page 89) 

Subject: AMA Assistance - Corporate Liability Insurance For 
PSROs 

Introduced by: Donald C. Brown, M.D., Westmoreland County 
Author: Donald C. Brown, M.D., Westmoreland County 
WHEREAS, Local professionals standards review organizations 
must have corporate liability insurance; and 
WHEREAS, This corporate liability insurance is currently of¬ 
fered only through the American Association of PSROs, and mem¬ 
bership in that organization is required to obtain this insurance; 
and 

WHEREAS, Since the inception of this group coverage, no 
claims have been made, indicating the risk is minimal; and 
WHEREAS, Since it is evident by the number of PSRO areas 
that are currently funded that physicians have voluntarily as¬ 
sumed PSRO responsibility on the national scale, another PSRO 
insurance group is now financially feasible because of the 
additional PSROs needing this coverage; and 
WHEREAS, There is not now a competitive market for PSRO 
corporate liability coverage; and 
WHEREAS, The American Medical Association House of Dele¬ 
gates has indicated their desire to become involved with PSROs; 
therefore be it 

RESOLVED, That the Pennsylvania Medical Society House of 
Delegates propose to the American Medical Association House of 
Delegates via this resolution, that in the interest of the physicians 
involved in PSROs, the American Medical Association assist 
PSROs in locating corporate liability insurance which is not lim¬ 
ited or restricted by membership requirements or requirements 
other than being a qualified PSRO, and that the AMA secure or 
develop for PSROs a suitable group participation policy as an 
alternate to the AAPSRO offering; and be it further 
RESOLVED, That the Pennsylvania Medical Society refer this 
matter to the American Medical Association House of Delegates 
for their consideration and early action. 

(Financial Note: No financial impact.) 

Testimony supported the intent of this resolution. The author 
agreed to a substitute resolution. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of the following substitute resolution: 

RESOLVED, That the Pennsylvania Medical Society request 
the American Medical Association to assist PSROs in securing 
corporate liability insurance which is not limited or restricted by 
membership requirements or requirements other than that of 


being a qualified PSRO. 

4. Reports of Officers - Trustees and Councilors re: Health Ser¬ 
vice Areas and Health Systems Agencies (Official Reports Book, 
page 27) 

Mr. Speaker, your reference committee recommends that 
this report be filed. 

5. Pennsylvania Blue Shield 1977 Report to PMS House of Dele¬ 
gates (Delegates’ Packet) 

Testimony was presented reflecting concern over certain 
policies and procedures established by Blue Shield as reflected in 
the report. The reference committee believes the Pennsylvania 
Medical Society Council on Medical Service should continue to 
monitor the Blue Shield activities described in the report. 

Mr. Speaker, your reference committee recommends that 
the Pennsylvania Blue Shield 1977 report to the House of 
Delegates be referred to the Pennsylvania Medical Society’s 
Council on Medical Service and further suggests that Blue 
Shield distribute future reports to delegates prior to the 
meeting of the House of Delegates. 

6. Supplemental Report C of PMS Board of Trustees and Coun¬ 
cilors - Relationship—PMS and Pennsylvania Blue Shield (Dele¬ 
gates’ Packet) 

While Blue Shield representatives testified indicating their de¬ 
sire for continued physician involvement in the Blue Shield corpo¬ 
rate structure, there was no other testimony in opposition to the 
recommendations of the PMS Board of Trustees and Councilors as 
contained on page 2 of Supplemental Report C. 

Mr. Speaker, your reference committee recommends that 
it be the policy of the Pennsylvania Medical Society that in 
the future, no one in an elected PMS leadership position, i.e., 
trustee and councilor and officers, should serve on the Blue 
Shield Board of Directors. 

Your reference committee further recommends that the 
PMS Board of Trustees and Councilors should discontinue 
making appointments of the members-at-large to the corpo¬ 
rate membership of Pennsylvania Blue Shield. 

Your reference committee also recommends that the 
Pennsylvania Medical Society should encourage Blue 
Shield to develop an alternative method of soliciting 
nominees for election to the Blue Shield corporate member¬ 
ship other than direct solicitation of county medical 
societies. 

A motion was made from the floor to amend this recommenda¬ 
tion. This motion passed. ( Secretary’s Note: This recommendation 
now reads: "Your reference committee also recommends that the 
Pennsylvania Medical Society should encourage Blue Shield to 
develop an alternative method of soliciting nominees for election 
to Blue Shield corporate membership in addition to direct solicita¬ 
tion of county medical societies.”) 

7. Resolution 77-4: Blue Shield Physician Payment Schedules 
(Official Reports Book, page 88) 

Subject: Blue Shield Physician Payment Schedules 
Introduced by: Edward J. Resnick, M.D., Secretary, on behalf of 
the Philadelphia County Medical Society 
Author: David S. Cristol, M.D., on behalf of the Philadelphia 
County Medical Society 

WHEREAS, Pennsylvania Blue Shield schedules of reimburse¬ 
ment for physicians under Prevailing Fee Program and the Medi¬ 
care Program are based on criteria which are unduly complex and 
which result in inequitable payment to physicians on the basis of 
geographic location; and 

WHEREAS, The basis of payment to physicians has remained 
relatively unchanged over a long period of time; and 

WHEREAS, In many instances, older and established physi¬ 
cians are not allowed as much compensation as younger physicians 
in the same geographic area; therefore be it 
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RESOLVED, That the Pennsylvania Medical Society urge 
Pennsylvania Blue Shield to conduct a study of these inequities in 
payments to physicians and to develop and adopt criteria for pay¬ 
ment for physician services which will establish payment sched¬ 
ules on an updated inequitable basis. 

(Financial Note: No financial impact.) 

Resolution 77-8: Pennsylvania Blue Shield and Update (Official 
Reports Book, page 89) 

Subject: Pennsylvania Blue Shield and Update 
Introduced by: Henry H. Fetterman, M.D.,' Lehigh County 
Author: Henry H. Fetterman, M.D. 

WHEREAS, Reasonable, customary, and usual fees are deter¬ 
mined by charges; and 

WHEREAS, Area inequities have arisen by the lag in updates, 
many times taking two years; therefore be it 
RESOLVED, That Blue Shield and other insurance carriers be 
encouraged to find a new mechanism to provide a method of estab¬ 
lishing concurrent and ongoing fee updates; and be it further 
RESOLVED, That this resolution be submitted to the American 
Med iced Association. 

(Financial Note: No financial impact.) 

The reference committee heard considerable testimony regard¬ 
ing the problems confronting Blue Shield and physicians related to 
equitable payment and timely updates of physician profiles. Your 
reference committee is aware that these problems have been dis¬ 
cussed in prior meetings of the House of Delegates and have been 
under constant consideration by the PMS Council on Medical 
Service. The reference committee concluded that additional effort 
must be expended over the next year to find solutions to the 
continuing problems identified in Resolution 77-4 and 77-8. 

Mr. Speaker, your reference committee recommends that 
Resolution 77-4 and 77-8 be referred to the PMS Council on 
Medical Service for study and report back to the 1978 House 
of Delegates. 

8. Resolution 77-6: Specialty Societies - Pennsylvania Blue 
Shield Consult Specialty Societies’ Advisory Committees before 
Declaring Operating and Other Procedures Obsolete (Official Re¬ 
ports Book, page 89) 

Subject: Specialty Societies - Pennsylvania Blue Shield Consult 
Specialty Societies’ Advisory Committees before Declar¬ 
ing Operating Procedures Obsolete 
Introduced by: Leopold S. Loewenberg, M.D., Specialty Delegate 
from the Pennsylvania Section of the American 
College of Obstetricians and Gynecologists 
Author: Leopold S. Loewenberg, M.D. 

WHEREAS, Pennsylvania Blue Shield has declared certain 
operative procedures not coverable by virtue of Blue Shield’s opin¬ 
ion that these procedures are obsolete; and 
WHEREAS, Pennsylvania Blue Shield has consulted their own 
advisors pursuant to their decision; and 
WHEREAS, The various state specialty societies have not been 
consulted on these matters; therefore be it 

RESOLVED, That Pennsylvania Blue Shield be encouraged, in 
the interest of improved public relations with the specialty 
societies, to consult the advisory committee of each specialty soci¬ 
ety before final disposition is made to declare operative procedures 
obsolete and unreimbursable. 

(Financial Note: No financial impact.) 

Testimony presented indicated inadequate communications re¬ 
garding the activities of Blue Shield in obtaining the advice of the 
PMS Council on Medical Service regarding obsolete, operative, 
and medical procedures. The reference committee believes that the 
existing mechanism for the Society to provide advice to Blue 
Shield must be reinforced. 

Mr. Speaker, your reference committee therefore recom¬ 
mends approval of the following substitute resolution: 


"RESOLVED, That Pennsylvania Blue Shield be encouraged to 
consult with the PMS Council on Medical Service and its specialty 
advisory committees in making decisions regarding the ob¬ 
solescence of operative or medical procedures as it relates to Blue 
Shield reimbursement for such products.” 

9. Resolution 77-7: Specialty Societies - Pennsylvania Blue 
Shield Appointments of Advisors (Official Reports Book, page 89) 
Subject: Specialty Societies - Pennsylvania Blue Shield Appoint¬ 
ments of Advisors 

Introduced by: Leopold S. Loewenberg, M.D., Specialty Delegate 
from the Pennsylvania Section of the American 
College of Obstetricians and Gynecologists 
Author: Leopold S. Loewenberg, M.D. 

WHEREAS, Pennsylvania Blue Shield is concerned with the 
standards of medical practice and appoints or hires advisors for 
this purpose; and 

WHEREAS, Each specialty society can best know the qualifi¬ 
cations of these individuals; therefore be it 

RESOLVED, That Pennsylvania Blue Shield be encouraged to 
contact each specialty society for a list of competent individuals 
from which to choose advisors; and be it further 

RESOLVED, That Pennsylvania Blue Shield be encouraged to 
limit the term of appointment, fully understanding that reap¬ 
pointment can be done if the specialty society feels that that 
particular individual maintains his expertise in his specialty. 
(Financial Note: No financial impact.) 

It is the feeling of the reference committee that it is not the 
prerogative of the Pennsylvania Medical Society to dictate to Blue 
Shield whom they should hire or retain as medical advisors. How¬ 
ever, your reference committee believes that Blue Shield should 
make every effort to select qualified individuals for such positions. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of the following substitute resolution: 

"RESOLVED, That the Pennsylvania Medical Society urge Blue 
Shield to select practicing physicians qualified in their specialty to 
serve as Blue Shield medical advisors.” 

10. Resolution 77-18: Interference with Professional Judgment 
of Physician (Delegates’ Packet) 

Subject: Interference with Professional Judgment of Physician 
Introduced by: Milton M. Perloff, M.D., Philadelphia County Med¬ 
ical Society 

Author: Milton M. Perloff, M.D., Philadelphia County Medical 
Society 

WHEREAS, Physicians have an individual responsibility to 
treat patients in terms of the disease or disability of each patient, 
taking into consideration a wide spectrum of factors involved in 
each patient; and 

WHEREAS, Different patients require different treatment or 
degrees thereof; and 

WHEREAS, Physicians will not be able to provide optimal care 
to their patients if they are limited in the exercise of their best 
judgment by being prohibited from using certain modalities of | 
treatment, or are prevented from charging for such services, in 
part or in toto; therefore be it 

RESOLVED, That the Pennsylvania Medical Society adopt a 
policy of opposition to Pennsylvania Blue Shield, or any other 
health insurance carrier, establishing rules or regulations which 
state that the use of selective procedures is unnecessary, or prohib¬ 
ited, in part or in toto; and be it further 

RESOLVED, That the Pennsylvania Medical Society oppose 
any agreements such as those of Blue Shield participating physi¬ 
cians which would deny a physician the right to bill a patient for 
care not provided by the insurance agreement. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Testimony presented indicated that the second resolved of Reso¬ 
lution 77-18, as written, is inaccurate since Blue Shield policy does | 
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allow a physician to bill a patient for care provided which is not 
covered by the Blue Shield agreement. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of the following substitute resolution: 

"RESOLVED, That it is the position of the Pennsylvania Medi¬ 
cal Society that third party health insurance carriers should not 
establish rules and regulations which arbitrarily identify selected 
procedures as unnecessary without appropriate professional medi¬ 
cal review.” 

11. Resolution 77-31: Blue Shield’s Vision and Hearing Care 
Program for United Auto Workers (Delegates’ Packet) 

Subject: Blue Shield’s Vision and Hearing Care Program for 
United Auto Workers 

Introduced by: David A. Smith, M.D., Secretary/Treasurer, on 
behalf of the Dauphin County Medical Society 
Author: Ronald M. Grossman, M.D. 

RESOLVED, That the recently negotiated contract between the 
United Auto Workers and Blue Shield be soundly condemned by 
the PMS for its provision concerning vision and hearing care, 
wherein the policy of non-payment for services provided by non¬ 
participating physicians in Blue Shield is contained. 

Said policy is felt to essentially restrict the patient’s freedom of 
choice of physician and is to be condemned and legal avenues 
should be immediately explored to combat this action. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

A motion was made from the floor to amend Resolution 77-31 as 
follows, 

"RESOLVED, That the recently negotiated contract between 
the United Auto Workers and Blue Shield be soundly condemned 
by the PMS for its provision concerning vision and hearing care, 
wherein the policy of non-payment for services provided by non¬ 
participating physicians in Blue Shield is contained. Said policy is 
felt to essentially restrict the patient’s freedom of choice of physi¬ 
cian and is to be condemned.” 

This amendment was rejected. 

Mr. Speaker, your reference committee recommends the 
adoption of the following substitute resolution: 

"RESOLVED, That the Pennsylvania Medical Society inform 
Blue Shield that its decision to participate in the United Auto 
Workers vision and hearing care program represents an action 
which will be destructive to the maintenance of a physician’s 
participatory health insurance plan.” 

Resolution 77-41: Blue Shield’s Vision and Hearing Care Pro¬ 
gram for United Auto Workers (distributed to House) 

Subject: Blue Shield’s Vision and Hearing Care Program for 
United Auto Workers 

Introduced by: Paul A. Cox, M.D., Specialty Delegate from the 
Pennsylvania Academy of Ophthalmology and 
Otolaryngology 
Author: Paul A. Cox, M.D. 

WHEREAS, Pennsylvania Blue Shield has agreed to provide 
glasses to auto workers and to pay participating physicians 80 
percent of their usual and customary fee, and to pay the subscrib¬ 
ers who go to a non-participating physician 60 percent of his usual 
and customary fee; and 

WHEREAS, Pennsylvania Blue Shield has agreed to provide 
hearing evaluations to auto workers and to pay the participating 
physician his usual and customary fee up to the sum of $40 and will 
pay nothing to the subscribers of a non-participating physician; 
and 

WHEREAS, This is a form of coercion in attempting to force 
non-participating physicians to join the ranks of Blue Shield; and 

WHEREAS, If Blue Shield is allowed to pursue these coercive 
tactics in the fields of ophthalmology and otolaryngology, they 
may decide to use the same discriminatory practices in all fields of 
medicine; therefore be it 

RESOLVED, That the Pennsylvania Medical Society is very 


much opposed to these tactics; and be it further 
RESOLVED, That the Pennsylvania Medical Society will op¬ 
pose these practices of discrimination by whatever means it finds 
to be necessary. 

(Financial Note: No financial impact.) Requires two-thirds vote. 
(Secretary’s Note: Resolution 77-41 was adopted.) 

12. Resolution 77-38: Criteria for Need of Computerized Axial 
Tomography Units (distributed to House) 

Subject: Criteria for Need of Computerized Axial Tomography 
Units 

Introduced by: Aureliano Rivas-Flores, Jr., M.D., Delegate, 
Montgomery County Medical Society 
Author: Aureliano Rivas-Flores, Jr., M.D., Delegate, Montgomery 
County Medical Society 

WHEREAS, Computerized Axial Tomography is a proven, de¬ 
sirable, technological, diagnostic device which provides a faster, 
more accurate, safer diagnosis; and 
WHEREAS, Computerized Axial Tomography is cost effective 
because it shortens the length of stay in hospital needed to arrive 
at a definitive diagnosis; and 

WHEREAS, The present HSA system of approval for the estab¬ 
lishment of a CAT in a given hospital is based (1) on criteria 
which are considered by many to be very restrictive, (2) penalizes 
smaller institutions in favor of large, established medical centers 
and leads to an increasing maldistribution of physicians and medi¬ 
cal service delivery, (3) may doom the development of medical 
centers in non-developed areas; therefore be it 
RESOLVED, That the Pennsylvania Medical Society take an 
active and forceful stand in the subject of CAT by creating an 
agency that will study and become knowledgeable in all its as¬ 
pects, to include the present HSA criteria, which appear to be 
arbitrary. This PMS body can be used for guidance, arbitration, 
and information to the Society, HSA, and the community in gener¬ 
al. 

(Financial Note: No financial impact.) Requires two-thirds vote. 
Testimony presented supported the intent of this resolution. 
Mr. Speaker, your reference committee recommends that 
Resolution 77-38 be referred to the Commission on Health 
Planning of the PMS Council on Medical Service. 

13. Resolution 77-39: Increased Paperwork Requirements by the 
Department of Public Welfare (distributed to House) 

Subject: Increased Paperwork Requirements by the Department of 
Public Welfare 

Introduced by: Joseph M. Sienkiewicz, M.D., on behalf of the 
Northumberland County Medical Society 
Author: Joseph M. Sienkiewicz, M.D., President, Northumberland 
County Medical Society 

WHEREAS, The volume of paperwork already required of prac¬ 
ticing physicians and the amount of time and money needed to 
complete the paperwork is already burdensome; and 
WHEREAS, The Pennsylvania Department of Public Welfare 
proposes to increase that burden with its new regulations that 
demand that one patient form be completed per patient visit; and 
WHEREAS, The Pennsylvania Department of Public Welfare 
does not intend to offer additional compensation for this work; 
therefore be it 

RESOLVED, That the House of Delegates oppose any such con¬ 
tinued burden by urging each member of the Pennsylvania Medi¬ 
cal Society to participate in a paper strike and refuse to complete 
any paperwork required by the Department of Public Welfare 
until this regulation is rescinded. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Those testifying in the reference committee were highly sympa¬ 
thetic with the intent of this resolution, but at the same time, 
questioned whether the resolved would provide an effective solu¬ 
tion to a very real problem. The reference committee is aware that 
the PMS Council on Medical Service has been struggling with this 
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and similar problems over the past several years and will continue 
its efforts. 

Mr. Speaker, your reference committee recommends re¬ 
jection of Resolution 77-39. 

ANNUAL MEETING 

PENNSYLVANIA MEDICAL CARE FOUNDATION 

As in past years, the Annual Meeting of the Pennsylvania Medi¬ 
cal Care Foundation was held during the 1977 House of Delegates 
meeting, and proceeded as follows: 

"The chair believes it wise to take a minute to be certain that all 
members of the House understand how we will consider the next 
order of business. We wish to convene the annual meeting of the 
administrative members of the Pennsylvania Medical Care Foun¬ 
dation. 

"According to the Foundation’s Bylaws, 'administrative mem¬ 
bers shall consist of those persons who are duly qualified and 
elected delegates to the House of Delegates of the Pennsylvania 
Medical Society.’ The Bylaws further state, 'The acceptance of 
election as a delegate to the House of Delegates of the Pennsylva¬ 
nia Medical Society by an eligible physician shall be determined to 
be acceptance of administrative membership in this corporation 
and an intention to be bound by the Articles of Incorporation and 
Bylaws of the corporation unless the delegate otherwise notifies 
the secretary of the corporation prior to the annual meeting.’ 

"In other words, the voting members of the House are also the 
administrative members of the Foundation. 

"At this time, the chair will entertain a motion to recess the 
meeting of the PMS House of Delegates and to convene the admin¬ 
istrative members of the Pennsylvania Medical Care Foundation 
in the annual meeting of the Foundation. 

"The chair recognizes the President of the Pennsylvania Medical 
Care Foundation, Dr. Sidney Krasnoff. Dr. Krasnoff. ..” 

"Thank you, Ernie. While it’s true that we are sitting now as the 
administrative members of the Pennsylvania Medical Care Foun¬ 
dation, I am sure that all of us want to expedite the business of the 
Foundation as quickly as possible. I believe this can best be 
achieved if we permit an experienced hand to guide us from the 
speaker’s rostrum. For that reason, I would respectfully ask the 
permission of the administrative members to have Dr. Witt serve 
as acting speaker of the Foundation so that he may use his skill in 
parliamentary matters. .. hearing no objections, Dr. Witt, I would 
ask you to come back and take over.” 

"Thank you, Sid. The principle item of business this year for the 
administrative members of the Foundation is the annual report of 
the Foundation, which contains several recommendations referred 
to the Reference Committee on Medical Service "B”. 

"The other item of business this year for the administrative 
members of the Foundation is the election of six directors - the 
Board of the Directors of the Foundation presents the following 
nominees for the vacancies. The Foundation’s Bylaws allow for 
additional nominations to be made from the floor by any adminis¬ 
trative member for all vacancies at the time of elections. 


Vacancy 

’ Nominee 

County 

Term 

1 

Joseph N. Demko, M.D. 

Lackawanna 

3 year 

expires 10/80 

2 

Robert M. Jaeger, M.D. 

Lehigh 

3 year 

expires 10/80 

3 

John W. Lawrence, M.D. 

Delaware 

3 year 

expires 10/80 

4 

Matthew Marshall, Jr., M.D. 

Allegheny 

3 year 

expires 10/80 

5 

Joseph E. Green, III, M.D. 

Cumberland 

3 year 

expires 10/80 

6 

Raymond J. Saloom, D.O. 

Butler 

3 year 

expires 10/80 


"In the event there is a contest for one of the Foundation slots, 


the contest will be added to the PMS ballot and delegates will cast 
their votes tomorrow morning.” 

(Secretary’s Note: There were no nominations from the floor and 
the nominees listed above were elected.) 

"Are there any further actions or comments concerning the 
Foundation’s annual report? If not, the chair will entertain a 
motion to file the report as presented.” 

"Is there any further Foundation business? If not, the chair will 
entertain a motion to adjourn the meeting of the Foundation and 
reconvene the PMS House.” 

SPECIAL REPORT 
REFERENCE COMMITTEE 
CONSTITUTION AND BYLAWS 

A special report of the Reference Committee on Constitution and 
Bylaws was presented by Betty L. Cottle, M.D. (Blair) Chairman, 
as follows: 

Mr. Speaker, and members of the House of Delegates, the Refer¬ 
ence Committee on Constitution and Bylaws has considered the 
material listed in the Index and presents the following report. 

1. Society Restructure (Report of Reference Committee on Report 
of Officers, distributed) 

Administrative structural changes have been recommended and 
adopted by the House of Delegates. The reference committee has 
studied the portions of the Bylaws affected by these changes and 
determined language changes to amend appropriately Chapter 
XIV of the Bylaws. 

Mr. Speaker, we recommend approval of the Bylaws 
change which allows for flexibility in structuring of adminis¬ 
trative councils under the determination of the Board of 
Trustees and Councilors, subject to review by the House of 
Delegates. Three-fourths vote required. 

(Secretary’s Note: This special report was considered during the 
second session of the House in order to provide sufficient "lay-over 
time” for any additional Bylaw changes mandated by the House of 
Delegates. Chapter XVII of the Bylaws requires that all amend¬ 
ments voted on must lie over one day after being received as 
business of the House.) 

NOMINATIONS AND ELECTIONS 

Nominations and elections were held Wednesday afternoon, Oc¬ 
tober 26, 1977. Voting for those offices contested was held Thurs¬ 
day morning, October 27. The following officers were elected: 
President: John V. Blady, M.D. (Philadelphia) acceded to the office 
of president 

President Elect: John B. Lovette, M.D. (Cambria) acceded to the 
office of president elect 

Vice President: Matthew Marshall, Jr., M.D. (Allegheny) 
Secretary: G. Winfield Yarnall, M.D. (Dauphin) 

Speaker: D. Ernest Witt, M.D. (Columbia) 

Vice Speaker: Donald E. Harrop, M.D. (Chester) 

The following Trustees and Councilors were elected: 

Seventh District: Kenneth L. Cooper, M.D. (Lycoming) 

Tenth District: David W. Clare, M.D. (Allegheny) 

Twelfth District: Gerald L. Andriole, M.D. (Luzerne) 

Two members were elected to serve on the Committee to Nomi¬ 
nate Delegates and Alternates to the AMA. They are: Samuel S. 
Faris, M.D. (Montgomery) and Charles R. Shuman, M.D. 
(Philadelphia). Both members were elected to serve full three-year 
terms on the committee. 

Samuel F. Cohen, M.D. (Montgomery) was elected to a three- 
year term on the Judicial Council. 

The following district censors were elected for one year terms: 
Adams, W. North Sterrett; Allegheny, William D. Stewart; 
Armstrong, Donald Minteer \ Beaver, John G. Hallisey; Bedford, 
Robin G. Torres; Berks, Brian A. Wummer; Blair, John W. Hurst; 
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Bradford, Arthur B. King ,Bucks, Stanley F. Peters ,Butler, Robert 
C. McCorry; Cambria, Warren F. White; Carbon, _; Centre, 

H. Thompson Dale; Chester, Michael B. Dooley; Clarion, Charles 
C. Huston; Clearfield, Fred Pease; Clinton, George J. Treires; 
Columbia, C. Perry Cleaver; Crawford, David D. Kirkpatrick, Jr.; 
Cumberland, Hans S. Roe; Dauphin, Robert P. Dutlinger; Dela¬ 
ware, Arthur S. Reynolds; Elk-Cameron, Robert J. Dickenson; 
Erie, Robert L. Loeb; Fayette, Veronica Binns; Franklin, Albert W. 

Freeman; Greene, _; Huntingdon, _; Indiana, 

Richard N. Freda; Jefferson, Nicholas F. Lorenzo; Lackawanna, 
Norman S. Berger; Lancaster, William C. Phippen; Lawrence, 
Gerald H. Weiner; Lebanon, John D. Walmer; Lehigh, Robert J. 
Beitel, Jr.; Luzerne, _; Lycoming, Franklin G. Wade; Mc¬ 

Kean, Bruno P. Sicher; Mercer, Anderson W. Donan; Mifflin- 

Juniata, Donald E. Basom; Monroe, _; Montgomery, 

_; Montour, William O. Curry, Jr.; Northampton, Walter J. 

Filipek; Northumberland, Nicholas Spock; Perry, James O. Rum- 
baugh, Jr.; Philadelphia, Charles M. Thompson; Potter, Francisco 
B. Villa; Schuylkill, Gabriel M. Lizak; Somerset, Alexander Sol- 

osko; Susquehanna, _; Tioga, William A. Coolidge; Union, 

Joseph Weightman; Venango, Kenneth H. Heasley; Warren, 
William S. Walters; Washington, John C. McGinnis; Wayne-Pike, 

_; Westmoreland, Leslie S. Pierce; Wyoming, John S. 

Rinehimer, Jr.; York, Donald R. Gross. 

(Secretary’s Note: The Board of Trustees has the power to appoint 
district censors to fill vacancies.) 

REPORT OF THE COMMITTEE TO NOMINATE 
DELEGATES AND ALTERNATES TO THE AMA 

The vice speaker announced the elections for delegates and 
alternates to the American Medical Association. The nominations 
of the Committee to Nominate Delegates and Alternates to the 
American Medical Association were published on page 1 of the 
Official Reports Book. Elected to two year terms beginning 
January 1, 1978, and expiring December 31, 1979, were: 

Henry H. Fetterman, M.D. (Lehigh) 

John B. Lovette, M.D. (Cambria) 

Matthew Marshall, Jr., M.D. (Allegheny) 

Robert N. Moyers, M.D. (Crawford) 

R. Robert Tyson, M.D. (Philadelphia) 

Five alternate delegates were elected for two year terms begin¬ 
ning January 1, 1978, and expiring December 31, 1979: 

Robert J. Carroll, M.D. (Allegheny) 

Lawrence D. Ellis, M.D. (Allegheny) 

George R. Fisher, M.D. (Philadelphia) 

Wayne W. Helmick, M.D. (Beaver) 

David J. Keck, M.D. (Erie) 

(Secretary’s Note: Due to Dr. R. Robert Tyson’s one year unex¬ 
pired term as an alternate delegate to the AMA, nominations will 
be made Thursday morning for that vacancy and voting held 
immediately. Following the fixing of the annual assessment, the 
results of that election will be announced.) 

REFERENCE COMMITTEE 
PROFESSIONAL RELATIONS AND SERVICES 

Arthur J. Patterson, M.D. (Greene), chairman, presented the 
following report of the committee: 

Mr. Speaker, the Reference Committee on Professional Rela¬ 
tions and Services has considered all of the items listed in the 
Index above. 

I. Report of the Council on Professional Relations and Services 
(Official Reports Book, pages 76-82) 

The reference committee heard no testimony in opposition to the 
Council’s recommendation to eliminate the delinquent dues provi¬ 
sion permanently. 

Mr. Speaker, the reference committee recommends that 


the delinquent dues provision of the Society be eliminated 
permanently. 

The remainder of the Council’s annual report is very informa¬ 
tive. Upon review, it was found to be detailed and impressive. The 
reference committee would like to call attention to the Council’s 
effort in the area of membership recruitment and more particular¬ 
ly, in the area of new membership benefits. Along that line, the 
reference committee should point out the establishment of the 
Pennsylvania Medical Society Credit Union for members, employ¬ 
ees, Medical Society staff and family. All members should review 
this new benefit and make use of it wherever possible. The refer¬ 
ence committee would like to commend the Council and its staff for 
the past year’s activities. 

Mr. Speaker, the reference committee recommends that 
the remainder of the annual report of the Council on Profes¬ 
sional Relations and Services be filed. 

2. Supplemental Report, Council on Professional Relations and 
Services (Delegates’ Packets) and Supplemental Report F, Board 
of Trustees (portions re: intern and resident and medical school 
section, distributed) 

Because of the similar nature of the items listed above, the 
reference committee considered them as one item. The only tes¬ 
timony presented to the reference committee was in favor of the 
establishment of the Resident Physician Section. The reference 
committee favors the wording of the resolution contained in Sup¬ 
plemental Report F of the Board of Trustees stating that the 
Resident Physician Section should be available only to resident 
physician members of the Pennsylvania Medical Society. 

Mr. Speaker, the reference committee recommends ap¬ 
proval of the resolution contained in Supplemental Report F 
of the Board of Trustees. 

The only testimony presented to the reference committee was in 
favor of the establishment of the medical school section. 

Mr. Speaker, the reference committee recommends ap¬ 
proval of the medical school section as contained in Supple¬ 
mental Report F of the Board of Trustees. 

3. The reference committee has grouped the following items to¬ 
gether in a waiver of debate list: 

Report, Advisory Committee to the PMS Auxiliary (Official Re¬ 
ports Book, page 53) (File) 

Address of the President, PMS Auxiliary (distributed) (File) 
Annual Report, Pennsylvania Medical Cooperative (distributed) 
(File) 

Annual Report, Board of Trustees (portion re: Pennsylvania Medi¬ 
cal Cooperative, Official Reports Book, page 26) (File) 

Mr. Speaker, we recommend that these items be filed. 

4. Resolution 77-25: AMA Direct Membership Dues Billing (dis¬ 
tributed) 

Subject: AMA Direct Membership Dues Billing 
Introduced by: Montgomery County Medical Society Delegation 
Author: Alan L. Dorian, M.D., Delegate, Montgomery County 
Medical Society 

WHEREAS, The AMA has proposed direct dues billing for AMA 
members; and 

WHEREAS, The PMS and its component county medical 
societies have together effectively established an efficient dues 
collection system; and 

WHEREAS, The federation concept of national, state, and 
county societies is enhanced by one billing for all at the county 
level; therefore be it 

RESOLVED, That PMS inform the AMA that PMS and its 
component county medical societies prefer this proposal be offered 
to each state on an optional basis. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Testimony presented was in favor of preserving the present 
system of the American Medical Association offering direct mem- 
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Does it influence your choice of 
a peripheral/cerebral vasodilator? 


Vasodilan-compatible with coexisting diseases 
(e.g., glaucoma, diabetes) 

Vasodilan has not been reported to affect the course of coexisting disease; it has 
not been reported to affect blood sugar levels or to raise intraocular pressure. 

Vasodilan-compatible with concomitant therapy 

VasodiIan has not been reported to affect the treatment of coexisting disease; 
it is compatible with such drugs as hypoglycemics and miotics. 

Vasodilan-compatible with your total regimen for 
vascular insufficiency 

Vasodilan can be a valuable adjunct in planninga total therapeutic program for 
vascular insufficiency. 


‘Indications: Based on a review of this drug by the National Academy of 
Sciences-National Research Council and/or other information, the FDA has 
classified the indications as follows: 

Possibly Effective: 

1. For the relief of symptoms associated with cerebral vascular insufficiency. 

2. In peripheral vascular disease of arteriosclerosis obliterans, throm¬ 
boangiitis obliterans (Buerger’s Disease) and Raynaud’s disease. 

Final classification of the less-than-effective indications requires further in¬ 
vestigation. 


Composition: Vasodilan tablets, isoxsuprine HCI, 10 mg. and 20 mg. 

Vasodilan injection, isoxsuprine HCI, 5 mg., per ml. 

Dosage and Administration: Oral: 10 to 20 mg., three or four times daily. 
Intramuscular: 5 to 10 mg. (1 or 2 ml.) two or three times daily. Intramuscular 
administration may be used initially in severe or acute conditions. 
Contraindications and Cautions: There are no known contraindications to oral 
use when administered in recommended doses. Should not be given immediately 
postpartum or in the presence of arterial bleeding. 


Parenteral administration is not recommended in the presence of hypotension or 
tachycardia. 

Intravenous administration should not be given because of increased likelihood 
of side effects. 

Adverse Reactions: On rare occasions oral administration of the drug has 
been associated in time with the occurrence of hypotension, tachycardia, 
nausea, vomiting, dizziness, abdominal distress, and severe rash. If rash ap¬ 
pears the drug should be discontinued. 

Although available evidence suggests a temporal association of these reactions 
with isoxsuprine, a causal relationship can be neither confirmed nor refuted. 
Administration of single dose of 10 mg. intramuscularly may result in hypoten¬ 
sion and tachycardia. These symptoms are more pronounced in higher doses. 
For these reasons single intramuscular doses exceeding 10 mg. are not recom¬ 
mended. Repeated administration of 5 to 10 mg. intramuscularly at suitable in¬ 
tervals may be employed. 

Supplied: Tablets, 10 mg., bottles of 100,1000, 5000 and Unit Dose; Tablets, 

20 mg., bottles of 100, 500, 1000, 5000 and Unit Dose; Injection, 10 mg. per 
2 ml. ampul, box of six 2 ml. ampuls. 

U.S. Rat. No. 3,056,836 
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contains theophylline (anhydrous) 150 mg 
and glyceryl guoiocolote (guaifenesin) 

90 mg. Elixir: alcohol 15% 



• high theophylline for 
effective around-the- 
clock therapy 

• 100% free theophylline 

• individualized 
theophylline dosage 
schedule 

Indications: For the symptomatic treatment of broncho- 
spastic conditions such os bronchial asthma, 
asthmatic bronchitis, chronic bronchitis, and pulmonary 
emphysema. 

Dosage: Initial: Adults: 1-2 capsules or 1-2 tablespoon¬ 
fuls elixir every 6-8 hours, children 8-12: 1 toblespoonful 
or one capsule every 6-8 hours and children under 8: 

3 to 5 mg theophylline/kg body weight every 6-8 
hours. Theophylline dosage may be cautiously in¬ 
creased to 2000 mg/24 hr in adults or 7 mg/kg in 
children; monitoring of serum theophylline levels at 
higher dosages is recommended. 

Precautions: Do not administer more frequently than 
every 6 hours, or within 12 hours offer rectal dose of 
ony preparation containing theophylline or amino- 
phyliine. Do not give other xanthine derivatives con¬ 
currently. Use in cose of pregnancy only when clearly 
needed. 

Adverse Reactions: Theophylline may exert some stim¬ 
ulating effect on the central nervous system. Its admin¬ 
istration may cause local irritation of the gastric mucosa, 
with possible gastric discomfort, nausea and vomiting. 
The frequency of adverse reactions is related to the 
serum theophylline level and ore not usually a prob¬ 
lem at serumTheophylline levels below 20pg/ml. 

How Supplied: Capsules in bottles of 100 and 1000 and 
unit-dose packs of 100; Elixir in bottles of 1 pint and 
1 gallon. 
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bership dues billing on an optional basis. The reference committee 
recommends the following substitute resolve: 

"RESOLVED, That the American Medical Association’s direct 
membership dues billing continue to be offered to state and com¬ 
ponent medical societies on an optional basis and that the Penn¬ 
sylvania Medical Society inform the AMA of its position.” 

Mr. Speaker, the reference committee recommends ap¬ 
proval of the substitute resolve. 

RECESS 

The House recessed at 5:10 p.m. until the opening of the final 
session at 9:30 a.m., Thursday, October 27. 

THIRTIETH STATE DINNER 

Prior to the 1977 State Dinner, a reception was held in the Monte 
Carlo and La Fonda Rooms of the Host Farm Resort Motel. As in 
past years, this reception was courtesy of the Frank B. Hall & 
Company of Pennsylvania, Inc. At 8:00 p.m., all those present 
moved to the Baroque Ballroom where dinner was served. 

The invocation was given by Rev. Francis Gilligan, former 
headmaster at the Malvern Preparatory School, Malvern, and 
currently involved in parochial duties at St. Rita’s Roman Catholic 
Church. 

Introduction of Dignitaries 

In order to shorten the official program of State Dinner, Dr. 
Kelly dispensed with the formal introduction of the head table, 
guests of the Society, and the past presidents of the Society. Dr. 
Blady then introduced his guests. 

Presentation of Gavel to Immediate Past President of the 
Pennsylvania Medical Society Auxiliary 

Dr. Kelly presented the Past President’s Gavel to Mrs. Spencer 
J. Servoss, immediate past president of the Pennsylvania Medical 
Society Auxiliary, in recognition of her services as president of the 
Auxiliary during the year ending with the 1977 Auxiliary House 
of Delegates. 

Presentation of Retiring Trustee Award 

Dr. Rowland presented the Retiring Trustee Award to Orlo G. 
McCoy, M.D., retiring trustee and councilor of the Twelfth Coun¬ 
cilor District. 

Installation of the President 

Dr. George A. Rowland, chairman of the Board of Trustees of the 
Pennsylvania Medical Society, installed Dr. John V. Blady, 
Philadelphia County, as the 128th president of the Pennsylvania 
Medical Society. After taking the oath of office, Dr. Blady deliv¬ 
ered brief remarks. 

Presentation of Past President’s Medallion 

Dr. Rowland presented the Past President’s Medallion to Dr. 
William J. Kelly, Allegheny County, in tribute to his great efforts 
in behalf of the Pennsylvania Medical Society as its 127th presi¬ 
dent. 

Adjournment 

The formal portion of the program adjourned at 9:15 p.m. Mem¬ 
bers and their guests were entertained until 12 p.m. by King 
Henry and The American Show Band. 

Final Session of the House of Delegates 
October 27, 1977 

The final session of the 1977 Annual Session of the House of 
Delegates was called to order in the Baroque Ballroom of the Host 


Farm Resort Motel, Lancaster, Thursday, October 27,1977, at 9:40 
a.m. 

Dr. Joseph M. Sienkiewicz (Northumberland) reported that a 
quorum was in attendance. 

SPECIAL REPORT 
REFERENCE COMMITTEE 
CONSTITUTION AND BYLAWS 

The special report of the Reference Committee on Constitution 
and Bylaws, which was presented at Wednesday’s session by Dr. 
Betty L. Cottle (Blair), Chairman, was presented in order for the 
House to vote on the Bylaws changes. 

Mr. Speaker, we recommend approval of the Bylaws 
change which allows for flexibility in structuring of adminis¬ 
trative councils under the determination of the Board of 
Trustees and Councilors, subject to review by the House of 
Delegates. Three-fourths vote required. 

(Secretary’s Note: A motion was made from the floor to amend 
the portion on page 3 of the reference committee report which 
states, "The administrative council shall conduct all of the ac¬ 
tivities and business of the Society, except as otherwise provided 
by the Constitution and Bylaws. This Society shall have adminis¬ 
trative councils as deemed necessary to carry out the business of 
the Society. The final determination thereof shall be the responsi¬ 
bility of the Board of Trustees and Councilors, subject to review by 
the House of Delegates.” This amendment was passed. This por¬ 
tion now reads, "This Society shall have administrative councils as 
deemed necessary to carry out the business of the Society. The 
administrative councils shall conduct all of the activities and 
business of the Society, except as otherwise provided by the Con¬ 
stitution and Bylaws. The final determination thereof shall be the 
responsibility of the Board of Trustees and Councilors, subject to 
review by the House of Delegates.”) 

REFERENCE COMMITTEE 
EDUCATION AND SCIENCE 

William J. West, M.D. (Cumberland), Chairman, presented the 
following report of the Committee: 

Mr. Speaker, the Reference Committee on Education and Sci¬ 
ence has considered all the reports and resolutions listed in the 
Index. 

1. Waiver of debate list 

Your reference committee groups the following items together 
in a waiver of debate list. In each instance, there was little or no 
testimony heard and your reference committee feels the items are 
of a non-controversial nature. 

Mr. Speaker, we recommend the following actions on each item: 

Report of the Ad Hoc Committee on the Impaired Physician 
(Official Reports Book, page 21) (approve) 

Report of the Educational and Scientific Trust (Delegates’ 
Packet) (approve) 

2. Report of the Council on Education and Science (Official Re¬ 
ports Book, page 57) 

Your reference committee heard no adverse comments about the 
Council’s report; therefore, we can assume that they are doing 
what is in the best interest of our members. One issue was raised 
under school health regarding immunization and the use of live 
vaccine in women of childbearing age. 

Mr. Speaker, your reference committee recommends the 
filing of the report of the Council on Education and Science 
with the request that the Council continue to study the im¬ 
munization problem mentioned above. 

3. Report of the Committee on Aid to Education (Official Reports 
Book, page 53) 

Your reference committee heard strong support for the contin- 
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uation of the $8 allocation for support of the Educational Fund. A 
question was raised as to whether this amount was adequate. As a 
result of the testimony, your reference committee recommends a 
review and reassessment of the Society’s aid to medical education 
and that the Committee on Aid to Education explore what new 
avenues may be available to aid students. Even though your refer¬ 
ence committee is opposed to further government control, there 
must be governmental support toward medical education and we 
would urge that this Society vigorously pursue increased appro¬ 
priations for Pennsylvania medical schools. 

Mr. Speaker, your reference committee recommends the 
adoption of this portion of the reference committee report. 

4. Resolution 77-21: Use of Anorexiants for Treatment of Obesity 
(Delegates’ Packet) 

Subject: Use of Anorexiants for Treatment of Obesity 
Introduced by: John S. Parker, M.D., Westmoreland County Medi¬ 
cal Society 

Author: John S. Parker, M.D., Westmoreland County Medical 
Society 

WHEREAS, Effectively maintained weight reduction is based 
upon the understanding of good nutrition and an alteration of the 
underlying psychological or pathological factors that produce ex¬ 
cessive caloric intake; and 

WHEREAS, Most anorexiants are central nervous system 
agents whose use is fraught with side effects and worse, psychic 
and physical dependence, resulting in abuse and even death; and 

WHEREAS, Studies have failed to show any precise phar¬ 
macologic activity that would justify their name; therefore be it 

RESOLVED, That the Pennsylvania Medical Society publicly 
announce its support for withdrawal of these agents from the 
market for use in the treatment of obesity. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Your reference committee heard extensive testimony on the 
problems of the treatment of obesity. Your reference committee 
rejects the resolution because it would be impossible to regulate 
certain drugs without governmental intervention. The issue of the 
treatment of obesity goes beyond the use of anorexiants. Our 
substitute resolution is as follows: 

"RESOLVED, That the key to medically safe treatment of obe¬ 
sity continues to center on sound nutrition and adequate exercise. 
These concepts - which combine reduced food intake and increased 
energy output - offer what appears to be the most effective way to 
control obesity on a long range basis. Sensible weight reduction is 
a slow process which may require some individuals to restrict 
caloric intake life-long. Crash or fad diets, while they have an 
appeal based on gimmicks or seemingly fast results, may fail to 
address the underlying problem which caused obesity or over¬ 
weight in the first instance. 

(1) It is the position of the Pennsylvania Medical Society that 
treatment of obesity is most certainly a medical concern; 

(2) That obesity is best treated in a total milieu which analyzes 
the patient in terms of his physical, social, and emotional condi¬ 
tion; 

(3) That proper diagnosis and treatment of obesity can be ac¬ 
complished through continued efforts to inform and educate; 

(4) That the public should be protected against a rational ther¬ 
apy including inappropriate use of drugs or other selected methods 
of weight loss such as dietary supplements, which enjoy sudden 
and brief popularity and are often without final proof of medical 
soundness.” 

(Secretary’s Note: Substitute resolution 77-21 was adopted.) 

5. Resolution 77-23: The Physician Assistant (Delegates’ Packet) 
Subject: The Physician Assistant 

Introduced by: Arlington A. Nagle, M.D., Secretary, on behalf of 
the Berks County Medical Society 
Author: Arlington A. Nagle, M.D., Secretary, on behalf of the 
Berks County Medical Society 


WHEREAS, Confusion exists concerning the duties of a physi¬ 
cian assistant; and 

WHEREAS, There is no good definition of a physician assistant; 
and 

WHEREAS, There are no delineations of physician assistant 
activities and duties; therefore be it 
RESOLVED, That Pennsylvania Medical Society draw up 
guidelines for the duties of the physician assistant; and be it 
further 

RESOLVED, That one of these guidelines be that every county 
medical society review the educational training of the physician 
assistant and review the protocol under which the physician will 
function; and be it further 

RESOLVED, That the Pennsylvania Medical Society produce 
clarification of the status of the physician assistant for all the 
areas in which the physician assistant functions. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Testimony at your reference committee hearing supported the 
principle of this resolution. We believe that amendments to the 
resolution will strengthen its intent. We therefore offer the follow¬ 
ing amended resolution: 

"RESOLVED, That the Pennsylvania Medical Society draw up 
guidelines for the duties of the physician assistant; and be it 
further 

RESOLVED, That the Pennsylvania Medical Society provide 
clarification on the status of the physician assistant for all the 
areas in which they function under the direct supervision of a 
licensed physician; and be it further 

RESOLVED, That the Society initiate appropriate legislative 
action that will bring about the regulation and control of physi¬ 
cians’ assistants.” 

Mr. Speaker, we recommend the adoption of Resolution 
77-23 as amended. 

6. Resolution 77-42: Community Mental Health Centers (Dele¬ 
gates’ Packet) 

Subject: Community Mental Health Centers 
Introduced by: Robert S. Pressman, M.D., Philadelphia County 
Medical Society 

Author: Bernard M. Blum, M.D., Philadelphia County Medical 
Society 

WHEREAS, Community mental health centers (CMHC) have 
in recent years been organized across the nation; and 

WHEREAS, According to a report presented earlier this year at 
a State Meeting of the Philadelphia Psychiatric Society which 
meeting was attended by Dr. Robert Daly, Deputy Secretary of 
Welfare, and Commissioner of Mental Health of the Common¬ 
wealth of Pennsylvania, who offered no modification of this facts 
stated hereunder, 70% of the so called professional staff of the 
CMHCs comprising social workers, psychologists, and others who 
serve in an actual treatment capacity have educational achieve¬ 
ment only to the Bachelor or Master degree levels; and 

WHEREAS, The role of physician/psychiatrist on the staff of 
CMHCs is primarily that of teaching and supervising the non- 
M.D. staff members and prescribing medication when necessary; 
and 

WHEREAS, It is therefore clear that the vast majority of pa¬ 
tients of such CMHCs have received inadequate care; and 
WHEREAS, It was also noted at the above mentioned meeting 
that the cost per patient visit to a CMHC is approximately $90, 
which cost is much higher than the cost of care in a private office of 
a qualified, board certified psychiatrist; and 
WHEREAS, The costs of operating CMHCs are paid for by tax 
dollars, both state and federal and 
WHEREAS, The quality of care received by patients now treated 
at CMHCs could be greatly improved and millions of dollars of tax 
funds now being expended could be saved; therefore be it 

RESOLVED, That the Pennsylvania Medical Society urge that 
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the present system of community mental health centers be re¬ 
examined, re-evaluated in the light of the facts stated above, and 
that full consideration be given to alternative methods of render¬ 
ing psychiatric care to the people of the Commonwealth of Penn¬ 
sylvania with a view to improving the quality of care to our citizens 
and to reducing the tax burden upon our taxpayers; and be it 
further 

RESOLVED, That a copy of this resolution be forwarded to the 
House of Delegates of the American Medical Association for its 
deliberation. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Your reference committee agrees with the testimony that this is 
a critical issue and that our Society should support with the Penn¬ 
sylvania Psychiatric Society a re-examination and re-evaluation 
in the community mental health centers. 

Mr. Speaker, we recommend the adoption of Resolution 
77-42. 

7. Resolution 77-44: Preparation of Minorities for Medical School 
Admission (Delegates’ Packet) 

Subject: Preparation of Minorities for Medical School Admission 
Introduced by: George A. Tushim, M.D., on behalf of the Clinton 
County Medical Society 
Author: George A. Tushim, M.D. 

WHEREAS, Medical education is most demanding and requires 
many talents and abilities in the students; and 

WHEREAS, High quality medical care can only be produced by 
quality physicians; therefore be it 

RESOLVED, That affirmative action plans to bring minority 
members into the profession take the form of preparing the aspir¬ 
ing student to meet the general requirements for admission to 
medical school and not lower the accepted standards to accommo¬ 
date the students. 

(Financial Note: No financial impact.) Requires three-fourths 
vote. 

The testimony before your reference committee was sympa¬ 
thetic to the intent of this resolution. Your reference committee 
feels that an alteration in the wording of the resolved would clarify 
its intent. 

"RESOLVED, That the Pennsylvania Medical Society support 
programs that prepare minority aspiring pre-medical students 
prior to their admissions to meet the general requirements for 
admission to medical schools.” 

Mr. Speaker, we recommend the adoption of the amended 
Resolution 77-44. 

REFERENCE COMMITTEE 
GOVERNMENTAL RELATIONS 

Donald G. Crawford, M.D. (Dauphin), Chairman, presented the 
following report of the Committee: 

Mr. Speaker, the Reference Committee on Governmental Rela¬ 
tions has considered all of the material listed in the Index. 

1. Waiver of debate 

The report of the Council on Governmental Relations reflects a 
great deal of work and the Council should be complimented. 

Your reference committee has grouped the two reports together 
in a waiver of debate list. In each instance there was no testimony 
heard, and the Committee feels that the items are of a non- 
controversial nature: 

Report of the Council on Governmental Relations (Official Re¬ 
ports Book, page 65) 

Supplemental Report of the Council on Governmental Relations 
(Delegates’ Packet) 

Mr. Speaker, we recommend that the above two items be 
filed. 

2. Resolution 77-9: Liability for Development of Products to Re¬ 
duce Health Hazards (Delegates’ Packet) 


Subject: Liability for Development of Products to Reduce Health 
Hazards 

Introduced by: Matthew Marshall, Jr., M.D., Allegheny County 
Medical Society 

Author: Matthew Marshall, Jr., M.D. 

WHEREAS, The use of TRIS in children’s nightwear undoubt¬ 
edly has saved many children from death or disfigurement from 
bums; and 

WHEREAS, TRIS has been removed from the market because of 
possible carcinogenic effects at great cost to the companies associ¬ 
ated with the development, manufacture, and marketing of this 
substance; and 

WHEREAS, An example of financial disaster for developing a 
product in good faith and in accordance with federal regulations to 
reduce the proven health hazard can discourage these and/or other 
companies from future or similar efforts because of the risk of 
product liability or sudden mandate of withdrawal of the product 
due to unsuspected health hazards; therefore be it 

RESOLVED, That the PMS commend the manufacturers and 
marketers of TRIS for their contribution to the reduction of death 
or disfigurement of children due to burning; and be it further 

RESOLVED, That the PMS express to the federal government 
its concern that the example of a severe financial loss due to the 
uncompensated and unexpected ban on the use of TRIS in chil¬ 
dren’s nightwear may discourage manufacturers from marketing 
products to improve the public health or safety because of such risk 
or their exposure to public liability suits thus reducing the 
availability or increasing the costs of developing such products; 
and be it further 

RESOLVED, That PMS introduce a resolution to request the 
AMA to sponsor federal legislation requiring the federal govern¬ 
ment to assume or share liability for loss incurred by individuals or 
companies complying in good faith that public health or safety 
regulations that are subsequently withdrawn, reversed, or cause 
them to sustain substantial loss or liability from personal damage 
from product liability suits. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Your reference committee heard a great deal of testimony, both 
pro and con, on this resolution. We were informed by the sponsor 
that the purpose of the resolution is to urge the government to be 
less cavalier in treating the manufacturers when action is taken. 
We also heard testimony that companies should, in fact, be respon¬ 
sible for the safety of their products. It is your committee’s feeling 
that the ramifications of this resolution are extremely far reaching 
and could convey to the public, if adopted, that the Medical Society 
would appear to support cancer-causing agents. 

Mr. Speaker, your reference committee recommends re¬ 
jection of Resolution 77-9. 

A motion was then made from the floor by the author of Resolu¬ 
tion 77-9 to adopt substitute Resolution 77-9. 

(Secretary’s Note: This substitute resolution reads as follows: 

"WHEREAS, The use of TRIS in children’s nightwear undoub¬ 
tedly has saved many children from death or disfigurement from 
bums; and 

WHEREAS, TRIS has been removed from the market because of 
possible carcinogenic affects at great cost to the companies associ¬ 
ated with the development, manufacture, and marketing of this 
substance; and 

WHEREAS, An example of financial disaster for developing a 
product in good faith and in accordance with federal regulations to 
reduce a proven health hazard can discourage these or other com¬ 
panies from future similar efforts because of the risk of product 
liability or sudden mandate or withdrawal of the product due to 
unsuspected health hazards; therefore be it 

RESOLVED, That the PMS commend the manufacturers and 
marketers of TRIS for their contribution to the reduction of death 
and disfigurement of children due to burning; and be it further 
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RESOLVED, That the PMS express to the federal government 
its concern that the example of a severe financial loss due to the 
uncompensated and unexpected ban on the use of TRIS in chil¬ 
dren’s nightwear may discourage the manufacturers from market¬ 
ing products to improve the public health or safety because of such 
risks or their exposure to public liability suits thus reducing the 
availability or increasing the costs of developing such products; 
and be it further 

RESOLVED, That PMS introduce a similar resolution including 
a request that the AMA sponsor federal legislation requiring the 
federal government to assume or share liability for loss incurred 
by individuals or companies complying in good faith with public 
health or safety regulations that are subsequently withdrawn or 
reversed.”) 

(Secretary’s Note: Substitute Resolution 77-9 was adopted.) 

3. Resolution 77-10: Legal and Disciplinary Powers for County 
Medical Societies (Delegates’ Packet) 

Subject: Legal and Disciplinary Powers for County Medical 
Societies 

Introduced by: Robert B. Stuart, M.D., Executive Secretary, on 
behalf of the Erie County Medical Society 
Author: Robert B. Stuart, M.D., Executive Secretary, on behalf of 
the Erie County Medical Society 

WHEREAS, Professional people, and in particular physicians, 
are expected to supervise the practice of each of their own peers; 
and 

WHEREAS, The public appears to expect that physicians will, 
in fact, supervise themselves; and 

WHEREAS, Recent legal decisions, for the most part, remove 
from the Society any type of influence that an organized medicine 
group may have over an individual physician with the exception of 
moral influence; and 

WHEREAS, The only major influential group in which physi¬ 
cians are involved is the State Board of Medical Education and 
Licensure; and 

WHEREAS, It may be possible for local physicians to influence 
the actions of their fellow physicians if it were known that the 
local medical society had more than moral supervision; therefore 
be it 

RESOLVED, That the State Medical Society begin discussions 
with the State Board of Medical Education and Licensure with the 
intent of investing local county medical societies with effective 
legal and disciplinary powers. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

Your reference committee received excellent testimony from 
representatives of the State Board of Medical Education and 
Licensure, the Society’s legal counsel, and others interested in the 
subject of the resolution. It is obvious to your reference committee 
that if monies owed to the State Board of Medical Education and 
Licensure by the Commonwealth were forthcoming, the State 
Board of Medical Education and Licensure would be much further 
along the way toward dealing with improper medical practice. The 
Society’s legal counsel very clearly spelled out the constitutional 
problems connected with having medical societies involved in 
license revocations, and the inability of a government agency, as 
the State Board is, to delegate its authority. Your reference com¬ 
mittee was impressed with the sponsor’s aims - that of assisting 
physicians in need of rehabilatative help. Accordingly, your refer¬ 
ence committee offers the following substitute resolution: 

"RESOLVED, That the Pennsylvania Medical Society continue 
discussions with the State Board of Medical Education and Licen¬ 
sure with the intent of investigating means of joint action in 
developing effective mechanisms to promptly deal with discipli¬ 
nary problems.” 

Mr. Speaker, your reference committee recommends the 
adoption of substitute Resolution 77-10. 

4. Resolution 77-30: AMA Support of National Health 


Insurance/Care Legislation (Delegates’ Packet) 

Subject: AMA Support of National Health Insurance/Care Legis¬ 
lation 

Introduced by: Harold J. Byron, M.D., Delegate, Montgomery 
County Medical Society 

Author: James L. Pendleton, M.D., Member, Montgomery County 
Medical Society 

WHEREAS, The Comprehensive Health Care Insurance Act of 
1977 (H.R.-1818) provides for compulsory insurance coverage 
when a free competitive system has already almost completed such 
coverage; and 

WHEREAS, Said act establishes a politically appointed health 
insurance board and unlimited bureaucratic structure to involve 
itself without significant limit in the "utilization of available fi¬ 
nancial resources health manpower and facilities”; and 

WHEREAS, Government medical programs have repeatedly 
proved significantly more expensive than similar services pro¬ 
vided by the private sector; and 

WHEREAS, Government controls through PSRO and certificate 
of need have been extensive and have not proven valuable in 
improving quality of economy of care; therefore be it 

RESOLVED, That the Delegation of the Pennsylvania Medical 
Society introduce and support at the next meeting of the House of 
Delegates of the American Medical Association a resolution to 
withhold support of the American Medical Association from the 
Comprehensive Health Care Insurance Act of 1977 or any other 
legislation that will contribute to government control of medical 
care; and be it further 

RESOLVED, That if the House of Delegates of the AMA votes 
against the above or a similar resolution, the Pennsylvania Medi¬ 
cal Society Delegation shall introduce and support a resolution for 
a vote by the AMA membership regarding AMA support of such 
legislation, the vote to be carried out by mail ballot with accompa¬ 
nying written material on the issue prepared by proponents and 
opponents of AMA support of such legislation 
(Financial Note: No financial impact.) Requires two-thirds vote. 

Your reference committee wishes to compliment the author of 
this resolution, James L. Pendleton, M.D., a member of the 
Montgomery County Medical Society, for his exhaustive research 
into not only H.R.-1818, the AMA sponsored "Comprehensive 
Health Care Insurance Act,” but other proposals that are before 
the Congress. Dr. Pendleton put on a very interesting slide 
presentation for the committee. The committee also heard tes¬ 
timony from doctors who are active with the AMA’s legislative 
process, and it became obvious that even though some of the 
features of the bill may be undesirable, the AMA had to introduce 
legislation into the Congress which is discussing the entire issue. 

Mr. Speaker, your reference committee recommends re¬ 
jection of Resolution 77-30. 

REFERENCE COMMITTEE 
MEDICAL SERVICE "A” 

R. Robert Tyson, M.D. (Philadelphia), Chairman, presented 
the following report of the committee: 

Mr. Speaker and members of the House of Delegates: The Refer¬ 
ence Committee on Medical Service "A” has considered all of the 
reports and resolutions listed in the above Index. Your reference 
committee has grouped the following items together in a waiver of 
debate list. In each instance, there was little or no testimony heard 
and the committee feels the item is of a non-controversial nature. 

1. Report, Ad Hoc Committee to Study Malpractice Insurance, 
from Report of the Board of Trustees (Official Reports Book, page 
21) (File) 

Report, Malpractice, from Report of the Board of Trustees (Offic¬ 
ial Reports Book, page 22) (File) 

Report of the Council on Medical Service (Official Reports Book, 
pages 67-76) (File) 
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Supplemental Board Report A - Status of Argonaut Suit Section 
(Official Reports Book, page 86) (File) 

Supplemental Board Report A - Results of PMS Intervention in 
the Rate Increase Hearings for Argonaut, ISO, and the JUA Sec¬ 
tion (Official Reports Book, pages 86-87) (File) 

Mr. Speaker, your reference committee recommends that 
the above items be Bled. 

2. Resolution 77-3: Standardized Informed Consent (Official Re¬ 
ports Book, page 88) 

Subject: Standardized Informed Consent 

Introduced by: Robert W. Allen, M.D., Secretary, on behalf of the 
Mercer County Medical Society 
Author: Robert W. Allen, M.D. 

WHEREAS, What a physician tells a patient before a medical or 
surgical procedure is part of the practice of medicine; and 
WHEREAS, Physicians and physicians alone should set stand¬ 
ards for informed consent; and 

WHEREAS, Physicians should decide what is reasonable and 
what is best from a medical point of view to tell their patients 
before a medical or surgical procedure; and 
WHEREAS, If all physicians doing the same procedure are 
using the same informed consent, a consent form devised by physi¬ 
cians, then this will be the standard of medical practice; therefore 
be it 

RESOLVED, That the Pennsylvania Medical Society recom¬ 
mend to the state specialty societies that they appoint physicians 
to rate standards of informed consent for their specialty. 
(FinancialNote: Financial impact dependent upon cost involved in 
developing guidelines with legal counsel.) 

Your reference committee was intrigued with the intent of this 
resolution and feels that there should be further study of the 
problem for possible methods of implementation. 

Mr. Speaker, your reference committee recommends re¬ 
ferral of Resolution 77-3 to the PMS Interspecialty Commit¬ 
tee. 

3. Resolution 77-14: Membership Benefit (Delegates’ Packet) and 
Resolution 77-27: Non-PMS Member Argonaut Policyholders 
Subject: Membership Benefit 

Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of 
the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 
WHEREAS, PMS has sponsored a professional liability insur¬ 
ance program since 1971; and 

WHEREAS, This professional liability insurance program has 
been promoted as a PMS membership benefit; and 
WHEREAS, It has been reported that non-dues paying members 
have been accepted by Argonaut Insurance Company; therefore be 
it 

RESOLVED, That this House of Delegates reaffirm its policy 
that only PMS members receive Argonaut coverage through PMS 
membership. 

(Financial Note: No financial impact.) Requires two-thirds vote. 
Resolution 77-27 

Subject: Non-PMS Member Argonaut Policyholder 
Introduced by: Montgomery County Medical Society Delegation 
Author: Samuel F. Cohen, M.D., Montgomery County Medical 
Society 

WHEREAS, It is known that about 400 non-PMS members are 
Argonaut policyholders; and 

WHEREAS, Argonaut malpractice liability insurance is stipu¬ 
lated a PMS membership benefit; therefore be it 
RESOLVED, That Argonaut insurance be denied non-members. 
(Financial Note: No financial impact.) Requires two-thirds vote. 

These two resolutions spoke to the issue of Argonaut insurance 
being a membership benefit. Resolution 77-14 spoke to the issue 
directly and your reference committee recommends approval of 


Resolution 77-14 in lieu of Resolution 77-27. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of Resolution 77-14. 

Mr. Speaker, your reference committee recommends that 
Resolution 77-27 be filed. 

4. Resolution 77-22: Surreptitious Argonaut Policyholders (Dele¬ 
gates’ Packet) and Resolution 77-26: Collection of Dues from 
Non-Member Argonaut Policyholders (Delegates’ Packet) 

Resolution 77-22 

Subject: Surreptitious Argonaut Policyholders 
Introduced by: Samuel S. Faris, II, M.D., Montgomery County 
Author: Samuel S. Faris, II, M.D., Montgomery County 
WHEREAS, Over 400 non-PMS member physicians own Ar¬ 
gonaut malpractice policies; and 
WHEREAS, Such ownership is a stipulated PMS member only 
benefit; and 

WHEREAS, Annual PMS dues not collected for 400 physicians 
represents $60,000; and 

WHEREAS, It is arguable that surreptitious policyholders may 
attract excessive litigation; therefore be it 
RESOLVED, That a census of such litigation be held, and if 
excessive; be it further 

RESOLVED, That a premium correction occur to regular poli¬ 
cyholders and that county assignment of Argonaut malpractice 
incidents be revised. 

(Financial Note: Based on a full active membership at the current 
assessment, the loss experienced would be $250 per member.) 
Requires two-thirds vote. 

Resolution 77-26 

Subject: Collection of Dues from Non-Member Argonaut Poli¬ 
cyholders 

Introduced by: Montogomery County Medical Society Delegation 
Author: Samuel F. Cohen, M.D., Delegate, Montgomery County 
Medical Society 

WHEREAS, It is known about 400 non-PMS members are Ar¬ 
gonaut policyholders; and 

WHEREAS, Argonaut malpractice liability insurance is stipu¬ 
lated a PMS membership benefit; therefore be it 
RESOLVED, Those non-members currently enrolled be as¬ 
sessed for PMS and respective county society dues for the years 
they have had Argonaut insurance. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

The implementation of the Pennsylvania Medical Society Lia¬ 
bility Insurance Company (PMSLIC) makes the intent of Resolu¬ 
tions 77-22 and 77-26 somewhat of amoot question, particularly in 
light of the difficulties that might be encountered to accomplish 
their purpose. 

Mr. Speaker, your reference committee recommends re¬ 
jection of Resolution 77-22. 

Mr. Speaker, your reference committee recommends re¬ 
jection of Resolution 77-26. 

5. Resolution 77-17: Insurance Commissioner (Delegates’ Packet) 
Subject: Insurance Commissioner 

Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of 
the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of the 
Delaware County Medical Society 
WHEREAS, The Insurance Commissioner of the Common¬ 
wealth of Pennsylvania testified before the Insurance Committee, 
Senate of Pennsylvania, on July 10, 1975 and stated, "Before 
getting to the particulars, I would like to state what I consider to be 
the three main objectives of legislation in this area. First, we must 
assure that every health care provider in Pennsylvania has access 
to adequate professional liability insurance. That is not the case 
today. Second, we must take steps to reduce the overall cost of 
medical malpractice insurance by reducing the cost of claims and 
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of procedures required for adjusting claims”; and 

WHEREAS, The availability of professional liability insurance 
for health care providers is not now a problem in 1977; therefore be 
it 

RESOLVED, That this House of Delegates request the Board of 
Trustees of the Pennsylvania Medical Society to inquire what, if 
any, regulations have been implemented through the offices of the 
Insurance Commissioner, Commonwealth of Pennsylvania, to re¬ 
duce the cost of claims and procedures required for adjusting 
claims by carriers underwriting professional liability insurance in 
the Commonwealth of Pennsylvania. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

All testimony heard was in favor of this resolution. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of Resolution 77-17 with referral to the PMS Board of 
Trustees for implementation. 

Resolution 77-19: Recommendations to Relieve the Malpractice 
Crisis (Delegates’ Packet) 

Subject: Recommendations to Relieve the Malpractice Crisis 
Introduced by: Eugene B. Rex, M.D., Otolaryngology and Maxillo¬ 
facial Surgery 

Author: Eugene B. Rex, M.D., Otolaryngology and Maxillofacial 
Surgery 

WHEREAS, The Medical Malpractice Act has accomplished 
nothing to relieve the malpractice crisis, and this act has failed to 
reduce the incidence of suits, frivolous or otherwise; and 

WHEREAS, Premiums continue to escalate, and such exorbi¬ 
tant premiums inflate medical costs without improving medical 
care; and 

WHEREAS, The diligent and best efforts of the PMS have been 
futile to date; therefore be it 

RESOLVED, That the PMS Board of Trustees implement the 
following recommendations of the Interspecialty Committee: 

1. That all malpractice cases involving specialty members be 
submitted for review to a Professional Liability Committee to be 
established by each specialty. The Professional Liability Commit¬ 
tee will be empowered to select from the specialty membership 
three physicians whom they feel most eminently qualified to re¬ 
view the presented case. The recommendations of such a peer 
review committee will be made available to the involved physi¬ 
cian, the defendant’s lawyer and insurance carriers, and the arbi¬ 
tration panel through the PMS. The three panelists may be called 
as expert witnesses both before the arbitration panel and the jury, 
if it goes that far. Any cases involving possible abuse of due proc¬ 
ess, etc., will be referred to PMS; 

2. All claims should be reported to the Professional Liability 
Committee, stating the name of the plaintiff, the plaintiff’s lawyer, 
and, as soon as available, the name or names of any so called expert 
witness on the plaintiffs side, the name of the physician who 
reviewed the chart for the plaintiff’s lawyer, and any other infor¬ 
mation which the member physician feels might be helpful in 
determining what law firms and which doctors aid and abet plain¬ 
tiff attorneys. All such information will be forwarded to PMS; 

3. If any physician member feels that he has not had a fair trial 
due to incompetent legal counsel, the admission of false or mislead¬ 
ing medical information, perjury by a medical or other witness, 
departure from points of law, or intimidation by the court, he 
should present a resume to the committee; 

4. To satisfy the criteria of peer review, the Professional Lia¬ 
bility Committee will forward, in confidence, names and cir¬ 
cumstance of any suit in which it is felt that gross negligence or 
serious incompetence has been demonstrated, to the president of 
the specialty academy for review, and, if indicated, further action; 

5. Each case should be carefully evaluated for champerty and 
maintenance. This involves the seeking and simulation of litiga¬ 
tion and "a proceeding by which a person not a party in a suit 
bargains to aid in or carry on its prosecution or defense in consid¬ 


eration of a share of the matter in suit”; 

6. Frivolous, nuisance, or suits of vindictive nature will be re¬ 
ferred to PMS for countersuit against lawyer and plaintiff. The 
PMS will also refer such cases to respective county medicolegal 
committee for action and to the State Bar Association; 

7. The PMS should establish a medicolegal committee (in con¬ 
tradistinction to malpractice committee) with a competent inde¬ 
pendent trial lawyer who is employed only by the PMS to represent 
members’ interests in these matters; and be it further 

RESOLVED, That such implementation can best be achieved by 
a competent lawyer employed only by the PMS who shall be 
charged with complying with the intent and will of these recom¬ 
mendations. 

(Financial Note: Financial impact undetermined, but of consider¬ 
able magnitude.) Requires two-thirds vote. 

There was considerable discussion, mostly favorable, concern¬ 
ing this rather detailed resolution. Dr. Masland informed the 
reference committee that these issues are already favorably being 
considered by the PMSLIC Board. Your reference committee rec¬ 
ognizes that there needs to be careful consideration and a detailed 
evaluation of all of these issues. 

It was pointed out that item #6 in the first resolved was inappro¬ 
priate and the author agreed to its deletion. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of Resolution 77-19 as amended by deletion of item #6 
in the first resolved, with referral to the PMS Board of Trust¬ 
ees for consideration and appropriate referral. 

(Secretary’s Note: A motion was made from the floor to amend 
the reference committee recommendation as follows: "Mr. Speak¬ 
er, your reference committee recommends referral of Resolution 
77-19, as amended by deletion of item #6 in the first resolved, to 
the PMS Board of Trustees for consideration and appropriate re¬ 
ferral.” This motion passed.) 

6. Supplemental Board Report D - PMSLIC (Delegates’ Packet) 

Your reference committee recognizes that a great deal of effort 

has gone into the preparation of this report and the implementa¬ 
tion of PMSLIC by our Society. This report was the subject of 
considerable discussion, the majority of which was favorable to the 
report and to the method of funding. In spite of all the discussion, 
and the fact that this issue has been before the House of Delegates 
and the members of the Society for some time, it was evident that 
there is still some misunderstanding of the basic premise of form¬ 
ing a captive insurance company. Your reference committee feels 
it is essential that there be an all out effort to carry this informa¬ 
tion by the most direct means possible to all members of this 
Society. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of the first resolved for an assessment of $250 per 
active member. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of the selective assessments as listed in the second 
resolved. 

Mr. Speaker, your reference committee also recommends 
approval of third resolved. 

In view of the extreme importance of rapidly disseminat¬ 
ing information concerning PMSLIC to the members of the 
Pennsylvania Medical Society, Mr. Speaker, your reference 
committee recommends that the Board of Trustees utilize 
whatever means are necessary to correct misunderstand¬ 
ings and assure that each member is adequately informed 
about PMSLIC. 

7. Resolution 77-36: PMSLIC Board of Directors (Delegates’ 
Packet) 

Subject: PMSLIC Board of Directors 

Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of 
the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary 
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WHEREAS, The present book of business of Argonaut consists 
of approximately 4,700 policyholders; and 
WHEREAS, Territory I is comprised of Delaware, Montgomery, 
and Philadelphia County Medical Societies; Territory IV is com¬ 
prised of Bucks and Chester County Medical Societies; Territory 
III is comprised of Allegheny County Medical Socety; and Terri¬ 
tory II is the remainder of the State of Pennsylvania; and 
WHEREAS, It has been reported that Territory I has the largest 
concentration of Argonaut subscribers in the Argonaut portfolio; 
and 

WHEREAS, The present make-up of the PMSLIC Board has 
only one physician representing the physicians in Territory I; 
therefore be it 

RESOLVED, If PMSLIC becomes operational and writes profes¬ 
sional liability insurance, it is recommended that the House of 
Delegates inform and urge the PMS Board of Trustees that the 
Board of Directors of PMSLIC be composed on a territorial basis 
rather than the will of the Board of Trustees of the Pennsylvania 
Medical Society. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

There was considerable discussion concerning this resolution 
that suggested there should be a broad based representation on 
any future PMSLIC Board. Dr. Masland informed the reference 
committee that this thought had already been recognized by the 
PMSLIC Board and that implementation was underway. Since 
Resolution 77-36 addresses only one aspect of PMSLIC Board 
composition, your reference committee recommends a substitute 
resolve: 

"RESOLVED, If PMSLIC becomes operational and writes pro¬ 
fessional liability insurance, it is recommended that the House of 
Delegates advise the PMS Board of Trustees that the Board of 
Directors of PMSLIC should have representation from the various 
risk classes, the geographic distribution of PMSLIC insureds, and 
members of the Pennsylvania Medical Society, making sure to 
include knowledgeable and interested members of the Medical 
Society to the greatest extent possible.” 

Mr. Speaker, your reference committee recommends ap¬ 
proval of the substitute resolution. 

8. Supplemental Report, Council on Medical Service (Delegates’ 
Packet) 

There was no discussion concerning this report. Your reference 
committee recommends approval of the recommendations of the 
Council’s Commission on Professional Liability Insurance. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of the recommendations contained in the Supplemen¬ 
tal Report of the Council on Medical Service. 

9. Resolution 77-28: Interest Funds of Arbitration Panel (Dele¬ 
gates’ Packet) and Resolution 77-32: Medical Malpractice Arbitra¬ 
tion Fund (Delegates’ Packet) 

Resolution 77-28 

Subject: Interest Funds of Arbitration Panel 
Introduced by: Montgomery County Medical Society Delegation 
Author: Edgar W. Kline, M.D., Delegate, Montgomery County 
Medical Society 

WHEREAS, On September 29, 1977, Pennsylvania Common¬ 
wealth Arbitration Panel Administrator Paul Abrams stated that 
the annual bank interest on the physician contributed arbitration 
fund is remitted to the Commonwealth’s General Fund; therefore 
be it 

RESOLVED, That protest be made that these earnings be re¬ 
turned to the Arbitration Fund. 

(Financial Note: No financial impact.) Requires two-thirds vote. 
Resolution 77-32 

Subject: Medical Malpractice Arbitration Fund 
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Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of 
the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D. 

WHEREAS, Paul F. Abrams, Administrator for Arbitration 
Panels for Health, reported on September 29, 1977 at the joint 
meeting of medical-legal committee symposium of Delaware 
County that "our receipts for the 1976 billing period have totalled 
approximately $1,350,000, and to date, for the 1977 period, ap¬ 
proximately $1,295,000 for a total of $2,645,000; and 
WHEREAS, It was reported that the interest income received 
from the investants of these monies has been returned to the 
General Fund of the Commonwealth of Pennsylvania; therefore be 
it 

RESOLVED, That the House of Delegates request the Board of 
Trustees of the Pennsylvania Medical Society to prepare proper 
legislation or administrative amendments to ensure that the in¬ 
terest income is returned to the medical malpractice arbitration 
fund and not to the General Fund of the Commonwealth of Penn¬ 
sylvania. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

There was minimal discussion concerning these issues, all fa¬ 
vorable to the intent of the resolutions. Your reference committee 
felt that Resolution 77-32 spoke more clearly to the issue. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of Resolution 77-32. 

Mr. Speaker, your reference committee recommends that 
Resolution 77-28 be filed. 

10. Resolution 77-29: Locale of Malpractice Incidents (Delegates’ 
Packet) 

Subject: Locale of Malpractice Incidents 

Introduced by: Montgomery County Medical Society Delegation 
Author: Samuel S. Faris, II, M.D., Delegate, Montgomery County 
Medical Society 

WHEREAS, Precise statistical recording is a goal of scientific 
methods; therefore be it 

RESOLVED, That said or real malpractice incidents be attri¬ 
buted to the county where they occur. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

This resolution speaks clearly to the proper recording of mal¬ 
practice incidents with respect to where the incident occured. 
Although there was not a great deal of discussion, all discussion 
was favorable. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of Resolution 77-29. 

11. Resolution 77-34: Report of the 1006 Joint Committee (Dele¬ 
gates’ Packet) 

Subject: Report of the 1006 Joint Committee 
Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of 
the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D. 

WHEREAS, Act 111 "Health Care Service Malpractice Act” was 
signed and approved the 15th day of October, A.D., 1975 by the 
Honorable Milton J. Shapp, Governor, Commonwealth of Penn¬ 
sylvania; and 

WHEREAS, The 1006 Joint Committee held hearings during 
the year of 1976; and 

WHEREAS, Act 111 states, "The Committee shall promulgate a 
proposed code of ethics with suggested legal sanctions to deal with 
any violators of the code of ethics on or before July 1, 1976”; and 
WHEREAS, Act 111 states, "The Committee shall also study all 
phases and the financial impact of the operations of the medical 
professional liability catastrophe loss fund and shall report its 
findings and recommendations to the General Assembly on or 
before July 1, 1977”; and 

WHEREAS, The Delaware County Medical Society has re¬ 
quested a copy of the report of the 1006 Joint Committee from its 


67 


legislators and to date has been informed that the report has not 
been typed; therefore be it 

RESOLVED, That the House of Delegates request the Board of 
Trustees of the Pennsylvania Medical Society to request the Gov¬ 
ernor to urge the Legislature to follow the law of the land and have 
this report of the 1006 Joint Committee finalized and distributed 
to all interested parties. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

The discussion of Resolution 77-34 was limited, however, all 
favorable. There was no report available. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of Resolution 77-34. 

12. Resolution 77-37: Professional Liability Insurance (Delegates’ 
Packet) 

Subject: Professional Liability Insurance 

Introduced by: Wallace O. Lecher, Jr., M.D., Secretary, on behalf of 
the Delaware County Medical Society 
Author: Wallace O. Lecher, Jr., M.D., Secretary 
WHEREAS, Paid advertisements appeared in Pennsylvania 
Medicine during the year 1972, Pennsylvania Medical Society 
sponsor, Argonaut Insurance Company, underwriter, Parker & 
Company, Inc., of Pennsylvania, administrator, with seven key 
features of the program; and 

WHEREAS, Third key feature stated "State Society peer review 
of individual claim or suit settlement disputes”; and 
WHEREAS, Sixth key feature stated "Extensive involvement of 
State Society in underwriting, claims, classification, statistics, 
and rate-making developments”; and 
WHEREAS, Seventh key feature stated "Planned program of 
continuing education and malpractice claims avoidance and pre¬ 
vention”; therefore be it 

RESOLVED, That the House of Delegates request the Board of 
Trustees of the Pennsylvania Medical Society to report the number 
of individual claims that they have peer reviewed by PMS and to 
report the number of claims by county, number of claims by class, 
and the number of incidents by county for the period of 1971-1976 
which has been administered by Frank B. Hall & Company, Inc., 
and underwritten by Argonaut Insurance Company. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

This resolution calls attention to a stated function in the Ar¬ 
gonaut agreement which has been only minimally implemented 
over the past seven years. Your reference committee believes this 
is an important item in loss control and represents a failure of 
Argonaut to carry out their contractual obligations. 

Mr. Speaker, your reference committee recommends ap¬ 
proval of Resolution 77-37. 

12. Resolution 77-43: Frank B. Hall & Company of Pennsylvania, 
Inc. (distributed to the House) 

Subject: Frank B. Hall & Company of Pennsylvania, Inc. 
Introduced by: Howard A. Richter, M.D., Delaware County 
Author: Howard A. Richter, M.D. 

WHEREAS, Frank B. Hall has been the administrator of the 
PMS-Argonaut professional liability insurance program during 
the past two crisis-ridden years; and 

WHEREAS, Hall has favored the Insurance Company over the 
insured members of PMS; therefore be it 
RESOLVED, That PMS no longer employ Hall as its insurance 
broker or administrator. 

(Financial Note: No financial impact.) Requires two-thirds vote. 

After some discussion of this resolution, the author, Howard A. 
Richter, M.D. agreed to the withdrawal of this resolution. 

Mr. Speaker, your reference committee recommends that 
leave to withdrawal be accorded. 

ELECTION OF ALTERNATE DELEGATE TO THE AMA 

At this time, the election was held for an alternate delegate to 


the AMA to fill Dr. R. Robert Tyson’s one-year unexpired term. 
The following were nominated from the floor of the House: 

Doris Bartuska, M.D. (Philadelphia) 

Charles Heisterkamp, III, M.D. (Lancaster) 

John L. Kelly, M.D. (Delaware) 

William J. Mitchell, M.D. (Fayette) 

(Secretary’s Note: John L. Kelly, M.D. (Delaware) was elected to 
fill Dr. Tyson’s one-year unexpired term.) 


ANNUAL ASSESSMENT 

Leroy A. Gehris, M.D., Chairman of the Finance Committee of 
the Board of Trustees and Councilors, presented the following 
report containing the recommendation of the Finance Committee 
that the annual assessment for full dues paying members be $225 
for 1977. 

"Mr. Speaker, members of the House of Delegates, as I men¬ 
tioned when I appeared before you at the first session of this House, 
the Society is faced with a possible deficit for 1977 of at least 
$175,000. In addition, it is important to tell you that if the Penn¬ 
sylvania Medical Society Liability Insurance Company does not 
get sufficient funds to become active, the Society will be responsi¬ 
ble for the start-up costs which could total $200,000 and would 
create a deficit of almost $375,000 for this year. 

"I need not go into detail at this time regarding all of the various 
projects and activities the Society will have which will continue to 
entail heavy expenditures. They have, I believe, been thoroughly 
discussed during the past three days. 

"Since no new projects have been mandated by this House, our 
original projection of a deficit of $394,416 for 1978 still remains 
with us. It is the firm belief of the Board of Trustees that not only 
must we have sufficient funds to remain solvent and help to recu¬ 
perate our losses for the current year, but also be in a position to 
project a sound financial situation for several years ahead. 

"Accordingly, the Board of Trustees recommends that the 1978 
annual assessment for active members of the Pennsylvania Medi¬ 
cal Society be increased by $75 which would make the annual dues 
$225. 

"Contingent upon the approval by the House of the 1978 assess¬ 
ment, the Finance Committee plans to introduce a resolution be¬ 
fore the Board of Trustees which will recommend that 3.55 percent 
of the annual assessment be allocated to the Educational Fund of 
the Educational and Scientific Trust of the Pennsylvania Medical 
Society, which in the case of full dues paying members will be 
$8.00. 

"The Finance Committee also plans to recommend to the Board 
of Trustees that of the annual assessment paid by each active dues 
paying member, .44 percent, or $1.00 in the case of full dues paying 
members, be allocated to the Medical Benevolence Fund. 

"This means that $214 of the annual assessment of each full dues 
paying member will be available to the General Fund for operating 
expenses of the Society.” 

ANNOUNCEMENT 

The Speaker announced that the Board of Trustees would recon¬ 
vene for its reorganization meeting in the Monterey Room imme¬ 
diately following the adjournment of the House of Delegates. 


ADJOURNMENT 


It was moved and seconded that the House of Delegates be 
adjourned. The House was adjourned at 11:10 a.m. 


Respectfully submitted, 

D. Ernest Witt, M.D. 
Speaker 

Donald E. Harrop, M.D. 
Vice Speaker 


G. Winfield Yarnall, M.D. 
Secretary 
Barbara M. Starr 
Assistant Secretary 
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Appendices 


Appendix A 

Annual Report 

Pennsylvania Medical Political Action Committee 

Mr. Speaker, when I spoke to the PMS House of Delegates last 
year, we were less than two months away from the General Elec¬ 
tion. I reported to you at that time that PaMPAC would be involved 
in more campaigns than ever before because of the growing politi¬ 
cal demand to present Medicine’s viewpoints on a multitude of 
important issues such as medical malpractice, comprehensive 
health planning and many others. 

Last year Pennsylvania physicians and spouses, through 
PaMPAC, contributed over $100,000 to 145 candidates including 
64 Democrats and 81 Republicans. 86% of the candidates we sup¬ 
ported won. Through AMPAC, the Pennsylvania medical com¬ 
munity contributed an additional $45,000 in the U. S. Senate and 
Congressional races in Pennsylvania. This, of course, does not 
mean that organized medicine through its political action commit¬ 
tees can simply financially support candidates to office and then 
have those winners become "puppets” of the medical community. 
What it means is that survival in the governmental relations 
jungle without political action is simply impossible. We must rec¬ 
ognize that organized medicine needs to relate to government and 
be able to influence its decisions in order to protect its organiza¬ 
tion, to promote the interest of its members, and, more impor¬ 
tantly, to promote better health care to the people. As a direct 
result of organized medicine’s participation through PaMPAC, 
medicine will, hopefully, help develop influence within the politi¬ 
cal arena. 

Contribution limits, disclosure requirements, and public at¬ 
titudes toward campaign financing have drastically altered Amer¬ 
ican politics. An individual can no longer influence the outcome of 
an election merely by writing a substantial check. In fact, we may 
well be just around the corner from the day when campaigns, at 
least for federal office, are totally financed through government 
subsidy, and even the small contributor will be extinct. 

This approach of federal funding, of course, is just another effort 
to have big government take over individual and group participa¬ 
tion. I don’t have to tell you, as delegates, that the medical profes¬ 
sion is fighting a continuous barrage of onslaughts from the fed¬ 
eral government, the national media, and other outside forces. 
Your contributions to PaMPAC to help fight against the evils of 
big government were never more badly needed. PaMPAC knows 
that the problems that beset our profession today are never going 
to go away—they are with us year in and year out. The government 
will never cease trying to interfere with the practice of medicine. 
We have learned to live with the fact that our battle goes on 
continuously. We know that medicine must not put all of its eggs in 
one basket and rise or fall on one issue, or one political party. We 
must continually fight for the way of life in which we believe and 
for our right and obligation to treat patients in the way we see fit. 
We must continue to participate in politics in as open and honest 
an atmosphere as possible. 

This is why we must continue to stress PaMPAC membership to, 
not only the entire House of Delegates, but to every member of the 
Pennsylvania Medical Society. Our membership rolls, over the 
past ten years, have remained at about 30% of PMS membership. 
We are talking about a $35 contribution of which $10 goes to 
AMPAC through a joint fund raising effort. To go one step further, 
I urge each member of this House, and you colleagues, to become 
sustaining members, with a $100 annual contribution. 

On the brighter side of membership, I would like to point out 
that the Pennsylvania Medical Society Auxiliary, through a con¬ 
certed effort of Mrs. Spencer Servoss, President of the Auxiliary, 


requested that the county auxiliaries contribute to PaMPAC so 
that it can help expand its political education programs and free up 
more of the membership contributions for direct candidate sup¬ 
port. As a result of Mrs. Servoss’ visits to the county auxiliaries, 
PaMPAC received $625 from 36 county auxiliaries. In addition, 
the PMS Auxiliary contributed $300 to PaMPAC, and $300 to 
AMPAC. 

I cannot over-emphasize the importance of contributing to 
PaMPAC. Just remember this, politicians are always conscious of 
two events: The last election and the next election. Political people 
categorize everyone they deal with in very elementary terms: 
Group A—Those who can help or have helped him get elected; 
Group B—Those who could cause him to be defeated; and Group 
C—Everyone else (and they don’t count). Physicians and spouses 
who participate in the political process are actually helping select 
the decision-makers and decision-influencers of government. 

Finally, I’m not just asking you to contribute to PaMPAC, but I 
ask you as delegates to commit yourselves to politics as a way of 
life, and rank it as one of the most important activities to which 
you can commit your time and resources. 

Thank you. 

Appendix B 

Annual Report 

Pennsylvania Medical Cooperative 

Two years ago to the month, amid both doubts and high expecta¬ 
tions, the Pennsylvania Medical Cooperative opened its 
warehouse doors for business. Much has occurred during the brief 
life span of this unique, first of its kind organization, to surprise 
both the pessimist who thought it could not succeed and the op¬ 
timist who thought that to succeed all that was necessary was to 
open the doors for business. 

It was said the Co-op could not compete with the service provided 
by local suppliers. But it does. Some said it could not compete 
price-wise and offer the savings it had promised. But it does. Some 
said it was just a mail order house that would fail if it could not ship 
through an existing delivery service. That myth was shattered last 
year when the Co-op delivered on schedule throughout a rather 
lengthy UPS strike. There also was talk that the Co-op could not 
expand its product line to be a full service organization before 
competitors ran it out of business. The Co-op was full service in a 
little more than a year. 

In spite of all the pluses we can give to the PMC, we can cite some 
problems. The optimists were not correct in their assumption that 
the success of the Cooperative was automatic. It’s one thing to 
build a better mouse trap; it’s another to inform your customers of 
its easy availability. 

The Co-op learned very quickly that a commitment to member¬ 
ship in the organization was not necessarily a commitment to buy 
products. Just like any other business, we must actively and agres- 
sively sell our products to our members. 

You might say, that the first year of Co-op life was a shakedown 
period. We learned what products physicians wanted, in what 
quantity and at what price. We learned that there are peak sales 
months and months that are rather slow. We learned how to 
promote the Co-op more effectively to the members. We learned 
there was a need for telephone ordering service and credit for our 
members. We adjusted to meet the situations and we improved. 

Early estimates of expected sales before the Co-op opened its 
doors for business ranged in excess of a million dollars per year. 
That figure proved to be unrealistic. In 1976 total sales amounted 
to $500,000. The Co-op reevaluated both its marketing effort and 
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in its projected sales figures. The business became more sophisti¬ 
cated and more realistic in its expected growth. In 1977 the Co-op 
Board set a projected sales goal of $800,000. . .$300,000 more than 
1976. With more than two months to go in the calendar year, we 
are happy to report that that goal is within reach. Through proper 
marketing of the Co-op’s new products and services we hope to 
reach still higher sales figures in the future. 

The outstanding growth of the Co-op in 1977 was no accident. It 
was the result of the expansion of the product line from approxi¬ 
mately 1,400 items to over 3,000 items. It was due in part to the 
addition of an executive to the staff to work full time in sales and 
promotion of the Co-op; to the establishment of limited credit for 
members; and to the establishment of a phone service to make it 
more convenient for members to use the Co-op. 

And, much of the credit to the Co-op’s growth must be attributed 
to the PMS House of Delegates and the action that it took in 1976 to 
assure appropriate support for PMC. Based on that House action 
last year, the Board of Trustees and Councilors in January author¬ 
ized a loan of $50,000 to support Co-op expansion in the areas 
mentioned above. 

In addition to our efforts to educate and sell Co-op members in 
Pennsylvania, the Co-op has expanded into one other state. Nego¬ 
tiations with the Summit County Medical Society in Ohio over the 
early months of 1977 resulted in an agreement to supply, through 
the PMC, products to physicians in Ohio. Now, Ohio physicians 
can take advantage of Co-op savings and at the same time the 
Co-op will experience greater inventory turnover which will im¬ 
prove its volume purchasing. Hopefully this concept will spread to 
still more states. 

The two years that the Co-op has been operational have been a 
challenging and educational experience for the Board members 
and staff. We have grown with the Co-op. We have gained experi¬ 
ence in selling to our physician market. We have sharpened our 
business senses to be more effective in negotiating prices with our 
suppliers. And we have gained confidence in our ability to manage 
this unique, first of its kind, organization anywhere in the country. 
Even though the Co-op is not out of the woods financially, we can 
look forward with more certainty than at any time in our brief 
history to a successful conclusion to this business venture. We 
know the Co-op is no longer an idea, but a hard, cold fact. We have 
survived! Now we will succeed. 

The Pennsylvania Medical Cooperative would like to take this 
occasion to express its appreciation for the support the House of 
Delegates and the Board of Trustees and Councilors has given it 
through the years of the Co-op’s formation and actual operation. 
We fully expect to pay dividends for this support in terms of 
increased membership and commitment to PMS. 

Appendix C 

Remarks 

Sidney O. Krasnoff, M.D., President 
Pennsylvania Medical Care Foundation 

Mr. Speaker, Officers, Members of the Board of Trustees and 
Councilors, and members of the House of Delegates. 

I have been searching vainly for an antonym for the word 
malpractice—a word with as much impact, a word that could cause 
a crisis generating an investment of untold man-hours on the part 
of busy and good practitioners of medicine as well as 1.5 million of 
their hard earned dollars over the past three years. 

So, if I were to stand here and try to sell you "good practice” 
insurance you might laugh me out of the hall. Yet, in 1969 George 
Farrar, the 119th President of the Society, placed before you just 
such a proposition implying that we should get into the "good 
practice” business. Faced with that charge the PMS Council on 
Medical Service, in its wisdom, embarked upon the medical care 
appraisal project in 1971. For details I recommend that you refer to 


Appendix C of the Annual Report of the Pennsylvania Medical 
Care Foundation. 

Unless my estimate is grossly incorrect, the majority of physi¬ 
cians in this Commonwealth still believe, as they did in 1969 and 
’70, that we should develop some system of rendering our services, 
with appropriate control of quality and with a method of financing 
that can meet the socio-economic demands of the day—a system 
which would afford the highest quality of medical care to all 
citizens of Pennsylvania and be mutually acceptable to the con¬ 
sumer and provider. 

As a result of the incursion of P.L. 92-603, the Pennsylvania 
Medical Society chose to divert its original charge and directed the 
Foundation to support administratively, developmentally and ed¬ 
ucationally the 12 PSRO’s of this Commonwealth. The time has 
come to return to our original dedicated purpose. 

My experience as a member and officer of the Philadelphia 
County Medical Society, Pennsylvania Society of Internal Medi¬ 
cine and most of all as an individual practitioner of medicine has 
convinced me that the optimal approach to this quest for an alter¬ 
native system can be found in the elements of the Individual 
Practice Association (IPA). 

I do not believe it appropriate to detail the methods of entering 
into such an association, but so firmly do I believe that we must 
comprehend all the implications of the system that I urge you to 
support the recommendation of the Board of Directors of the 
Foundation—a unanimously approved recommendation by repre¬ 
sentatives of physicians, labor, industry, hospitals and recipients 
of our care—a structure mandated by the House of Delegates. The 
Foundation’s Board of Directors firmly believes that it is the only 
qualified organization that can effect this recommendation. 

Appendix D 

Supplemental Report 
Committee on Medical Benevolence 

In August 1977, the Committee on Medical Benevolence re¬ 
viewed the financial status of the Fund. The committee deter¬ 
mined to submit the following recommendation to the Finance 
Committee: 

It was recommended that the current objective of the Fund 
growth and income be changed so that the Fund will realize 
the maximum amount of income annually in order to avoid the 
need of invading the principle. 

In light of the Society’s current fiscal problems, if this recom¬ 
mendation is approved, a $1.00 allocation from the dues would be 
sufficient to cover the expenses of the Medical Benevolence Com¬ 
mittee. 

Respectfully submitted, 

Leroy A. Gehris, M.D. 

Ralph K. Shields, M.D. 

G. Winfield Yarnall, M.D. 

Cyrus B. Slease, M.D., Chairman 

Appendix E 

Supplemental Report A 
Board of Trustees and Councilors 
Summary of Recommendations for Action 

(1) The Board of Trustees unanimously supports the recom¬ 
mendation that the House of Delegates alter the section of the 
Bylaws requiring that Pennsylvania Medicine publish the pro¬ 
ceedings of the House of Delegates so that such publication is no 
longer mandatory. 

(2) The Board of Trustees recommends that the House of Dele¬ 
gates give consideration as to whether or not a resolution be 
introduced at the AMA Clinical Session in the fall which advocates 
re-establishment of the AMA Committee on Quackery. 


70 


Pennsylvania Medicine, January 1978 











(3) In the same regard, the Board of Trustees further recom¬ 
mends that the House give consideration as to whether or not a 
resolution be introduced recommending that the AMA establish a 
nationwide quackery defense fund supported by voluntary con¬ 
tributions from physicians. 

(4) The Board of Trustees recommends that the House of Dele¬ 
gates give consideration as to whether or not a resolution be 
introduced at the AMA Clincial Session which would re-establish 
the AMA Department of Investigation. 

Publication of Proceedings 

At the May 18 meeting of the Board of Trustees, the Board 
unanimously voted to go on record as favoring the elimination of 
the publication of the proceedings of the meetings of the House of 
Delegates. 

This action was recommended to the Board by the Publication 
Committee, which has held several meetings during the past year 
in an effort to improve both the readership and the financial 
posture of Pennsylvania Medicine. The committee reasoned that 
news coverage of the meeting would be more widely read and 
understood by the members than the official proceedings. The 
committee also was concerned with the cost of publishing the 
proceedings, which has risen every year, with the cost of paper 
alone up 50 percent over 1974. 

The Board, therefore, recommends that the House of Delegates 
alter the section of the Bylaws requiring that Pennsylvania Med¬ 
icine publish the proceedings of the House of Delegates so that 
such publication is no longer mandatory. 

We therefore recommend the following change in the 
Bylaws, Chapter III - House of Delegates: 

SECTION 11.-Publication of Proceedings. The proceedings of the 
House of Delegates at the Annual Session, or any special session, 
[shall] may be published in the JOURNAL in the first possible 
issue following the session except that proceedings of Closed and 
Executive Sessions shall not be published. If the proceedings are 
not published, a full report of the session shall appear, and the 
official proceedings shall be available on request to members. 
(Words underlined are being added. Words in brackets are being 
deleted.) 

If the mandatory revision is removed, the news of the House of 
Delegates will be published in Pennsylvania Medicine, and offi¬ 
cial proceedings, or minutes, will be made available to any 
member upon request. 

Committee on Quackery 

In the annual report of the Board it was noted that a class action 
civil suit was brought against the Pennsylvania Medical Society 
and eleven other organizations by a chiropractor in late May. 
Through the summer months, the Committee on Quackery, staff 
and other appropriate individuals of the Society have been work¬ 
ing with PMS legal counsel to review file documents and prepare 
necessary interrogatories. Since this is a class action anti-trust 
suit, we are anticipating a long and difficult struggle which could 
conceivably run in excess of two years. Estimated legal expenses to 
defend against the suit will range from $75,000 to $100,000 per 
year. The Board of Trustees and Councilors has approved the use of 
monies in the Quackery Defense Fund to defray as much of this 
cost as possible. The fund at the present time totals approximately 
$60,000. 

A. Implementation of AMA Committee on Quackery 

In 1975, several state delegations, PMS included, submitted 
resolutions to the AMA House of Delegates recommending re¬ 
activation of the AMA Committee on Quackery. The AMA House 
acted favorably on the recommendation, but administratively it 
was never carried out. Since there are many forms of quackery 
existing in this country, the PMS Committee on Quackery believes 
it is imperative that such a national committee be formed. 
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Recommendation 

The Board of Trustees recommends that the House of Del¬ 
egates give consideration as to whether or not the following 
resolution which calls for the activation of an AMA commit¬ 
tee on quackery be introduced at the AMA Clinical Session 
in the fall. 

WHEREAS, in December 1975, the AMA House of Delegates 
recommended re-activation of an AMA Committee to fight all 
types of quackery; and 

WHEREAS, this recommendation was not implemented by the 
AMA administration; and 

WHEREAS, the problem of quackery continues to grow (as evi¬ 
denced by the problem of laetrile); and 

WHEREAS, there is currently no national body which is fighting 
all types of quackery; therefore be it 

RESOLVED, that within 90 days following the passage of this 
resolution, the AMA activate a committee on quackery whose 
mission is to oppose all types of health fraud deception. 

B. Establishment of National Quackery Defense Fund 

In line with the recommendation to reactivate the AMA’s 
Committee on Quackery, it has been suggested that a nationwide 
quackery defense fund be developed similar to the fund established 
by PMS. In view of the litigation the AMA has been involved in 
with the Church of Scientology and now chiropractic, it is believed 
that such a fund would be extremely useful. 

Recommendation 

The Board of Trustees and Councilors recommends that 
the House of Delegates give consideration as to whether or 
not a resolution should be introduced at the AMA Clinical 
Session in the fall recommending that the AMA establish a 
nationwide quackery defense fund supported by voluntary 
contributions from physicians. 

C. Re-establishment of AMA Investigation Department 

There also has been discussion on the need for an AMA Investi¬ 
gation Department. Many physicians will recall that prior to the 
AMA’s budget crunch a few years ago, such a department existed. 
The Committee on Quackery believes there is a tremendous need 
for such a department on the national level. This department could 
greatly assist committees such as ours in the investigation of 
health fraud. 

Recommendation 

The Board of Trustees recommends that the House of Del¬ 
egates give consideration as to whether or not the following 
resolution calling for the re-establishment of the AMA De¬ 
partment of Investigation be introduced to the fall AMA 
Clinical Session. 

WHEREAS, the problem of quackery continues to grow; and 

WHEREAS, there is currently no national body involved in the 
investigation of health fraud; and 

WHEREAS, a force of this type is badly needed to protect the 
public from such fraud; therefore be it 

RESOLVED, that the AMA Department of Investigation be 
re-established. 

Summary of Legal Expenses 

The trustee of the Twelfth Councilor District suggested that a 
listing of legal costs be presented to the House of Delegates. The 
Board of Trustees concurs that it would be interesting for the 
House of Delegates to see a breakdown of legal expenses, and 
therefore presents the figures listed below which cover the period 
from 1968 to the present: 
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Legal Expenses 



General Legal 

Medical 




Year 

Expenses 

Defense 

Malpractice 

PMSLIC 

Quackery 

1968 

$18,869 

$ 2,322 




1969 

26,471 

12,716 




1970 

21,780 

14,806 




1971 

25,830 

14,228 




1972 

30,219 

732 




1973 

35,808 

8,605 




1974 

40,749 

3,437 




1975 

48,756 

2,737 

$103,470 



1976 

77,940 

22,635 

117,892 

$21,030 

$ 707 

Jan. to July 31, 1977 

49,344 

24,314 

89,778 

5,111 

13,690 


Expert Witness 

The PMS Board of Trustees on November 10, 1976 voted to 
cooperate with law enforcement officials by supplying expert wit¬ 
nesses to the prosecution in cases of violation of the Controlled 
Substances Act, Act 340 of 1974. 

There has been considerable publicity over the past several 
months concerning a few physicians who are violating the law and 
providing a source of illegal drugs. Specifically, the physicians are 
violating Section 13, Clause 14 of Act 64 as amended by Act 340, 
which prohibits: "the administration, dispensing, delivery, gift or 
prescription of any controlled substance by any practitioner or 
professional assistant under the practitioner’s direction and 
supervision unless done (1) in good faith in the course of his 
professional practice; (2) within the scope of the patient relation¬ 
ship; (3) in accordance with treatment principles accepted by a 
responsible segment of the medical profession.” 

Expert witnesses are needed to testify, not against the defen¬ 
dant, but to the standards of acceptable "treatment principles.” 

Following Board action, the county medical and state specialty 
societies were contacted by PMS to encourage their support and 
assistance in providing witnesses as requested by the various law 
officials on the local level. 

Since the mechanism has been in place, several requests have 
been handled through PMS and several others directly through 
the local societies. Dr. Kelly highlighted the Society’s action in a 
speech before the Pittsburgh Press Club in August. 

Status of Argonaut’s Suit 

During the summer months, discovery proceedings in Ar¬ 
gonaut’s $25 million suit against the Pennsylvania Medical Soci¬ 
ety continued. Depositions of both PMS and Argonaut represen¬ 
tatives were secured and it appeared that the case would be sched¬ 
uled for trial in the Eastern District Federal Court in the fall of 

1977. 

However, during the months of August and September 1977, 
settlement discussions between PMS, Argonaut, and Frank B. 
Hall occurred. While an attempt to reach a settlement in August 
did not materialize, a similar agreement was approved by the 
Board of Trustees at a special meeting on September 13, 1977, 
through which the PMS, Argonaut, and Frank B. Hall agreed to 
eliminate all existing suits based on the Society’s ability to acti¬ 
vate the Pennsylvania Medical Society Liability Insurance Com¬ 
pany (PMSLIC) by January 1, 1978 or at the very latest April 1, 

1978. 

The settlement agreement is a complicated instrument contain¬ 
ing a variety of protective mechanisms for all parties, From Ar¬ 
gonaut’s standpoint, its legal actions against the Pennsylvania 
Medical Society will not be jeopardized should the Society be un¬ 
able to proceed with the activation of PMSLIC. On the other hand, 
should the Pennsylvania Medical Society’s efforts to secure suffi¬ 


cient capitalization to proceed with marketing insurance through 
PMSLIC fail, the Society is entitled to retreat from the agreement 
and all things would essentially revert back to the situation as it 
was prior to the settlement discussions. 

As of the writing of this report, the Society is actively engaged in 
efforts to promote and capitalize the Society’s liability insurance 
company for the benefit of all members of the Pennsylvania Medi¬ 
cal Society. 

Results of PMS Intervention in Rate Increase Hearings 
for Argonaut, ISO, and JUA 

Since the Board of Trustees’ initial report to the House of Dele¬ 
gates was prepared, there has been considerable activity in the 
area of professional liability insurance rate increase requests. 
Petitions to intervene in Argonaut, Joint Underwriting Associa¬ 
tion (JUA), and Insurance Services Office (ISO) hearings were 
approved by the Pennsylvania Insurance Department in behalf of 
all members of the Pennsylvania Medical Society. 

As was previously reported, the Argonaut Insurance Company 
early this year had requested a rate increase in the amount of 70 
percent. Following 16 days of official hearings, the second longest 
hearing in Insurance Department history, the Argonaut request 
was rejected. However, an increase in the amount of 23.6 percent 
was refiled and approved per negotiations between Argonaut and 
the Insurance Department. That increase incorporated revised 
class relativities and territories as approved by the House of Dele¬ 
gates at its Special Session in April 1977. The net saving to Ar¬ 
gonaut policyholders was in the amount of $6 million. This result 
was due in large measure to the aggressive intervention by PMS 
actuaries and legal counsel. 

The Joint Underwriting Association (JUA) rate filing for ap¬ 
proximately 45 percent increase was also rejected. Instead, the 
Insurance Department agreed to a rate level identical to that 
which had recently been approved for Argonaut—including the 
changes in class relativities and territories. 

The Insurance Services Office (ISO) has a request pending for 
use of higher increased limits factors in Pennsylvania. These fac¬ 
tors are multiples which are used to determine rates of $100,000/ 
$300,000 when applied to the base rates of $25,000/$75,000. PMS 
testimony at the hearing asserted that the current increased limits 
factors being used by the ISO were adequate, if not excessive. The 
ISO request, if granted, would amount to increased premiums of 
15-17 percent for those companies subscribing to the ISO. Final 
briefs on this issue are due in mid-September and a decision by the 
Insurance Department should be forthcoming some time in Oc¬ 
tober. 

August 1977 Board Actions 

At its August 1977 meeting, the Board of Trustees took action on 
a number of items which are of interest to the House of Delegates 
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but which require no specific House action. The Board takes this 
opportunity to inform the House of Delegates of some of the major 
actions taken at the meeting. Items which require House action 
will be in additional supplemental reports. The actions are as 
follows: 

1. Approved the recommendation of the Council on Education 
and Science that PMS endorse the hypertension screening pro¬ 
gram of the Pennsylvania Department of Health. 

2. Approved the establishment of a PMS credit union for mem¬ 
bers, their families, and employees, and that PMS provide book¬ 
keeping and staff services as necessary, in addition to necessary 
promotion and literature during the first year of operation with an 
initial budget of $500. 

3. The Board reaffirmed its policy of support services to spe¬ 
cialty societies, including expansion of the field contact service to 
include services to all specialty societies not currently utilizing 
PMS administrative support services. 

4. Approved the institution of a flood loan program to assist 
physicians in the Johnstown area. To date, 18 doctors have taken 
advantage of the flood loan program, and outstanding loans total 
$126,000. 

Respectfully submitted, 

John V. Blady, M.D. 

David W. Clare, M.D. 

Donald R. Cooper, M.D. 

Kenneth L. Cooper, M.D. 

Leroy A. Gehris, M.D. 

Raymond C. Grandon, M.D. 

Donald E. Harrop, M.D. 

Richard L. Huber, M.D. 

David J. Keck, M.D. 

William J. Kelly, M.D. 

John B. Lovette, M.D. 

David S. Masland, M.D. 

Carol N. Maurer, M.D. 

Orlo G. McCoy, M.D. 

Joseph M. Stowell, M.D. 

D. Ernest Witt, M.D. 

G. Winfield Yarnall, M.D. 

William C. Ryan, M.D., Vice Chairman 

George A. Rowland, M.D., Chairman 

Appendix F 

Supplemental Report B 
Board of Trustees and Councilors 
Society Restructure 

On September 14, 1977, at a special meeting of the Board of 
Trustees and Councilors, a report was considered from the Ad Hoc 
Committee to Study Society Structure. As mentioned in the An¬ 
nual Report of the Board of Trustees (see Official Reports Booklet), 
the Ad Hoc Committee to Study Society Structure was instructed 
to review present organizational structure and make recommen¬ 
dations to eliminate duplication of activities. 

We feel that there should be no more committees than are 
necessary to accomplish the work of this Society. In order to re¬ 
spond to the often fast-changing social and economic climate that 
surrounds the practice of medicine, these units should be exam¬ 
ined from time to time to see if they’re still relevant or whether it 
might be advisable to shift the work to some other unit which 
might be working on related problems. As far as possible, we 
believe activities should fall under the direct supervision of an 
administrative council. 

Therefore, the Board of Trustees and Councilors requests the 
House of Delegates to consider the following administrative 
structural changes. 

There are currently two special committees of the House of 
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Delegates in existence. In 1963, the House of Delegates approved a 
recommendation of the Board of Trustees that the House create a 
committee on medicine and religion. In 1974 the charge was ex¬ 
panded to include bioethics. The Board of Trustees still believes 
that these areas need to be addressed and feels that these responsi¬ 
bilities should be assigned to one of our existing councils. The 
Board recommends to the House that the Committee on Med¬ 
icine, Religion and Bioethics be eliminated and that a new 
commission be created under the Council on Education and 
Science charged with the present committee’s functions. 

The second special committee of the House is the Committee to 
Study Relations between Medicine and Osteopathy. This Commit¬ 
tee was created in 1961 to study future relations between medicine 
and osteopathy including the possibility of merger of the two. As 
you are all aware, that examination has long since run its course. 
This Committee has been inactive for years and has been serving 
on a standby basis only since 1974. There is an ongoing relation¬ 
ship between medicine and osteopathy carried on by all the admin¬ 
istrative councils depending on the area in question. Overall 
liaison is coordinated by the Board of Trustees. The Board of 
Trustees and Councilors recommends to the House of Dele¬ 
gates that the Committee to Study Relationships between 
Medicine and Osteopathy be eliminated. 

The Committee on Discipline is a standing committee of the 
Society and one that has been relatively inactive. It is a body that 
exists outside the normal disciplinary proceedings of the Society as 
provided for in our Bylaws. The Bylaws state that the Committee 
on Discipline should not conflict or supersede the provisions for the 
regular disciplinary and appeal process as contained in Chapter 13 
of the Bylaws. The Board would like to stress that this recommen¬ 
dation for elimination should not be interpreted as a de-emphasis 
on medical discipline by our Society. A complete re-examination of 
the entire disciplinary procedure, to be coordinated by the Secre¬ 
tary’s office, is planned by the Board of Trustees for the near 
future. Despite this concern in the area of discipline, the Board 
does not feel the committee should remain simply because it has a 
high priority term in its title. Therefore, the Board of Trustees 
and Councilors recommends to the House of Delegates that 
the Committee on Discipline be eliminated and that its duties 
be carried out on an ad hoc basis as assigned by the Board of 
Trustees and Councilors. 

As a point of information, the annual report of the Board of 
Trustees and Councilors recommends the elimination of the Com¬ 
mittee on Objectives. In a related matter, it is noted that the 
annual report of the Committee on Relationships with Allied Pro¬ 
fessions contains a recommendation for its own elimination. 

The Board spent considerable time reviewing the recommen¬ 
dations of the Ad Hoc Committee concerning the major ac¬ 
countabilities now assigned to the Society’s councils. It was noted 
that the responsibilities of the various councils as outlined in the 
Bylaws of the Society sometimes differ with the current list of 
council accountabilities. The Board feels that accountabilities 
change rapidly and that no attempt should be made to detail in the 
Bylaws a comprehensive list of accountabilities for each council, 
thereby enabling the Society to have the flexibility to deal with 
issues in a more responsive way. It was also the feeling of the Board 
that the names of the councils should describe as clearly as possible 
the charges assigned to them by the House of Delegates and the 
Board of Trustees and Councilors. 

The Board of Trustees suggests the following changes with re¬ 
gard to the Society’s councils: 

The Board feels that the name "Council on Legislative Activity” 
would more accurately describe the current function of the Council 
on Governmental Relations. The Board therefore recommends 
that the Council name be changed from Council on Gov¬ 
ernmental Relations to Council on Legislative Activity. 

In regard to the Council on Medical Service, there is a general 
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feeling that its name does not accurately describe its responsi¬ 
bilities. Its responsibilities generally deal with the socio-economic 
aspect of medicine, not with medical services, per se. The Board of 
Trustees and Councilors recommends to the House of Dele¬ 
gates that the name of the Council on Medical Service be 
changed to the Council on Socio-Economic Affairs. 

A special note was made of the long list of the high priority 
accountabilities currently assigned to the Council on Medical Ser¬ 
vice. These include such areas as quality of medical care, long¬ 
term care, health planning, professional liability insurance, rela¬ 
tions with third party payers, and health care costs. The Board 
notes that under existing structure, the Council on Medical Ser¬ 
vice is the logical area for the formal assignment of the overall 
responsibility for developing strong relations with hospital medi¬ 
cal staffs and providing service to meet their specific needs. This is 
an area of certain rapid expansion and is one that will need a high 
degree of Society attention. When responsibilities and ac¬ 
countabilities reach this magnitude, thought must be given as to 
whether one administrative unit can deal with so many varied 
topics effectively. 

The Board of Trustees is not recommending the specific creation 
of an additional council at this time, but is simply alerting the 
House to a possible area of difficulty in the near future. The Board 
of Trustees feels it should be properly equipped to assign all added 
responsibilities as they occur. 

This need for responsive flexibility by the Board of Trustees is 
illustrated by the current status of the Pennsylvania Medical Care 
Foundation. As you are aware, the question of continued PMS 
funding of the Pennsylvania Medical Care Foundation is before 
the House for consideration. The Board, in the past, has been 
assigning certain responsibilities to the Foundation. Should the 
Foundation not be funded, these responsibilities would have to be 
re-assigned to an existing body of this Society. 

The Board will carry out the wishes of the House and assure that 
all responsibilities are appropriately assigned. In view of rapidly 
changing priorities, the Board encourages the House to make the 
Bylaws an instrument to meet the demands placed on PMS with 
respect to the number of administrative councils and their specific 
accountabilities. 

The Board of Trustees and Councilors recommends that 
the House of Delegates change the section of the Bylaws 
dealing with administrative councils so as not to limit the 
specific number of administrative councils and their ac¬ 
countabilities. In addition, the Board requests authorization 
to create appropriate administrative councils as needed, 
subject to review by the House of Delegates. 

To that end, the Board of Trustees and Councilors 
suggests the following Bylaws change: 

Chapter XIV, Section 4, Administrative Councils, to be 
amended as follows: 

The administrative councils shall conduct all of the ac¬ 
tivities and business of the Society, except as otherwise pro¬ 
vided by the Constitution and Bylaws. This Society shall 
have administrative councils as deemed necessary to carry 
out the business of the Society. The final determination 
thereof shall be the responsibility of the Board of Trustees 
and Councilors, subject to review by the House of Delegates. 

Each administrative council shall report directly to the 
Board of Trustees and Councilors and annually to the House 
of Delegates. 

Respectfully submitted, 

John V. Blady, M.D. 

David W. Clare, M.D. 

Donald R. Cooper, M.D. 

Kenneth L. Cooper, M.D. 

Leroy A. Gehris, M.D. 

Raymond C. Grandon, M.D. 


Donald E. Harrop, M.D. 

Richard L. Huber, M.D. 

David J. Keck, M.D. 

William J. Kelly, M.D. 

John B. Lovette, M.D. 

David S. Masland, M.D. 

Carol N. Maurer, M.D. 

Orlo G. McCoy, M.D. 

Joseph M. Stowell, M.D. 

D. Ernest Witt, M.D. 

G. Winfield Yamall, M.D. 

William C. Ryan, M.D., Vice Chairman 

George A. Rowland, M.D., Chairman 

Appendix G 

Supplemental Report C 
Board of Trustees and Councilors 
Relationship—PMS and PBS (Pennsylvania Blue Shield) 

At the special September 14, 1977 meeting, the Board of Trust¬ 
ees reviewed a series of recommendations that resulted from a 
study conducted by PMS legal counsel in which they examined the 
relationship between PMS and PBS. The recommendations were 
designed to minimize the exposure of PMS to anti-trust liability as 
a result of those relationships. 

Historically the ties between PMS and PBS have been many. 
Blue Shield, because of the nature of its business, has a significant 
impact on physicians’ fees in Pennsylvania due to the large 
number of subscribers with Blue Shield coverage. PBS is governed 
by a corporation, and from that corporate membership, the Board 
is elected. These two bodies set the basic policy for the operation of 
PBS. 

There is physician involvement in the Blue Shield corporation 
and its Board. No one could argue the value of physician input into 
the policymaking process of any health care insurance program; 
qualified physician input is needed and should be provided for. 
Legal counsel pointed out to the Board that the Federal Trade 
Commission (FTC) is concerned that organized medicine not con¬ 
trol that input. 

There are two basic ways for a participating physician to become 
a member of the Blue Shield corporation. The first is to be elected 
by his peers. Each participating physician is entitled to make 
nominations for election to the Blue Shield corporation. Each year 
Blue Shield solicits nominations from the various county medical 
societies for the names of physicians that might be interested in 
running. The county medical societies then forward the names to 
the Blue Shield nominating committee and the ballots are drawn. 
Even though the medical societies are not intended to be an exclu¬ 
sive source, county medical societies provide the majority of the 
names for the corporate membership election ballot. 

The second way for a physician to gain a position in the corpora¬ 
tion is to be appointed as one of the members-at-large to the 
corporate membership of Pennsylvania Blue Shield. PMS is 
presently entitled to appoint a total of fourteen. The member-at- 
large positions are provided for in the Blue Shield Bylaws and are 
based on a one member-at-large for each 1,000 participating pro¬ 
viders, or a fraction thereof, in a particular category, e.g., physi¬ 
cians, dentists, etc. 

The Board of Blue Shield is charged with implementing the 
policies of the corporation. The Blue Shield Board is elected from 
the corporation. 

Recent decisions by the United States Supreme Court have re¬ 
solved any doubts concerning the applicability of the anti-trust 
laws to the learned professions. The courts have determined that 
the anti-trust laws apply to the practice of medicine, and that they 
particularly apply when the conduct under scrutiny fixes or sta¬ 
bilizes prices. Several courts have held health care pre-payment 
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plans like Pennsylvania Blue Shield immune from anti-trust en¬ 
forcement because they are within the scope of the McCarran 
Ferguson Act which exempts from the anti-trust laws the business 
of insurance to the extent that it is regulated by the state. The 
same courts have refused to extend that exemption to the medical 
societies that deal with insurers. In fact, the interaction of medical 
societies and Blue Shield Plans is the subject of a specific investi¬ 
gation undertaken by the Federal Trade Commission which is 
reportedly concerned with the Blue Shield plans’ control over 
prevailing fees. In short, we can expect increasing scrutiny over all 
PMS activities, and particularly its relationship with Pennsylva¬ 
nia Blue Shield. 

Because of Blue Shield’s unique role as an insurance carrier, 
they are exposed to little danger as they deal with such issues as 
fee determination, etc. The Pennsylvania Medical Society also is in 
no danger as long as the Blue Shield corporation and their Board 
are independent of PMS. 

The Board would like to make it very clear to the House that the 
simple threat of anti-trust litigation should not in itself dictate our 
policy, but, on the other hand, we should be aware of all possible 
consequences of our activities and avoid, where possible, unneces¬ 
sary complications. 

In view of the results of the recent study conducted by legal 
counsel, the Board would like the House of Delegates to consider 
the following: 

The Board of Trustees recommends that PMS adopt the 
policy that no one in a leadership position with PMS, i.e., 
trustee, officer, etc., should serve on the Blue Shield Board of 
Directors. 

The Board would also like the House of Delegates to decide 
whether or not the PMS Board of Trustees should continue 
to make appointments of the members-at-large to the corpo¬ 
rate membership of Pennsylvania Blue Shield. 

In addition the Board would like the House of Delegates to 
decide whether or not Blue Shield should be encouraged to 
find an alternative method of soliciting names for possible 
election to the corporate membership other than direct solic¬ 
itation to the county medical societies. 

Respectfully submitted, 

John V. Blady, M.D. 

David W. Clare, M.D. 

Donald R. Cooper, M.D. 

Kenneth L. Cooper, M.D. 

Leroy A. Gehris, M.D. 

Raymond C. Grandon, M.D. 

Donald E. Harrop, M.D. 
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David J. Keck, M.D. 

William J. Kelly, M.D. 

John B. Lovette, M.D. 

David S. Masland, M.D. 

Carol N. Maurer, M.D. 

Orlo G. McCoy, M.D. 

Joseph M. Stowell, M.D. 

D. Ernest Witt, M.D. 

G. Winfield Yamall, M.D. 

William C. Ryan, M.D., Vice Chairman 

George A. Rowland, M.D., Chairman 

Appendix H 

Supplemental Report D 
Board of Trustees and Councilors 

Pennsylvania Medical Society Liability Insurance Company 
(PMSLIC) 

Most of you will recall that at its July, 1976 Special Session, the 


House of Delegates authorized the establishment of a physician- 
owned and operated professional liability insurance company. 
That facility, hereinafter referred to as PMSLIC, was formed but 
held in reserve while Argonaut continued to perform satisfactorily 
under the contract which runs through May 31, 1979 between 
PMS, Frank B. Hall & Co., Inc. of Pennsylvania, and the Argonaut. 

Much has transpired in the intervening fifteen months in this 
area. At the 1976 Annual Session in Philadelphia, the House of 
Delegates addressed the issue of capitalizing PMSLIC if it became 
necessary to activate the company. (This issue will be discussed in 
greater detail later in this report.) During this period, the Society 
has expended a huge amount of money in protecting the best 
interests of its members in their dealings with Argonaut, in addi¬ 
tion to the fact that a disproportionate amount of time has been 
required by Society officers and staff to the detriment of many 
other extremely important Society concerns. As an example, Ar¬ 
gonaut filed for a 70% rate increase in January of 1977. The 
hearing which was scheduled to last three days actually covered 
sixteen full days spread over several months. The time and dollar 
commitment to that hearing far surpassed anyone’s expectation. 
And since Argonaut has not had what it considered appropriate 
rates since late in 1975, it is certain that continued business in 
Pennsylvania would guarantee repeated rate filings until the de¬ 
sired rate level was reached or the expiration date of the contract 
passed. 

Additionally, Argonaut’s $25 million suit against the Society 
continued through the discovery process. Depositions and Docu¬ 
ment Production have been costly in terms of time and money and 
legal counsel costs are expected to be in the $100,000 range should 
the matter reach trial. 

These are among the reasons why the Board of Trustees and 
Councilors authorized discussions with Argonaut late this sum¬ 
mer through which an agreement could be reached that would 
release Argonaut from the remainder of the tripartite contract— 
substituting PMSLIC in its place—and terminating all outstand¬ 
ing litigation. A settlement agreement was developed which was 
agreeable to all three parties and at a special meeting on Sep¬ 
tember 13,1977 the Board of Trustees and Councilors determined 
to go forward with PMSLIC. (A copy of the settlement agreement 
signed by all parties is attached.) Also, in a letter dated October 12, 
1977, Pennsylvania Insurance Commissioner William J. Shep¬ 
pard has indicated his department’s approval. 

In addition to endorsing the settlement agreement, the Board of 
Trustees and Councilors authorized implementation of a $250 
mandatory assessment for every member of the Pennsylvania 
Medical Society (with a proportionate reduction for other dues- 
paying members) and a schedule of selective assessments for those 
PMS members who seek insurance from PMSLIC. The adopted 
assessments differ from the assessments authorized by the PMS 
House of Delegates in September of 1976. That resolution stated: 

RESOLVED, That there is hereby levied, assessed and imposed 
a mandatory assessment upon all members of this Society in the 
amount of Five Hundred Dollars ($500.) per each active member 
and a proportionate amount in accordance with the amount of dues 
paid by all other classifications of members, payable only upon 
authorization of, and in accordance with, terms as to payment to be 
adopted by resolutions of the Board of Trustees and Councilors, 
enforceable by termination of membership in this Society upon 
non-payment when due; and 

RESOLVED FURTHER, That any member of this Society who 
terminates such membership and again applies to become a 
member of this Society shall be fully liable for the assessment 
imposed hereby; provided however, that the penalty of termina¬ 
tion of membership for non-payment of this assessment may, upon 
recommendation of such member’s Component County Medical 
Society and upon review and approval by the Board of Trustees and 
Councilors of this Society, be waived upon showing special cir- 
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cumstances such as, and without limitation, cessation of practice 
by reason of health, total removal of practice from Pennsylvania, 
etc., and 

RESOLVED FURTHER, That there is hereby levied, assessed 
and imposed an additional mandatory assessment in the amount of 
Five Hundred Dollars ($500.) per member payable only upon au¬ 
thorization of, and in accordance with, terms as to payment to be 
adopted by resolution of the Board of Trustees and Councilors by 
members of this Society who apply to the Company for insurance; 
provided, however, that upon rejection of an application for insur¬ 
ance to the Company by a member of this Society, the selective 
assessment levied upon applicants for insurance shall be returned 
to the applicant-member; and 

RESOLVED FURTHER, That appropriate officers of this Soci¬ 
ety be and they hereby are authorized to take any and all necessary 
and proper acts to give effect to this resolution and to contribute on 
behalf of the Society to the Company as policyholders’ surplus any 
and all sums raised pursuant to the mandatory uniform and selec¬ 
tive assessments imposed hereby; and 

RESOLVED FURTHER, That it be clear that this resolution is 
intended to be implemented in case the Argonaut Insurance Com¬ 
pany does not continue its contractual responsibilities with Penn¬ 
sylvania Medical Society; and 

RESOLVED FURTHER, That the authority to impose the 
mandatory assessment on the membership of the Pennsylvania 
Medical Society will expire unless this authority is reaffirmed by 
the House of Delegates at the 1977 Annual Meeting. 

The Board of Trustees has been advised that it had the authority 
to adopt different assessments from those adopted last year by the 
House of Delegates. This advice was based primarily on the fact 
that the original authorizing resolution (quoted fully above) was to 
be implemented if Argonaut "does not continue its contractual 
responsibilities with the” PMS. Since this event has not occurred, 
it was reasoned that the action of the House of Delegates did not 
come into operation. Thus the Board of Trustees adopted a new 
plan which reduces the mandatory all-member assessment to 
$250. In reviewing the situation, the Board of Trustees felt that a 
$500 mandatory assessment was excessive and it was felt that the 
majority of the surplus should come from policy holders, the prac¬ 
tice followed by most other physician-owned companies. To make 
the selective assessment as equitable as possible, the Board de¬ 
termined to graduate the assessment according to Risk Class. 

It is, however, the view of the PMS Board of Trustees that such a 
decision must be ratified and approved by the House of Delegates. 
The assessments, as modified, have been sent to all members of the 
PMS and in fact, as of October 20, 1977, $1,006,776 has been 
collected by the PMS. However, if the House of Delegates disap¬ 
proves, it seems certain that the necessary fund raising to build up 
a sufficient amount of policyholders’ surplus of PMSLIC would fail. 
Therefore, if the House of Delegates rejects the following resolu¬ 
tion or a similar substitute, fund-raising activities will be aban¬ 
doned. 

The Settlement Agreement with the Argonaut Insurance Com¬ 
pany provides for closing on or before December 1, 1977. If suffi¬ 
cient funding is not realized by then, the Agreement provides that 
it will not take place and the Pennsylvania Medical Society and 
Argonaut will return to the prior status in the several law suits as 
if the Settlement Agreement had never been signed. 

Accordingly, the Board of Trustees and Councilors recommends 
that the House of Delegates approve the following resolution: 

RESOLVED, That it is hereby levied, assessed and imposed a 
mandatory assessment upon all members of this Society in the 
amount of Two Hundred Fifty ($250) per each active member and a 
proportionate amount in accordance with the amount of dues paid 
by all other classifications of members, payable on or before 
November 15, 1977, and enforceable by penalty of termination of 
membership pursuant to this Society’s Bylaws upon non-payment 
when due; and 


RESOLVED FURTHER, That it is hereby levied, assessed and 
imposed that an additional assessment in the following amounts 
for the following members who apply to the Pennsylvania Medical 
Society Liability Insurance Company (Company) for insurance, 
provided, however, that upon rejection of application for insurance 
to the Company by a member of this Society, the selective assess¬ 
ment levied on the applicant for insurance shall be returned in full 
to the applicant-member: 

Class 1 .... $ 385 
Class 2 .... $ 710 
Class 3 .... $1,100 
Class 4 .... $2,290 
Class 5 .... $2,625 

RESOLVED FURTHER, That appropriate officers of this Soci¬ 
ety be and they are authorized to take any and all necessary and 
proper acts to give effect to this resolution and to invest on behalf of 
this Society sums in the subordinated notes of the Company neces¬ 
sary for the Company to begin business, including but not limited 
to any portion of the sums raised pursuant to the mandatory 
uniform and selective assessments imposed hereby; and if such 
sums are not sufficient for the Company to begin business if in¬ 
vested in subordinated notes, then the appropriate officers are 
authorized to refund such sums to the payors. 

The Board of Trustees and Councilors is mindful of the expres¬ 
sion by the House of Delegates at the Special Session in July of 
1976 that if legal, PMSLIC coverage be strictly limited to PMS 
members. Philosophically, the Board of Trustees and Councilors 
agrees with that position. However, the House of Delegates should 
recognize that there are certain considerations that may bear on 
this issue in the future: 

(1) The Pennsylvania Insurance Department may require 
PMSLIC to extend coverage to non-PMS members; 

(2) There may be anti-trust or restraint of trade implications. 

Even if it develops that non-PMS members could be entitled to 

PMSLIC coverage, the Board of Trustees intends that it will al¬ 
ways be more advantageous for PMSLIC insureds to maintain 
PMS membership. 

Since the September 13 decision to activate PMSLIC, a great 
deal of work has been accomplished. Society officers and staff are 
attending meetings of county medical societies and hospital med¬ 
ical staffs in an effort to answer as many questions as possible; 
legal and actuarial work is proceeding; the PMSLIC Board of 
Directors or its Executive Board is meeting weekly to prioritize 
and resolve problems that will enable an orderly transition of 
business from Argonaut to PMSLIC on January 1, 1978. Promo¬ 
tional and educational information is currently being developed, 
some of which will be available to delegates in Lancaster on Oc¬ 
tober 25. 

While a tremendous amount of work remains, much has been 
accomplished in little more than one month. There are currently 
some fifteen physician-owned and operated professional liability 
insurance companies functioning in this nation and their vital 
signs are very good at this point in time. With your support, 
PMSLIC will join these ranks and we are confident that this will be 
a company of which all PMS members can be very proud. 

Respectfully submitted, 

John V. Blady, M.D. 

David W. Clare, M.D. 

Donald R. Cooper, M.D. 

Kenneth L. Cooper, M.D. 
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John B. Lovette, M.D. 
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William C. Ryan, M.D., Vice Chairman 
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Appendix I 

Supplemental Report E 
Board of Trustees and Councilors 
Implementation of 1976 House of Delegates 
Recommendation 10.05 

At the 1976 meeting of the House of Delegates, the following 
recommendation was contained in the address of the President of 
the Pennsylvania Medical Care Foundation pertaining to data 
management: 

The Pennsylvania Medical Society should officially ad¬ 
dress the medical data issue and consider developing the 
capability to handle data generated by the professional ac¬ 
tivities of physicians to best serve their interests and needs 
of the physicians of the Commonwealth, including the needs 
demanded by peer review of the necessity, appropriateness, 
and quality of services which physicians either provide or 
prescribe. Such a project could also include in the assess¬ 
ment of the administrative data needs of the Pennsylvania 
Medical Society (membership records, mailing lists, inven¬ 
tory systems for the Cooperative, record systems for the 
captive insurance company, etc.). 

As reported earlier in the annual report to the Board of Trustees 
and Councilors, a recommendation was approved to retain the 
services of a consulting firm to study the Society’s data processing 
needs. The data process consulting firm of Auerbach Associates, 
Inc. (AAI), 121 North Broad Street, Philadelphia, Pennsylvania, 
was retained. Mr. Robert L. Getis, Project Manager, was assigned 
by Auerbach Associates as the project coordinator. 

Currently, the Pennsylvania Medical Society uses a local com¬ 
puter service bureau to support a few key, high-volume application 
areas. The AAI study addressed the following two main areas: (1) 
the feasibility of computer support in other application areas, and 
(2) the feasibility of acquiring a computer for in-house operation. 

The report from AAI addressed those two questions. The study 
considered current and future requirements and the potential 
costs and benefits involved in alternative approaches. It was a 
broad, management level study, not a detailed requirement study, 
and was aimed at providing overall guidance to the Society as to 
the feasibility of approaches. 

Based upon the analysis of current and future PMS data sys¬ 
tems, AAI concluded that computer processing is indeed an impor¬ 
tant and economically sound aspect of the Society’s operation. The 
primary conclusions resulting from the study are addressed to the 
feasibility of computer applications, whether or not PMS acquires 
a computer. 

According to the study, it is clear that in-house computing 
offers no immediate cost benefits to PMS. In fact, costs 
would be certain to increase. Thus, acquisition of a com¬ 
puter cannot be justified on economic grounds. 

There are, however, indirect benefits associated with operation 
of the Society’s own computer. Several such benefits have been 
identified during the course of the study and the Society should 
consider these in making its computer decision. Potential indirect 
benefits include: 

(a) More responsive processing service through in-house com¬ 
puting; 

(b) More responsive systems development; 


(c) Improved PMS familiarity with modern technology, greater 
awareness of computing capabilities and, as a result, a more pro¬ 
gressive management posture; 

(d) Enhanced image of the Society on the part of the members; 

(e) Improved ability to take on responsibility for tasks and ser¬ 
vices to members and affiliated organizations; 

(f) Possible development of a springboard for movement into 
major socio-economic data systems. This would facilitate the as¬ 
sertion by the membership that it should retain responsibility for 
its own data; 

(g) A stronger position with regard to control of health data 
systems by the medical profession. 

The Society may determine that these benefits listed above 
justify the additional cost of in-house computing. 

AAI recommended that PMS expand and augment its data proc¬ 
essing activities. On economic grounds, AAI advises against com¬ 
puter acquisition, but the Society may determine that the 
additional cost is justified by the indirect benefits that would be 
realized. 

In AAI’s judgment, the areas justifying automation currently 
are limited to: lists, dues, CME (continuing medical education), 
and Co-op. 

Looking into the future, we anticipate that student loans may 
achieve significant volume to warrant automation, the PMS credit 
union will require automation, and there is planned automation of 
Word Processing and precomposition processing. Other applica¬ 
tions appear marginal or less. 

After reviewing the entire Auerbach study report, the Board of 
Trustees concurred with Auerbach Associates’ recommendation 
that the Society not buy its own computer at this time and instead 
direct our efforts into more sophisticated system development in 
order to aid and streamline our operations where feasible. 

The Board will continue to monitor this situation and will keep 
the House informed of any progress in this area. 

Respectfully submitted, 

John V. Blady, M.D. 

David W. Clare, M.D. 

Donald R. Cooper, M.D. 
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Leroy A. Gehris, M.D. 
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Appendix J 

Supplemental Report F 
Board of Trustees and Councilors 
Establishment of Medical School Section 

The Board of Trustees and Councilors has reviewed a report 
from the Council on Professional Relations and Services which 
advocates the establishment of a medical school section in conjunc¬ 
tion with the PMS House of Delegates. In support of that recom¬ 
mendation, the Council noted that the AM A had sponsored its first 
meeting of the medical school section in June with successful 
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results. The AMA is now requesting that state societies provide a 
similar forum for the leaders of medical schools in an effort to 
improve communications between medical school deans, faculty 
and administrators, and organized medicine. 

The Board of Trustees agrees that the establishment of a medi¬ 
cal school section in Pennsylvania would indeed increase com¬ 
munications between the Society and teaching institutions. Such 
action would also aid in membership recruitment efforts. The 
Board of Trustees also concurs with the suggested implementation 
plan of the Council on Professional Relations and Services. There¬ 
fore, the Board of Trustees and Councilors recommends that 
the House of Delegates approve the establishment of a medi¬ 
cal school section in conjunction with the PMS House of 
Delegates. 

In addition, the Board of Trustees recommends the follow¬ 
ing stipulations contingent upon approval of the above rec¬ 
ommendation: that the section be named "the section on 
medical schools”; that membership in this section shall in¬ 
clude deans of Pennsylvania medical schools provided 
he/she is an active member of the Pennsylvania Medical 
Society. In the event the dean is not an active member of the 
Society, the dean may designate a representative who is; 
membership shall include up to five members of administra¬ 
tion or faculty of each Pennsylvania medical school, desig¬ 
nated by the dean of the school, who are active members of 
the Pennsylvania Medical Society; the section will elect a 
chairman, vice chairman, secretary, delegate and alternate 
delegate to the Pennsylvania Medical Society House of Del¬ 
egates. The organization and structure of the section would 
include, but not be limited to, a business meeting which 
would be held in conjunction with the PMS House of Dele¬ 
gates Session, and there should be a governing council of the 
section to consist of the officers and two members elected by 
the section membership at the business meeting of the sec¬ 
tion. The cost incurred by the participating members of the 
section should not be a responsibility of the Pennsylvania 
Medical Society. 

Establishment of a Resident Physician Section 

The Board of Trustees reviewed a resolution submitted by the 
Council on Professional Relations and Services which recommends 
establishment of a formal resident physician section. 

The Board of Trustees feels that there is merit in establish¬ 
ing a permanent resident physician section and recom¬ 
mends adoption of the following resolution: 

WHEREAS, Resident physicians in Pennsylvania have a genu¬ 
ine vested interest in the business of organized medicine within 
this state and nation; and 

WHEREAS, The need for solidarity within the medical profes¬ 
sion is ever-increasing as numerous special interest groups and 
governmental agencies continue the assault on the physician/ 
patient relationship; and 

WHEREAS, The AMA formed a resident physician section in 
1972 giving House officers voting position on all major AMA policy 
boards and a voting delegate to the House of Delegates; and 

WHEREAS, AMA Executive Vice President, James H. Sam¬ 
mons, M.D., has stated publicly that active participation by resi¬ 
dents is vital to the future of the federation and the solidarity of the 
medical profession; therefore, be it 

RESOLVED, That the Pennsylvania Medical Society form a 
resident physician section to provide a forum within the State 
Society for the exchange of information among resident member 
physicians in training and their more senior colleagues; and be it 
further 

RESOLVED, That the governing committee of the section be 
formed to meet and carry out the function of the section between 
annual meetings and that this committee be properly funded; and 
be it further 


RESOLVED, That the State Society will include House officers 
in the decision or policymaking process affecting all physicians in 
the state and shall include, but not be limited to, representation in 
the House of Delegates; and be it further 
RESOLVED, That the Pennsylvania Medical Society find it in 
the best interest of the Society to include the appropriate number 
of House officers in its delegation to both the annual and interim 
resident physician section meetings held in conjunction with the 
AMA annual and interim meetings. 

(Fiscal note: adoption of this resolution would require funds in the 
amount of approximately $3,000 for the governing committee and 
an additional $8,000-$ 10,000 to sponsor six House officers to at¬ 
tend both the annual and interim meetings.) 

Annual Session Date Change 
The 1977 annual report of the Board of Trustees and Councilors 
(see Official Reports Book) contains the recommendation that the 
1982 annual business session be held at the Host Farm Resort 
Motel in Lancaster, November 1. When checking the calendar for 
future dates, it was discovered that Tuesday, November 2,1982, is 
election day. In view of this conflict, the Board of Trustees 
recommends that the House of Delegates consider a change 
in dates. The Board of Trustees and Councilors recommends 
to the House of Delegates that the 1982 Annual Business 
Session be held at the Host Farm Resort Motel, Lancaster, 
Pennsylvania, October 18-21. 

Pennsylvania Medical Care Foundation 
The Board of Trustees and Councilors considered a report of the 
PMS Finance Committee concerning the 1978 proposed budget, 
specifically as it relates to proposed PMS funding of the Pennsyl¬ 
vania Medical Care Foundation in the amount of $96,160. The 
Finance Committee recommended and the Board of Trustees con¬ 
curred that the funding for the Foundation should be included in 
the 1978 budget; however, there was some question as to the 
ultimate future of the Foundation. 

After a lengthy discussion, the Board agreed that the funding for 
Foundation-related activities should remain a part of the proposed 
1978 budget, but that the Foundation itself should be phased out 
over the coming year and its activities transferred to an adminis¬ 
trative council of the Society. The Board will continue to study this 
proposed change and its ramifications and will be prepared to 
make specific recommendations to the 1978 House of Delegates. 
Therefore, the Board of Trustees and Councilors recom¬ 
mends to the House of Delegates that over the next year the 
Pennsylvania Medical Care Foundation be phased out and 
its activities transferred in an orderly fashion to an adminis¬ 
trative council and that the Board of Trustees be prepared to 
make final recommendations to the 1978 House of Delegates. 

Status of PMS Countersuits 

At the direction of the Board of Trustees and Councilors, the 
Pennsylvania Medical Society’s Ad Hoc Committee on Medical 
Malpractice Insurance, with the aid of legal counsel, has reviewed 
55 medical malpractice suits against physicans. To date, two 
members of the Pennsylvania Medical Society have instituted 
actions for malicious use of civil process (countersuits). In one suit 
a complaint has been filed and the defendant attorneys have filed 
Preliminary Objections contending, among other things, that the 
countersuit does not properly lie because under Pennsylvania law 
an indispensable element of the tort of malicious use of civil proc¬ 
ess is that the physician must have been arrested or his property 
seized. This legal issue must be resolved by the Trial Court or 
Appellate Court before the case may be tried on the merits. 

A second countersuit has been instituted by a member of the 
Pennsylvania Medical Society. Prior to filing a complaint, the 
physician has attempted to discover the defendant attorney’s file 
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in an endeavor to establish whether the defendant attorney prop¬ 
erly investigated the merits of the malpractice suit before it was 
instituted. The defendant has filed Preliminary Objections and the 
Trial Court or Appellate Courts must decide whether the defend¬ 
ant attorney’s file is discoverable or protected by the doctrines of 
"privilege” or "work product” of counsel made in anticipation of 
litigation. 

The Society will continue to review additional malpractice suits 
submitted by members who have been sued. 

Respectfully submitted, 

John V. Blady, M.D. 

David W. Clare, M.D. 

Donald R. Cooper, M.D. 

Kenneth L. Cooper, M.D. 

Leroy A. Gehris, M.D. 

Raymond C. Grandon, M.D. 

Donald E. Harrop, M.D. 

Richard L. Huber, M.D. 

David J. Keck, M.D. 

William J. Kelly, M.D. 

John B. Lovette, M.D. 

David S. Masland, M.D. 

Carol N. Maurer, M.D. 

Orlo G. McCoy, M.D. 

Joseph M. Stowell, M.D. 

D. Ernest Witt, M.D. 

G. Winfield Yamall, M.D. 

William C. Ryan, M.D., Vice Chairman 

George A. Rowland, M.D., Chairman 


Appendix K 

Supplemental Report 
Council On Governmental Relations 

At this writing, the General Assembly has recessed after a hectic 
two months’ exclusive battle with a state budget. During this time 
very little else has received their attention. They are scheduled to 
reconvene on September 26, just weeks before the House of Dele¬ 
gates opens its session. We think it is safe to assume that very little 
can be accomplished in other areas during that time, since the 
Legislature will have to begin immediately on the "rest of the 
budget”—the so-called non-preferred appropriations to schools, 
etc., and to taxes to raise the extra money to fund them. 

We think it is important to note that since the convening of the 
General Assembly in January, very little, if any, work has been 
done in a host of areas, including several of interest to the Penn¬ 
sylvania Medical Society. These areas include a code of ethics for 
legislators, tax reform at the local level, urban problems, rapid 
mass transit, review of mental health laws, development of the 
state’s coal resources, comprehensive health planning, further 
solution in the medical malpractice area, review of the public 
employee bargaining law, environmental protection, con¬ 
sumerism and public utility control, "sunset” laws, the executive 
Department’s regulatory authority, etc., etc. 

Despite this lack of attention to many desperate areas, the 
Society will continue to push for attention to its legislative objec¬ 
tives, as follows: 

Amendments to Act 111, the "Medical Malpractice Act”: 

Pennsylvania professional corporations to be permitted cover¬ 
age under the Catastrophe Loss Fund; 

Provide for a minimum three-year statute of limitations; 


Limit payment for pain and suffering to "grievous impairment”; 

Provide that "punitive damages” be sent to the State Board of 
Medical Education and Licensure; 

Provide for election of the patient of binding arbitration without 
appeal to the court; 

Elimination of PSRO norms, standards and criteria; 

Provide that "periodic payments” may be awarded by the court. 

We will be introducing and supporting, at the suggestion of our 
House of Delegates, a so-called "Confidentiality of Health Care 
Information Act.” This bill would tighten up availability of patient 
medical records. Its stated purpose is to "establish safeguards for 
maintaining the integrity of confidential health care informa¬ 
tion.” 

The Society has caused to be introduced S-233, which would 
amend the "Clinical Laboratory Act” to exclude "laboratories op¬ 
erated by a physician operated solely in connection with the diag¬ 
nosis and treatment of his own patients.” 

The Society will be supporting S-586, which was introduced to 
give the State Board of Medical Education and Licensure au¬ 
thority to certify a physician’s assistant’s training and practice. 
This bill has passed the Senate and is before the House Committee 
on Health and Welfare. 

We will also be supporting S-339, the measure to regulate the 
Commonwealth’s ambulance services and require minimum stan¬ 
dards for equipment and their operators. This bill has already 
passed the Senate and is before the House Transportation Com¬ 
mittee. 

We will be interested in amendments to the "Mental Health 
Procedures Act” (Act 143) designed to lessen the involvement of 
the courts into the treatment process. 

We will be supporting legislation to change the definition of 
"still-born” from sixteen to twenty-eight weeks. 

During the years the Council has spent a goodly amount of time 
during its meetings on the question of how to discipline physicians 
known to their colleagues to not be practicing good medicine for 
various reasons. At first we thought it would be possible to intro¬ 
duce legislation to give the Pennsylvania Medical Society this 
legal authority. Our legal counsel tells us this is not possible. Now 
we will turn our attention to other methods in order to get the State 
Board of Medical Education and Licensure the necessary authority 
to do the job. 

Finally, there is a host of legislation which the Society has 
historically opposed. So far we have not gotten into these areas, 
but, as usual, this will occupy a great deal of our legislative time. 

This year, to date, the Council has reported to the Board of 
Trustees at each of its meetings. It has reported on over fifty bills 
and resolutions that are before the Legislature (Attachment 1). 
Because, as we have noted earlier, of the budget impasse, very few 
have been acted upon, and it seems unlikely that those with any 
kind of a price tag will make it through this year. 


Respectfully submitted, 

R. William Alexander, M.D. 

Thomas W. Bonekemper, M.D. 

Frederick G. Brown, M.D. 

Paul A. Cox, M.D. 

Herbert Fellerman, M.D. 

Philip E. Ingaglio, M.D. 

Thomas J. Kardish, M.D. 

Lawrence J. Mellon, Jr., M.D. 

Peter L. Saras, M.D. 

Mario Sebastianelli, M.D. 

Bernard B. Zamostien, M.D. 

Charles K. Zug, III, M.D. 

David W. Clare, M.D., Board Representative 
Michael P. Levis, M.D., Chairman 
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Attachment 1. Legislation of Interest to Medicine Introduced Into the 1977-78 Session of the Pennsylvania General Assembly 

as of 

October, 1977 


Concerning 

Bill No. 

Explanation 

Society’s 

Position 

Legislative 

Position 







AGING 

S-74 

Creates a Department of Aging; 
transfers all aging services of 
government to new Department 

No position 

In Senate Committee 

ALCOHOL AND DRUG 

S-978 

Governor’s Council on Drug & 

No position 

In Senate Committee 

ABUSE 


Alcohol Abuse to coordinate all 





programs 



AMBULANCES 

S-339 

Minimum standards for all state 

Support 

Passed Senate; in 



ambulance services 


House Committee 

ANESTHESIA 

S-1069 

Equipment to be checked daily; 

Support Department 

In Senate Committee 



fittings for different gasses to 

of Labor and Indus¬ 




be dissimilar 

try’s regulating 
installation of 
systems 


CANCER 

H-274 

Hospitals to advise female patients 

Support giving 

Passed House; 

CANCER 


of availability of Papanicolou test 

information—no 
record keeping 

before Senate Committee 

H-1120 

Would use cigarette tax for cancer 

Support, if Health 

In House Committee 



research by State Health Depart¬ 

Department administra¬ 




ment 

tion is eliminated 


CHIROPRACTORS 

H-711 

Would be included in Workmen’s Com¬ 

Oppose 

Passed House 



pensation program 


with amendment 
to have patients 
see a physician 
first 

CHIROPRACTORS 

H-1238 

Would place chiropractors in 

Blue Shield 

Oppose 

In House Committee 

CLINICAL LABORA¬ 

H-233 

Would remove physicians’ offices 

Support 

In Senate Public 

TORIES 


from definition in "Clinical 


Health & Welfare 



Laboratory Act” 


Committee 

CONSUMERS 

H-890 

Would place consumers on licensing 

No position; Medical 

Bills in Committees 


S-711 

boards 

Board already has 


DEATH CERTIFICATE 

S-104 

Cremation certificate only after 





notice to coroner 

Support 

In Senate Committee 

DEATH CERTIFICATE 

S-401 

Nurse in charge at nursing home 
may sign death certificate 

Oppose 

In Senate Committee 

DEVELOPMENTAL 

S-75 

Creates a Department of Developmental 

Opposition 

In Senate Committee 

DISABILITIES 


Disabilities 



GHOST SURGERY 

S-714 

Requires patient to be informed of all 

Oppose 

In Senate Committee 


S-716 

present in operating room 



GOOD SAMARITAN 

H-978 

Would amend law to include cardiac 

Support 

In House Committee 

LAW 


care units 



LAETRILE 

S-901 

Would permit manufacture and sale in 

Oppose 

Passed Senate; 


H-1240 

Pennsylvania 


on House table 

LUPUS RESEARCH 

S-816 

Would make a grant to Health Depart¬ 

Support research — 

In Senate Committee 



ment to spend for research 

not by Health Dept. 


MALPRACTICE 

S-921 

Provides a limited liability category 
for semi-retired physicians under 

Act 111 

Support principle 

In Senate Committee 

MALPRACTICE 

S-679 

Society-drafted bill to permit profes¬ 

Support 

Hearings held 



sional corporations to purchase cover¬ 
age under Act 111 


in Senate 

MEDICAL ASSISTANCE 

S-292 

Departmental preauthorization for 
non-emergency procedures 

Oppose 

In Senate Committee 

MEDICAL ASSISTANCE 

H-254 

Would require vendors to be reim¬ 
bursed on cost-related basis 

Support principle 

In House Committee 

MEDICAL PRACTICE 

H-307 

Requires a one-year general practice 
residency 

Oppose 

In House Committee 

MENTAL HEALTH 

H-394 

Corrective amendments to "Mental 

All under study by 

In Committee — 


H-395 

Health Procedures Act” 

Pennsylvania Psychia¬ 

hearings expected 


S-1105 


tric Society 


MENTAL HEALTH 

S-977 

Removes requirement that he be a 

Oppose 

In Senate Committee 

COMMISSIONER 


psychiatrist 



MENTAL RETARDATION 

S-979 

Changes provisions for care and 

No position 

Hearings held in 



placement of mentally retarded 


Senate 

MOTORCYCLE HELMETS 

S-550 

Removes requirement in "Vehicle 

Code” that motorcyclists must wear 
helmets 

Oppose 

In Senate Committee 

NEONATAL HYPERTHY¬ 

H-922 

Requires hospitals to test for neo¬ 

Under study 

In House Committee 

ROIDISM 


natal hyperthyroidism 



NEWBORN 

S-958 

Rights to medical treatment for pre¬ 

Support principle 

In Senate Committee 


S-959 

mature infants; testing for genetic 




S-960 

disease 



NURSING 

S-684 

Would have State Board of Nurse 

No opposition if 

In Senate Committee 



Examiners enforce continuing educa¬ 

done by their Asso¬ 




tion 

ciation 
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Legislative 

Position 


Society’s 

Concerning Bill No. Explanation Position 


NURSING 

H-137 

Permits States Board of Nursing to 
examine any person who has served in 
the U. S. Military medical services 

No position 

In House Committee 

ORTH OTISTS & 
PROSTHETISTS 

S-340 

S-341 

These bills would license Orthotists 
and Prosthetists 

Opposition 

In Senate Committee 

PHYSICIANS’ 

ASSISTANTS 

S-586 

Would have State Board of Medical 
Education and Licensure certify 
physicians’ assistants 

Support 

Passed Senate; in 

House Committee 

PHYSICIANS’ 

LIABILITY - PARA¬ 
MEDICS 

S-752 

Protects physicians when giving orders 
to emergency medical technicians 

Support 

In Senate Committee 

PHYSICIANS’ 

LICENSES 

S-937 

Bill designed to increase all state 
fees — would fix physicians’ bi¬ 
annual renewals at $75.00 

Oppose 

Bill amended to 

eliminate and have fees 
set by State Board 
of Medical Education 
and Licensure 

PHYSICAL THERAPY 

H-410 

Amends ’’Physical Therapy Act” to 
exclude athletic trainers 

Oppose 

In House Committee 

PLANNING, HOSPITALS 

H-1176 

HAP-drafted "Health Care Planning 
and Resources Development Act” 

No opposition 
since troublesome 
portions removed 

In House Committee 

PREMARITAL TESTING 

H-273 

Requires, in addition to present 
testing, tests for genetic 
diseases if physician feels it is 
necessary 

No position 

In House Committee 

PRISONS 

H-965 

Would require physicians or nurses 
to be on duty at all times 

Support with amend¬ 
ments to add physi¬ 
cians’ assistants 

In House Committee 

PSYCHOLOGY 

S-320 

Include reimbursement for psy¬ 
chologists’ services by insurance 
companies 

Amend to restrict 

their services 

Passed Senate — in 
House Committee 

PUBLIC EATING 

PLACES 

S-220 

Would require all such establish¬ 
ments to have food removal devices 

Opposition 

In Senate Committee 

PUBLIC WELFARE 

S-753 

Set up a special investigation unit 

No position 

In Senate and House 

INVESTIGATIONS 

H-923 

in the Department of Public Welfare 


Committees 

RUBELLA TESTING 

H-1474 

Females to have premarital rubella 
tests 

Support 

In House Committee 

SALK VACCINE 

H-1294 

Advisory Health Board required to 
approve Salk Vaccine as substitute 
for Sabin Vaccine 

Opposition 

In House Committee 

SMOKING PROHIBITED 

H-989, 990 

Smoking would be prohibited in hos¬ 

No opposition with 



S-168 

pitals and physicians’ offices 

amendments that 
were added to S-168 
to permit hospitals 
to designate areas 

S-168 passed Senate 

SPEECH AND HEAR¬ 
ING TECHNICIANS 

S-86 & 

S-87 

Creates a board to license speech 
and hearing technicians 

Opposition 

In Senate Committee 

VEHICLE CODE 

H-1171 

Amends last year’s codification; we 
are seeking repeal of Section 1518 

Support — with 
amendments 

Passed House 


which requires physicians to report 
patients’ conditions 


Appendix L 

Supplemental Report 
Council on Medical Service 
Commission on Professional Liability Insurance 

Since the initial report of the Council on Medical Service which 
was included in the Official Reports Booklet (pages 67-74), the 
Commission has met two additional times. 

On August 10, 1977 the Commission met primarily to review an 
Argonaut rate filing that would have increased rates approxi¬ 
mately 17% for all classes. Review of Argonaut loss data in con¬ 
junction with several extraneous sources of data led Society ac¬ 
tuaries to conclude that 17% was excessive and the Commission 
recommended that PMS not support the Argonaut filing. 

Additionally, at its August meeting, the Commission prelimi¬ 
narily reviewed House Action 2.05 from the Special Session of the 
PMS House of Delegates held April 17, 1977. Action 2.05 reads as 
follows: ". . . further investigation be made of the effect of one 


territory for the State of Pennsylvania, of more than four ter¬ 
ritories in the state, and of possible regrouping of the presently 
proposed territories and that the Commission report back to the 
House of Delegates at its October, 1977 meeting.” 

Mr. Louis Roberts, PMS consulting actuary from the firm of 
Woodward & Fondiller, indicated his support of the Argonaut 
proposal for the current four-territorial breakdown in Pennsylva¬ 
nia which was approved by the House of Delegates in April, 1977. 
With respect to a statewide average rate, the Commission was 
concerned that it would be discriminatory against physicians in 
rural areas where fees paid are generally lower than those avail¬ 
able in the more metropolitan areas. Consistent with that, was the 
argument that an average statewide rate would only be appropri¬ 
ate in a monopolistic market, in view of the fact that such a rate in 
a state where there is market competition would undoubtedly 
result in adverse selection inboth risk classification and territory. 

Mr. James Ross, Argonaut actuary, indicated that his company 
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believed that the four-territorial division which had been ap¬ 
proved by the House of Delegates in April was the most equitable 
and further indicated that Argonaut was directed by the Pennsyl¬ 
vania Insurance Commissioner to use the current four territories 
in all future rate filings. 

On October 19, 1977, the Commission on Professional Liability 
Insurance reviewed a Woodward & Fondiller report which studied 
rate differentials by county. The report was based on incurred loss 
experience for policy years 1971-1974 as of June 30, 1976, and 
compared data on demographic indicators and claims experience 
by county. Of particular interest to the Commission was a display 
which presented expected number of claims by county; actual 
number of claims by county; and the differential by county when 
compared to the county of Philadelphia. For example, the Commis¬ 
sion noted that Chester County appeared to have had a signifi¬ 
cantly lower number of actual claims than could be expected for 
that county. Mr. Roberts pointed out, however, that the data for 
Chester County when tempered by use of a credibility formula, 
reduces the significance of the actual to expected claims data. Mr. 
Roberts indicated that greater credibility can be given to results 
when there has been a greater volume of claim experience for a 
given area. Because the better experience of Chester County was of 
a relatively small volume, the credibility of the indicators must be 
considered inconclusive. 

The report suggested that seven distinct rating territories 
could be justified. A separate territory for Philadelphia, Montgom¬ 
ery, Delaware, Allegheny, Bucks, and Chester Counties and an¬ 
other territory to include the remainder of state. In his conclusion, 
Mr. Roberts stated that. .. "The data justify moderate changes in 
territorial differentials. It is likely that later experience will soon 
further support the findings developed here.” 

During the discussion of the report’s implications, the Commis¬ 
sion was reminded that any change in the current territories 
would require, not only a filing with and approval by the Insurance 
Deprtment, but extensive administrative changes before new 
policies could be written based on the territorial changes. Because 
the current territories have only been in effect for four months, it 
would be difficult to draw conclusions as to their appropriateness 
or how they compare with the proposed seven territories suggested 
in the Woodward & Fondiller study. 

PMS legal counsel also reminded the Commission that the set¬ 
tlement agreement recently entered into with Argonaut stipulates 
that the new insurance company, PMSLIC, could not increase its 
rates above those currently charged by Argonaut during the period 
January, 1978 to June, 1978, the period when the Argonaut com¬ 
pany will not solicit malpractice insurance in Pennsylvania. It is 
possible that if PMSLIC becomes operational, a third party benefi¬ 
ciary physician could sue the new company or the PMS as a result 
of changes in his premium due to a territorial alteration if the 
territorial change forced him to pay a higher premium than the 
one he would have paid to Argonaut. 

Based on a careful consideration of the Woodward & Fondiller 
report; PMS legal counsel’s opinion; and the views expressed by 
members of the Committee regarding the consequences that could 
result in territorial changes, the Commission made the following 
recommendation: 

The Commission on Professional Liability Insurance rec¬ 
ommends that the report on territorial structure by Wood¬ 
ward & Fondiller be accepted as informational by the House 
of Delegates at this time; and further recommends that an 
additional report be reviewed prior to the 1978 meeting of 
the House of Delegates for the purpose of comparison. At 
that time, recommendations as to change in the current ter¬ 
ritorial structure could be considered if the findings sub¬ 
stantiate or confirm these preliminary indications. 

It is further recommended that if, prior to the 1978 House of 
Delegates meeting, should either Argonaut or PMSLIC re¬ 


quest a rate adjustment of the Insurance Department, then 
either company shall be requested to take into consideration 
the findings of the Woodward & Fondiller Report. 

Respectfully submitted, 

Henry H. Fetterman, M.D. 

Chairman 

Appendix M 

Supplemental Report 

Council on Professional Relations and Services 
At its September 24, 1977 meeting, the Council on Professional 
Relations and Services considered two important items which 
have been forwarded to the Board of Trustees and Councilors for 
further review and, hopefully, on to the House of Delegates for 
action. The two items concerned the establishment of a medical 
school section and a resident physician section within the Penn¬ 
sylvania Medical Society organizational structure. Details on each 
program are as follows: 

Resident Physician Section 

The Council has studied the formation of a resident physician 
section for over a year. On the recommendation of the Council, the 
Board authorized the President of the State Society to appoint a 
Resident Steering Committee to formulate an appropriate pro¬ 
gram. The council and the steering committee have been working 
over the summer months towards the establishment of a formal 
resident physician section in conjunction with the October meet¬ 
ing of the PMS House of Delegates. To that end, the council has 
developed a resolution which is to be presented to the Board of 
Trustees and Councilors for consideration with a request that it be 
referred to the House for action. The resolution is as follows: 

WHEREAS, resident physicians in Pennsylvania have a genu¬ 
ine vested interest in the business of organized medicine within 
the state and nation; and 

WHEREAS, the need for solidarity within the medical profes¬ 
sion is ever-increasing as numerous special interest groups and 
governmental agencies continue the assault on the physician/ 
patient relationship; and 

WHEREAS, The AMA formed a Resident Physician Section in 
1972 giving House officers voting positions on all major AMA 
policy boards and a voting delegate to the House of Delegates; and 
WHEREAS, AMA Executive Vice President, James H. Sam¬ 
mons, M.D., has stated publicly that active participation by resi¬ 
dents is vital to the future of the federation and the solidarity of the 
medical profession; therefore be it 
RESOLVED, That the Pennsylvania Medical Society form a 
Resident Physician Section to provide a forum within the State 
Society for the exchange of information among young physicians 
in training and their more senior colleagues; and be it further 
RESOLVED, That the governing committee of the section be 
formed to meet and carry out the function of the Society between 
Annual Meetings and that this committee be properly funded; and 
be it further 

RESOLVED, That the State Society will include House officers 
in the decision or policymaking process affecting all physicians in 
the state and shall include, but not be limited to, representation in 
the House of Delegates; and be it further 
RESOLVED, That the Pennsylvania Medical Society find it in 
the best interest of the Society to include the appropriate number 
of House officers in its delegation to both the annual and interim 
resident physician section meetings held in conjunction with the 
AMA annual and interim meetings. 

The council attached a fiscal note to the resolution submitted to 
the Board which indicated that adoption of the resolution would 
require funds in the amount of approximately $3,000 for the gov¬ 
erning committee and an additional $8,000 to $10,000 to sponsor 
six House officers to attend both the annual and interim Resident 
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Physician Section meetings held in conjunction with the AMA 
annual and interim meetings. 

The council looks with considerable favor on the eventual forma¬ 
tion of a Resident Physician Section in PMS because it believes it 
will give an added forum to this important segment of the medical 
community. This voice, it is hoped, can generate increased interest 
on the part of residents in formulating policy that will affect their 
future practice in medicine and spur them on to become members 
of the Society earlier in their careers. 

Medical School Section 

In June of this year, the AMA sponsored the first meeting of the 
Medical School Section. The section was established to address the 
communication gap between medical school deans, faculty, and 
administrators and organized medicine. The program was consid¬ 
ered highly successful and the AMA has requested that State 
Societies provide a similar forum for the leaders of medical schools 
in their respective states. The council has reviewed available ma¬ 
terial on the subject and believes that if a medical school section is 
established in Pennsylvania, it would indeed increase communica¬ 
tion between the Society and the teaching institutions. Such an 
effort would further strengthen our recruitment effort within this 
body of physicians and may help to have medical schools speak 
more positively of organized medicine when discussing the matter 
with medical students. To that end, the council referred to the 
Board of Trustees and Councilors a series of recommendations 
which would establish such a section. The council urged the Board 
to act favorably on the recommendations and to refer them to the 
House of Delegates for action. The following is a list of recommen¬ 
dations for the information of the House of Delegates: 

1) The section be named "The Section on Medical Schools”; 

2) Membership in the Section on Medical Schools should in¬ 
clude deans of Pennsylvania medical schools if the dean is an 
active member. If the dean is not eligible for active membership, 
the dean may designate a representative who is an active member 
of the Pennsylvania Medical Society; 

3) Membership should also include up to five members of ad¬ 
ministration or faculty of each Pennsylvania medical school, des¬ 
ignated by the dean of the school, who are active members of the 
Pennsylvania Medical Society; 

4) The section will elect a chairman, vice chairman, secretary, a 
delegate and alternate delegate to the Pennsylvania Medical Soci¬ 
ety House of Delegates. The organization and structure of the 
section would include, but not be limited to, a business meeting 
which would be held in conjunction with the PMS House of Dele¬ 
gates session and there should be developed a governing council of 
the section to consist of the officer and two members elected by the 
section membership at the business meeting of the section; 

5) The cost incurred by the participating members of the section 
should not be a responsibility of the Pennsylvania Medical Society. 

The council sees the establishment of a medical school section as 
another step toward increasing communication with an important 
segment of the medical community. We hope that favorable action 
occurs on this recommendation. 

Pennsylvania Medical Society Credit Union 

The council received approval to a recommendation to the Board 
of Trustees and Councilors of the formation of a Pennsylvania 
Medical Society Credit Union for members, their families, medical 
society staff, and employees of physicians. The council, in studying 
this matter, found that credit unions would have a great appeal to 
the younger physicians, employees of all physicians, and the fami¬ 
lies and staff of physicians throughout the state. It is believed that 
the young physicians will find this as a ready source of additional 
revenue during the years they are establishing a practice. Em¬ 
ployees will find this an excellent fringe benefit that their physi¬ 
cian employer can provide. The organizational phase of the credit 
union is planned for the early weeks of November and promotion 


on the savings and loan aspect of credit union to the membership 
will occur shortly thereafter. We urge all members of the House of 
Delegates to look carefully at this unique program and ask that 
you make it available to your employees as an employee benefit of 
working with you. 

Respectfully submitted, 

Robert Poole, III, M.D. 

Chairman 


Appendix N 

Supplemental Report 
Committee on Constitution and Bylaws 

This report is in response to the referral by the Reference Com¬ 
mittee on Reports of Officers at the 1976 Annual Session to the 
Committee on Constitution and Bylaws to study the recommenda¬ 
tion by the Trustee and Councilor of the Twelfth District as pub¬ 
lished in the Proceedings, November 1976 Pennsylvania Medi¬ 
cine, page 81. 

The Committee on Constitution and Bylaws reviewed the 
present system of organization of PMS as outlined in the Constitu¬ 
tion, Article VI, Sections 1 and 2, and Article VIII, Section 2, the 
Articles dealing with composition of the House of Delegates and 
the Board respectively and determined that system of representa¬ 
tion to be functioning adequately. 

Respectfully submitted, 

Frederick G. Brown, M.D. 

Charles A. Heisterkamp, III, M.D. 

Edward N. Moser, M.D. 

John P. Whiteley, M.D. 

Betty L. Cottle, M.D., Chairman 
G. Winfield Yamall, M.D., Secretary 
D. Ernest Witt, M.D., Speaker 
Donald E. Harrop, M.D., Vice Speaker 
Fred Speaker, Esquire 

John F. Rineman, Executive Vice President 


Appendix O 

Supplemental Report 
Reports of Individual Councilors 
Tenth District 
Lawrence County 

The Lawrence County Medical Society again conducted monthly 
Continuing Medical Education Seminars for Physicians in joint 
sponsorship with the University of Pittsburgh School of Medicine. 

The entire program was in conjunction with that which was 
taking place at St. Francis Hospital and Jameson Hospital. It was 
held for a total of thirty-two hours in Category I. 

Members of the Society again participated in the PA Health 
Preceptorship Program during the summer months. 

Recruitment of new physicians has started to bear fruit. A sur¬ 
geon, psychiatrist, pediatrician, radiologist and four internists 
plus one general practitioner have relocated in the New Castle 
area. 

The Recruitment Committee is still actively seeking more 
physicians. The Society will have six new members added to its 
roster. 

The Future Physicians Club, under the sponsorship of the Wom¬ 
en’s Auxiliary, is a great success with many more members each 
year. 

Respectfully submitted, 

David W. Clare, M.D. 

Trustee and Councilor 
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Appendix P 

Report 

Judicial Council 

At its meeting of October 5, 1977, the Judicial Council consid¬ 
ered in depth the ethical aspects of restrictive covenants as they 
have been used in contractual agreements between physicians. A 
substantial volume of background material was reviewed relating 
to recent and current illustrative cases, submissions by letter and 
in person from interested physicians and legal analysis from coun¬ 
sel for the Pennsylvania Medical Society and the AMA. 

The legality of restrictive covenants was not at issue. The cen¬ 
tral matter for discussion and decision was the need for the Penn¬ 
sylvania Medical Society to propose modifying the present position 
of the Judicial Council of the American Medical Association, 
which reads as follows: 

"There is no ethical proscription against suggesting or entering 
into a reasonable agreement not to practice within a certain area 
for a certain time, if it is knowingly made, understood, and consis¬ 
tent with local law. Whether it is advisable as being in the best 
interest of the public depends on all of the surrounding facts. 

"Ethically such agreements are not forbidden.” 

It is the considered opinion of the Judicial Council: 

1) That restrictions upon geographical area, and duration of the 
restrictions, must be reasonable in the interest of the individual 
circumstances of the contract; 

2) That there may indeed be circumstances in which such cove¬ 


nants may be adverse to the public interest, but there are also 
circumstances in which public interest may well be served or 
undisturbed, and that such determinations must be made with 
close attention to the circumstances of the individual case; 

3) That all parties entering into contracts containing restrictive 
covenants should be fully informed of their presence and their 
effect, preferably with advice of legal counsel; and 

4) Once there is informed agreement to the terms of a restrictive 
covenant, it should be binding unless specific release may be sub¬ 
sequently negotiated. 

The Judicial Council has been made aware of the position taken 
by the American Bar Association in respect to restrictive cove¬ 
nants. It has carefully examined the feasibility of recommending a 
comparable ethical prescription on the part of the American Medi¬ 
cal Association. The conclusion has been reached that this is not 
appropriate. 

The Judicial Council wishes to reaffirm the position adopted by 
the American Medical Association and to emphasize the impor¬ 
tance of a full understanding of all contract provisions before 
signature. 

Respectfully submitted, 

Lewis T. Buckman, M.D. 

George E. Farrar, Jr., M.D. 

Charles K. Rose, M.D. 

William A. Limberger, M.D., Vice Chairman 

Russell B. Roth, M.D., Chairman 


PaMPAC 

Pennsylvania Medical Political Action Committee 

A good investment! 

• Governmental intervention into the practice of 
medicine is on the increase 

• Cost of medical care—malpractice premiums, costs 
of goods, services, etc., is on the increase 


• Regular PaMPAC Membership is still .$35 

($10 goes to AMPAC through a joint fundraising effort) 

• Sustaining Membership is still .$100 

($50 goes to AMPAC through a joint fundraising effort) 


YOU CAN HELP TO INCREASE ORGANIZED MEDI¬ 
CINE’S POLITICAL INPUT BY CONTRIBUTING TO 
PaMPAC P. O. Box 2S5 Lemoyne, Pa. 17043 

If your practice is incorporated, PaMPAC and AMPAC voluntary political contributions should be written on a 
personal check. Contributions are not limited to the suggested amount. Neither the AMA nor PMS will favor or 
disadvantage anyone based upon the amounts of or failure to make PAC contributions. Copies of PaMPAC and 
AMPAC reports are filed with the Federal Election Commission and are available for purchase from the Federal 
Election Commission, Washington, D C Contributions are subject to the limitations of FEC Regulations. Sections 
110.1, 110.2 and 110.5 (Federal regulations require this notice.) 
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At last! A purchasing agent 
for every medical office. 

(Til 

Pennsylvania MEDICAL Cooperative 

How do you know you’re getting the best price for the supplies you use in your medical 
office? You could make a price comparison check with all your local suppliers, or you could 
ask each supplier to bid on the supplies you need; both of which would be extremely time- 

consuming for you and your office staff. We’ve got a better idea.call on the 

Pennsylvania Medical Cooperative. 

The Pennsylvania Medical Cooperative was formed with the sole purpose of being the 
purchasing agent for every Pennsylvania physician. In fact, it is owned and operated by the 
physicians who use it to insure that it meets this goal. 

Pennsylvania Medical Cooperative is a full service supply house offering low cost on all 
medical supplies, office equipment, and practically everything you would need to run an 
efficient medical practice. 

By using the Co-op you can be assured of getting the best all around price for your office 
needs. Yes, you may be able to find a lower price on one or two items from a competitor, but 
the Co-op consistenly offers lower prices on all items.and that’s a fact! 

If you are not using the Pennsylvania Medical Cooperative as your full time purchasing 
agent, don’t you think you should? Call now for details on how you can be a part of this unique, 
first of its kind medical supply operation in the country. 

NON-PROFIT, PHYSICIAN OWNED-OPERATED 
PENNSYLVANIA MEDICAL COOPERATIVE 
3617B SIMPSON FERRY ROAD 
CAMP HILL, PA 17011 

PHONE TODAY 1-800-382-1377 TOLL FREE 


41st Annual New Orleans 

March 31 - April 4, 1978 

Registration: The High 

$200 Nonmember physicians 
$100 Military 
$100 Registered nurses 
Complimentary to students, residents, 
interns and fellows 

Accreditation: 

AMA Physician’s Recognition Award, Category I 
American Academy of Family Physicians, 

American College of Emergency Physicians 


Graduate Medical Assembly 

The Fairmont - New Orleans 

Risk Patient” 


For further information: 

New Orleans Graduate Medical Assembly 
Room 1538, Tulane Medical Center 
1430 Tulane Avenue 
New Orleans, LA 70112 (504) 525-9930 


Presidential reception • Exhibitors’ champagne reception • Mississippi River cruise aboard SS Natchez • Superdome tour, luncheon 
and fashion show for wives and guests • Spring Fiesta—March 31, 1978 "A Night in Old New Orleans” 

Adolph A. Flores, Jr., M.D., President • Oliver H. Dabezies, Jr., M.D., F.A.C.S., Program Director 














Case report 


Alexia without agraphia due to aneurysm 



Figure 1. Left carotid arteriogram reveals a peripheral aneurysm of the 
parieto-occipital branch of the left posterior cerebral artery. 


LAWRENCE P. LEVITT, M.D. 
JOSEPH GASTINGER, M.D. 
WILLIAM McCLINTIC, D.O. 
FRANK LIN, M.D. 

Allentown 

A lexia without agraphia is a 
neurological disconnection syn¬ 
drome in which the patient loses his 
ability to read but retains his ability to 
write. It is characteristically due to 
infarction in the territory of the left 
posterior cerebral artery due to 
thrombosis of that vessel. Below we 
report a case of alexia without 
agraphia due to rupture of an 
aneurysm of the posterior cerebral ar¬ 
tery. 

Case report 

W.K., a 65 year old retired custodi¬ 
an, was admitted to the Allentown 
Hospital on July 21, 1975 for abdomi¬ 
nal pain. A medical history revealed 
that he had suffered a loss of memory 
for approximately five months and 
had been unable to read for three 
months. He reported mild headaches 
but no paralysis or numbness; there 
had been no loss of consciousness or 
convulsion. The abdominal pain was 
relieved with antacids. 

A physical examination revealed 
normal vital signs and general physi¬ 
cal condition, except for tenderness to 
palpation in the epigastrium. 

Neurological examination con¬ 
firmed a memory impairment. The pa¬ 
tient knew the last name of the United 
States president but not the first name 
or that of the vice president. He 
thought the year was 1952. He forgot 
four of four unrelated objects after five 
minutes. 

He was not aphasic. His speech was 
fluent; he could name a book, watch, 
and pen, could repeat phrases, and 
could put his right thumb on his left 
ear. He could perform simple calcula¬ 
tions. He was unable to read or to iden¬ 
tify individual letters, yet he could 
write. He wrote his name and "The 
President lives in Washington” with¬ 
out error. He could not identify colors, 
calling green "brown”, and yellow 
"bluish-red.” 

Cranial nerves were normal except 
for a right homonymous hemianopsia. 


Motor strength was normal. Deep ten¬ 
don reflexes were symmetrical. The 
left plantar response was flexor, the 
right was equivocal. Sensation was 
normal. 

A gastrointestinal series showed a 
hiatal hernia which apparently ex¬ 
plained the epigastric pain. Multiple 
blood cultures were negative. 

The skull x-ray was normal. An 
electroencephalogram showed left 
hemisphere slowing posteriorly. A 

Dr. Levitt is chief of the division of 
neurology at the Allentown Hospi¬ 
tal and the Allentown-Sacred 
Heart Hospital Center and is an as¬ 
sociate in neurology at the Uni¬ 
versity of Pennsylvania. He is 
coauthor of Neurology for the 
House Officer and Pediatric 
Neurology for the House Officer, 
published by the Williams and Wil¬ 
kins Company, Baltimore. Dr. Gas- 
tinger practices family medicine in 
Allentown; Dr. McClintic was in 
the family practice program in Al¬ 
lentown; and Dr. Lin is a neuro¬ 
radiologist in Allentown. 


brain scan showed an area of in¬ 
creased uptake in the left parieto¬ 
occipital region. A left selective 
carotid arteriogram (Figure 1) showed 
a peripheral aneurysm of the parieto¬ 
occipital branch of the left posterior 
cerebral artery. The presence of a sur¬ 
rounding avascular area suggested a 
hematoma. 

A computerized axial tomogram 
(Figure 2A) confirmed the presence of 
a hematoma associated with the 
aneurysm. There was an area of de¬ 
creased density in the occipital region 
posterior to the hematoma consistent 
with an infarct. 

In view of the patient’s age and his 
improvement during hospitalization 
it was decided to follow a conservative 
nonoperative approach. Follow up 
over the ensuing six months revealed 
improvement in reading ability and 
memory, although neither returned to 
normal. A repeat computerized axial 
tomogram six months after the initial 
study (Figure 2B) revealed no signifi¬ 
cant change in the size of the he¬ 
matoma. The center was less dense, 
however, and there was now a dense 
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Figure 2B. Computerized axial tomogram six 
months later reveals no change in size of the 
hematoma but the center is less dense, and a 
dense rim suggests calcification. The irregular 
area of decreased density in the occipital region, 
posterior to the hematoma, persists. 


Figure 2A. Computerized axial tomogram two 
weeks after admission revealed a spherical den¬ 
sity in the left parieto-occipital region whose 
absorption coefficient was consistent with a 
hematoma. There was also an irregular area of 
decreased density posteriorly consistent with an 
infarct. There was no displacement of midline 
structures. 


rim suggesting calcification. The ir¬ 
regular area of decreased density in 
the left occipital area remained com¬ 
patible with an old infarct. 

Discussion 

Alexia without agraphia was origi¬ 
nally described by Dejerine 1 and has 
been brought to recent attention and 
amplified by Geschwind. 2,3 In De- 
jerine’s original case, and in others 
since reported, 4 there was an infarct of 
the left occipital lobe and of the 
splenium of the corpus callosum. The 
syndrome results from a disconnection 
of the visual cortex and the speech 
area. The left occipital lobe lesion pro¬ 
duces the right homonymous 
hemianopsia. 

Lesion of the splenium prevents words 
in the left visual field which are per¬ 
ceived in the right occipital lobe from 
connecting with the language center 
of the left hemisphere, thus producing 
the alexia. Because the language 
center is intact, writing ability is pre¬ 
served. 

The syndrome characteristically oc¬ 
curs from a thrombosis of the left post¬ 
erior cerebral artery, the vessel which 
normally supplies the left occipital 
cortex. Cogan 5 has stated that "alexia 
without agraphia occurs only with 


vascular accidents since trauma, 
tumors and other lesions could 
scarcely be expected to involve the left 
occipital lobe and splenium so com¬ 
pletely and exclusively. If these other 
lesions were sufficient to destroy the 
occiput and splenium, they would al¬ 
most certainly involve also the angu¬ 
lar gyrus in the neighboring parietal 
lobe, producing the more familiar 
syndrome of alexia with agraphia.” 

We know of no other previously re¬ 
ported case in which the vascular ac¬ 
cident producing the syndrome of 
alexia without agraphia was rupture 
of a posterior cerebral aneurysm. In 
one series'* of aneurysms of the pos¬ 
terior cerebral artery a patient who 
had impairment of memory and a 
right visual field defect is described. 
No description of reading or writing 
abnormality is given. 

Review of several other series 7,8 of 
vertebro-basilar system aneurysms 
reveals that the distal location of our 
patient’s aneurysm is unusual. This 
probably explains why other cases of 
rupture of posterior cerebral 
aneurysms produce more than alexia 
without agraphia, in keeping with 
Cogan’s observation. 

The severe memory disturbance 
noted in our case has been reported by 
others 3,9 and is presumably due to as¬ 


sociated infarction of the left hip¬ 
pocampal region. 

We thus add rupture of a posterior 
cerebral aneurysm to the known 
causes of alexia without agraphia. □ 


The authors acknowledge the as¬ 
sistance of the Department of 
Radiology of the Hospital of the 
University of Pennsylvania in per¬ 
forming the computerized axial 
tomography, and thank Dr. Her¬ 
bert Hyman of Allentown for refer¬ 
ring the patient. 
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WOMAN SUFFRAGE 


Social Security Bill Is Signed; 


Gives Pensions to Aged, Joble 


Signs Certificate of Ratification 

at His Home Without iioosevelt Approves Message Intended to Benefit 30,000 

Women Witnesses. Persons When States Adopt Cooperating Laws-He Ca 
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the Measure ‘Cornerstone’of His Economic Program 


MILITANTS VEXED AT PRIVACY. 


Wanted Movies of Ceremony, 
Out Both Factions Are 



SENATE APPROVES 
18-YEAR OLDVOTE 
IN ALL ELECTIONS 


Amendment to Constitution 
is Sent to House, Where 
Passage is Expected 


WASHINGTON, Aup. 14, J 
The Social Security Bill, pro's 
a broad program of unemploj 
insurance and old age pen 
and counted upon to benefit 
20,000,000 persons, became la 
day when it was signed by ! 
dent Roosevelt in the preset 
those chiefly responsible foi 
ting it through •< s. 

Mr. H. sevelt cal me 

“tin erstone 
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WASHINGTON, MarchlO, 
1971—The Senate approve^ 
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THU MAN CLOSES 
TED NATIONS CONFEREE 
ITHPLEA TO TRANSLAT 
CHARTER INTO DEEDS 


NEW WORLD HOPE 


President Hails ‘Great 
Instrument of Peace,’ 
Insists It Be Used 


HISTORIC LANDMARK 

11111 



as Executive 

Peace Gain 

. .~~.. 
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“If we fail to use it,” he declared 
to the solemn final meeting: of the 
delegates, ‘we shall, betray all of 
those who have died in order that 
we might meet here in freedom and 
safety to create it.’ 

“If we seek to use itselfishly-for 
the advantage of any one nation or 
any small group of nations—we 
shall be equally guilty of that be¬ 
trayal.” 

Fervent Interpolation 
The President, speaking in the 
auditorium of the War Memorial 
Opera House, built in memory of 
sons of the Golden Gate city who 
gave their lives in the first World. 
War, in which he himself served, 
seemed to give unconscious expres¬ 
sion to the solemn feeling of the 
occasion when, at the outset of his 
speech, he interpolated the words, 
half a hope, half a prayer: 

“Oh, what a great day this can 
be in history!” • 

Just before the plenary session 
the President accompanied the 
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WASHINGTON, Jan. 27, 
1973—“With the signing of 
the peace agreement in 
Paris today, and after re¬ 
ceiving a report from the 
Secretary of the Army that 































PATIENT PACKAGE INSERTS: A 
CONCEPT WHOSE TIME HAS COME? 


The consumer’s right to know is an ir¬ 
reversible and desirable trend of the 
Seventies. It extends, and properly, to a 
patient’s right to know more about his 
or her prescription medications. Otw 
way, gaining favor, is through patient 
package inserts. Wisely-prepared and 
properly distributed when medically in¬ 
dicated, they could markedly improve 
patient knowledge and drug therapy— 
laudable goals by anyone’s standards. 

The PMA endorses these goals and 
will work with government, the health 
professions and consumers to achieve 
them. 

_ The Advanta ges_ 

The concept holds promise of benefits: 
better patient understanding of the 
product prescribed, better adherence 
to the treatment plan, and more aware¬ 
ness of possible side reactions. 

Every doctor has had patients 
who fail to finish antibiotic regimens 
because they feel better. Some patients 
assume that if one tranquilizer or 
analgesic is good, two may be twice as 
good. Still others fail to report dizzi¬ 
ness while on antihypertensive therapy 
—and so on. 

Problems like these might arise 
less often if the patient received writ¬ 
ten information in addition to verbal 
instructions. Some studies suggest 
that patients are more receptive to 
such materials, and they more often 
understand the verbal instructions and 
follow them, when inserts are used. 

The Disadvanta ges_ 

There are also some potential prob¬ 
lems. Obviously, the inserts must be 
clearly phrased, without extraneous or 
complex detail. How much information 


is enough? How can it be kept current? 
Should all patients receive the same 
information? Should inserts be in¬ 
cluded with all drugs? Should only 
potential problems be listed or are 
patients better off with a “fair balance” 
presentation that describes usefulness 
as well as drawbacks? 

These and similar questions 
require answers, since model inserts 
have yet to be properly developed and 
tested. Despite the need for these 
studies, the FDA is proceeding pre¬ 
maturely with inserts on selected 
products. We think the Congress is the 
only place where the matter can be 
given the proper legal status and 
direction, particularly since it repre¬ 
sents a conceptual change in the legal, 
medical and social framework of the 
nation’s prescription drug information 
system. 

The Solution 

The PMA believes that carefully- 
devised pilot studies of various kinds 
of inserts are needed. They should be 
developed and implemented with full 
participation by doctors, pharmacists, 
consumers, communications experts 
and the drug industry. Such studies 
will provide reliable pathways to 
follow, so that inserts will be useful 
aids to medical practice. 

And particularly we think that 
you should be closely involved in this 
debate and in these studies and deci¬ 
sions. Otherwise, people with less 
experience and qualifications may 
control the purposes, content and use 
of a tool with considerable promise for 
improved patient care. It could make a 
difference in your practice tomorrow, 
and more importantly, in the health 
of your patients. 


VMK 

THE PHARMACEUTICAL MANUFACTURERS ASSOCIATION 
1155 FIFTEENTH ST, N, W, WASHINGTON, D. C, 20005 









COLD FEET 

LEG CRAMPS 

TINNITUS 

DISCOMFORT 
ON STANDING 



LIPO-NICIN 

A PERIPHERAL VASODILATOR 



IMMEDIATE or GRADUAL 


nicotinic acid therapy 


IMMEDIATE RELEASE 


GRADUAL 

RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid .100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-1) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


LIPO-NICIN/250 mg. 

Each yellow tablet contains: 

Nicotinic Acid .250 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-l) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 

Pyridoxine HCL (B-6). . 10 mg. 
DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


LIPO-NICIN/300 mg. 

Each time-release capsule con- 


KlIIIS. 

Nicotinic Acid .300 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (H-l) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). . 10 mg. 
In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: For use as a vasodilator in the symp¬ 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins. The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur. Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. 


(broivjjb the BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Literature and Samples 
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PROFESSIONAL LIABILITY INSURANCE 
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EASTERN PENNSYLVANIA OFFICE 

L. R. Wilson, Jr., S. B. Elston, Jr., G. R. Phillips, Jr., E. P. Ziemba, R. J. Nolen, Jr., and G. A. Baack, Representatives 
Suite 202, Plymouth Plaza, Plymouth Meeting 19462 Telephone: (215) 825-6800 

WESTERN PENNSYLVANIA OFFICE: Ned Wells, S. T. Ingram, and D. C. Hoffman, Representatives 
1074 Greentree Road, Pittsburgh 15220 Telephone: (412) 531-4226 
























TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 


APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 



Cerebro- 




Nicin 


CAPSULES 


A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid ...100 mg. 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write for literature and samples . . . 

( BRC.lViJI THF BROWN PHARMACEUTICAL CO. 

L 2500 W. 6th St., Los Angeles, Calif. 90057 


MEDICLINICS 

POSTGRADUATE MEDICAL REFRESHER COURSE 

FORT LAUDERDALE, FLORIDA 

MARCH 6 -17, 1978 

SPONSORED BY FLORIDA ACADEMY OF FAMILY PRACTICE AND 
THE BROWARD MEDICAL CENTER 

“This program is acceptable for 50 (Prescribed Hours) by the 
American Academy of Family Physicians.” 

PRE-REGISTRATION — $300.00 

MEDICLINICS 

832 Central Medical Building 
Saint Paul, Minnesota 55104 

EXCELLENT FACULTY, FINEST HOTEL, 

PEAK OF WINTER SEASON 

























How to use influenza virus vaccine for 1977-78 


The Bureau of Biologies, Food 
and Drug Administration, re¬ 
views influenza vaccine formula¬ 
tion regularly and recommends 
reformulation with contemporary 
antigens when indicated. Bivalent 
influenza vaccine for 1977-78 will 
contain inactivated influenza A 
and B viruses representative of 
currently prevalent strains. Each 
adult dose of vaccine will contain 
400 chick cell agglutinating 
(CCA) units of antigen or its 
equivalent in the following pro¬ 
portion: 200 CCA units of influ¬ 
enza A virus comparable to the 
prototype A/Victorial3l75 (H3N2) 
and 200 CCA units of B/Hong 
Kong/5/72 influenza virus. 

The 1977-78 vaccine will be 
available in "split-virus” and 
"whole-virus” preparations. 
Split-virus vaccines, which con¬ 
tain antigens produced by chemi¬ 
cally disrupting the influenza vi¬ 
rus, have been associated with 
somewhat fewer side effects than 
whole-virus, particularly in chil¬ 
dren. However, the split-virus 
vaccines appear to be somewhat 
less effective in eliciting an¬ 
tibodies when given as a single 
dose to persons who have not been 
"primed” by exposure to related 
viruses in nature or through vac¬ 
cination. 

The characteristic side effects 
and immunogenicity of split-virus 
and whole-virus influenza vac¬ 


cines are important in under¬ 
standing dosage recommen¬ 
dations for various age groups. 
Adults and older children, most of 
whom have had experience with 
influenza antigens related to 
A/Victoria/3/75 or B/Hong Kong/ 
5/72 either by infection or through 
vaccination, can be expected to 
have a good antibody response to a 
single dose of the 1977-78 bivalent 
influenza vaccine. 

Children less than six years old, 
some of whom have not encoun¬ 
tered the currently prevalent vi¬ 
ruses, will need two doses of vac¬ 
cine given four or more weeks 
apart in order to achieve satis¬ 
factory antibody responses. These 
children will not be adequately 
protected unless the second dose is 
given. Furthermore, because chil¬ 
dren and adolescents tend to expe¬ 
rience somewhat more side effects 
from influenza vaccine than 
adults, only split-virus vaccines 
should be given to persons under 
18 years of age. 

Vaccine usage 

Annual vaccination is strongly 
recommended for adults and chil¬ 


The information in this article is 
based on recommendations of 
the Public Health Service Advi¬ 
sory Committee on Immuniza¬ 
tion Practices. 


dren of all ages who have such 
chronic conditions as: 1) heart dis¬ 
ease of any etiology, particularly 
with mitral stenosis or cardiac in¬ 
sufficiency; 2) chronic bron¬ 
chopulmonary diseases, such as 
chronic bronchitis, bronchiectasis, 
tuberculosis, emphysema, and 
cystic fibrosis; 3) chronic renal 
disease; and 4) diabetes mellitus 
and other chronic metabolic disor¬ 
ders. 

Vaccination is also recom¬ 
mended for older persons, particu¬ 
larly those over age 65, because 
excess mortality in influenza out¬ 
breaks occurs in this age group. 

Vaccination also may be consid¬ 
ered for persons who provide es¬ 
sential community services and 
may be at increased risk of expo¬ 
sure. Vaccination of such persons 
and of patients not specified in the 
high-risk groups should be made 
on an individual basis giving con¬ 
sideration to the inherent bene¬ 
fits, risks, and costs. 

Table I accompanying this arti¬ 
cle summarizes vaccine and dos¬ 
age recommendations by age 
group for 1977-78. These recom¬ 
mendations are derived from ob¬ 
servations made during the field 
trials of influenza vaccines con¬ 
ducted in 1976. Because informa¬ 
tion on the immunization of in¬ 
fants and young children is limit¬ 
ed, the dosages recommended for 
them are conservative. 


TABLE I Influenza Vaccine Dosage by Age, 1977-78 


Age 

18 years and older 

Product type 

Whole-virus or 

Split-virus 

Dose 

volume (ml) 

0.5 

Total 

CCA units 1 

400 

Number 
of doses 

1 

6-17 years 

Split-virus 

0.5 

400 

1 

3-5 years 

Split-virus 

0.25 

200 

2 2 

6-35 months 

Split-virus 

0.15 

120 

2 2 
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1 Representing equal amounts of A/Victoria/75 and B/Hong Kong/72 

2 Four weeks or more between doses; both doses essential for good protection 
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NOW, AS A MEMBER OF 
THE PENNSYLVANIA 

MEDICAL SOCIETY 

YOU CAN LEASE A CAR 

AT A PREFERREB 


Your society is pleased to announce a new vehicle leasing program 
offered through Commercial Credit/McCullagh Leasing, Inc., one of the 
nation’s foremost leasing organizations. 

In addition to preferential rates, special features offered to 
members include: 



• All vehicles delivered directly to your home 
or office, when you specify. 

• An unlimited selection. All makes, models, 
colors and options. 

• Complete freedom from time-consuming 
licensing, registration and paperwork. This 
is all handled for you. 

• A national account purchase charge plan 
with significant price reductions on auto 
supplies including tires, batteries and 
services, at major suppliers throughout 
the nation. 

• No down payment or trade-in is needed. 

• Exclusive “Man-In-Detroit” warranty back 
up service to resolve local service problems. 

• McCullagh Leasing, Inc. is part of the 

$4 billion Commercial Credit Family with 
over 50,000 vehicles on the road. 

For more information, mail the coupon today. 


r-1 

I PENNSYLVANIA MEDICAL SOCIETY | 

1 20 ERFORD ROAD 
| LEMOYNE, PENNSYLVANIA 17043 

I Gentlemen: 

Please send me leasing information on the following: 

Car_Truck_Auto Fleet_ 

Make_ 

I Model_ a 

■ Options_ a 

| NAME_ | 

MEMBERSHIP # 

I ADDRESS_ I 


CITY_STATE_ZIP 

I___J 























Know your taxes 


The physician’s income tax checklist 


DONALD L. DeMUTH, C.P.A. 

EDWARD H. ACHORN, M.Adm., C.P.A. 
Harrisburg 


W hen the anathematic letters "IRS” are mentioned, 
many physicians immediately think of a monolithic 
bureaucracy whose sole function is to take as many of their 
hard-earned dollars as possible. As each new round of tax 
laws passes Congress, it appears that legislators are bent 
on penalizing the hard working and industrious. The only 
sensible approach for the physician is to pay the smallest 
amount of federal income tax legally possible. 

The purpose of this article is to acquaint doctors with how 
taxable income and income tax are determined. A checklist 
of items and commentary are included to assist the physi¬ 
cian in compiling information for his tax advisor or in 
preparing his own return. The checklist is not intended to 
be all inclusive. 

Overview 

Before examining individual deductions and items of 
income, review the computation of taxable income and 
income tax. 

Business deductions, such as aide salaries, office rent, 
drugs, and supplies, are subtracted from practice income 
collected to determine the net practice income of a solo 
practitioner. If the doctor is a partner or employe of a 
partnership or an employe of a professional corporation, 
the partnership will determine his share of the practice 
income or, as an employe, he will receive a W-2 form for his 
salary. Other income, dividends and interest, for example, 
are added to the net practice income or salary. 

From this total income figure, adjustments to income, 
moving expenses and alimony, for instance, are deducted. 


The authors are on the faculty of the Pennsylvania State 
University’s Capitol Campus, Middletown. Mr. DeMuth 
is an assistant professor of accounting and finance and 
Mr. Achorn is an assistant professor of accounting and 
management. 


This total is known as the adjusted gross income. 

At this point the physician has the option of itemizing 
deductions or not doing so. If he does not itemize his deduc¬ 
tions, such as loan interest and charitable contributions, he 
is entitled to a deduction of $3,200 if he is married, or 
$2,200 if he is single. When deciding "to itemize or not to 
itemize,” the physician should determine which method 
allows him to have the highest deductions. 

Also at this time, exemptions of $750 per dependent and 
additional deductions, if he or his spouse are over 65 or 
blind, are subtracted. This final figure is the taxable in¬ 
come. 

Federal income tax is computed on the taxable income. 
From this amount tax credits, such as investment credit 
and child care credit, are subtracted to determine the in¬ 
come tax that must be paid. 


TABLE I 

Taxable Income and Income Tax Payable 
(Sample) 


Taxable income 

Practice income collected 

$85,000 

Business deductions 

- 34,000 

Net practice income 

51,000 

Other income 

+ 5,000 

Total income 

56,000 

Adjustments to income 

- 9,000 

Adjusted gross income 

47,000 

Itemized deductions 

- 6,000 

Exemptions 

- 3,000 

Taxable income 

$38,000 

Income tax payable 

Income tax 

$11,060 

Tax credits 

- 560 

Income tax payable 

$10,500 
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Table I illustrates the computation of taxable income and 
federal income tax payable for an unincorporated, solo, 
primary care physician. 

Residents and interns may take advantage of those situ¬ 
ations in which $300 per month of their stipend, up to a 
maximum of 36 months, may not be taxable. The courts 
have not yet fully decided whether the stipend received by 
interns and residents is a fellowship to support graduate 
education or compensation for services; litigation in this 
area has resulted in decisions both for and against physi¬ 
cians. The most frequently cited case with findings in favor 
of physicians is Leathers v. U.S., 471 F.2d 856 (8th Cir. 
1972). The significant facts are: 


1. The residency training was received at a hospital that 
is only a teaching hospital; 

2. Residents worked under close faculty supervision; 

3. Residents were not required to remain in the state at 
the completion of their training; 

4. The hospital did not bill patients for residents’ servic¬ 
es; 

5. The work could be performed without the residents. 

Based on these points, it appears that MDs in specialties 

which require constant supervision during the residency 
program and at hospitals that are only teaching hospitals 
are eligible for the $300 per month exclusion. (Note: At the 
present time the IRS is attempting to disallow the exclu- 


TABLE II 

Income Tax Checklist 


Income 

_ 1. W-2s for salaries 

_ 2. 1065s for partnership income 

_ 3. 1120-Ss for Subchapter S Corporations 

_ 4. Practice accounting and financial records 

_ 5. 1099s for dividends and interest 

_ 6. Estate and trust income 

_ 7. Pensionandannuity(possiblypartorallnottaxed) 

_ 8. Stockbroker’s advice on purchase and sale of se¬ 
curities 

_ 9. Real estate transactions—settlement sheets at 

purchase and sale (Note: update records annually 
for remodeling, shrubbery, and tree costs.) 

_ 10. Rental property income and expenses 

_ 11. Awards and prizes (except for achievements and 

scientific contributions) 

_ 12. Books received by reviewer 

_ 13. Cancellation of debts (generally) 

_ 14. Executor's fees 

_ 15. Gambling winnings in excess of losses 

_ 16. Jury fees 


_ 17. Exemplary damages for libel or slander of personal 

reputation 

18. Value of property received 

_ 19. State or local tax refund, if previously deducted as 

itemized deduction 
Nontaxable income 

1. Accident and health insurance proceeds (if not 
previously deducted) 

_2. Damages for personal injury or sickness 

_ 3. Compensatory damages for slander or libel of per¬ 
sonal reputation 

4. Employe death benefits (up to $5,000) 

_ 5. Disability payments 

_ 6. Life insurance policy dividends 

_ 7. Life insurance proceeds (if not transferred for valu¬ 
able consideration) 

_ 8. Scholarships and fellowships (some limitations) 

a. $300 per month exclusion (Sec. 117, Leathers) 

_ 9. Gifts 

_ 10. Inheritances 

_ 11. Noncompetitive awards for achievements 

_ 12. Social Security benefits 
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TABLE III 

Checklist of Business Deductions 


Business (nonitemized) deductions 

_ 1. Accounting fees 

_ 2. Attorney fees (relating to practice) 

_ 3. Appraisal cost (except for property acquired) 

_ 4. Conventions and meetings 

_ 5. Professional periodicals and journals 

_ 6. Uniform purchase and cleaning 

_ 7. Education (except for foreign physician attempting 

to qualify for practice in the U.S.) 

_ 8. Pension and profit sharing plan contributions 

_ 9. Business gifts up to $25 per recipient 

_ 10. Travel deductions 

a. Transportation to temporary assignment 

b. Several locations—commuting from one loca¬ 
tion to another (but not home-to-office-to-home) 

c. Out of town, overnight (convention, meeting, 
etc.) 


11. Entertainment (e.g., seeking referrals) 

Be prepared to show: 

a. Specific purpose of entertainment 

b. Nature of practice 

c. Length of time in practice and number of exist¬ 
ing patients 

d. Percentage of patients received as referrals 

e. Names of people entertained and reason why 
additional income could be expected from each 

f. Whether referrals were actually received from 
physicians entertained and indication of the ef¬ 
fect of entertainment on referrals 

g. Number of times individual physicians were en¬ 
tertained in the year (repeated entertainment in¬ 
dicates personal motive) 

h. Whether or not other doctors in the same type of 
practice in the same locality have entertainment 
expenses 


No business deduction 

_ 1. Gifts arising from professional courtesy 


sion for doctors in apparently all instances. The doctor 
should be prepared to support his contention if audited.) 

Table II provides a checklist for taxable and nontaxable 
income. 

Income 

In addition to the normal practice and investment in¬ 
come, the physician must pay a capital gains tax if he sells 
his home for a profit. (The tax on this gain may be deferred 
subject to special rules if the doctor purchases another 
residence.) To compute the gain, the physician subtracts 
from the selling price not only the purchase price of the 
home, but also costs of additions, remodeling, and land¬ 
scaping. It is important that the physician keeps records 
supporting the costs of these major expenditures to assure 
that he will be able to reduce the taxable gain. 

Business deductions 

In addition to the costs of running a medical office and 
the cost of attending professional conferences, the physi¬ 
cian can also deduct the cost of entertainment for business 
purposes. To secure a deduction for entertainment, he must 
be able to show the names of the people entertained and the 
purpose for inviting them, with a record of the ultimate 
business outcome of the entertainment. Entertainment for 


the purpose of securing referrals is a legitimate business 
deduction. However, the physician must have meticulous 
records substantiating the reasons for and cost of enter¬ 
taining. 

Table III provides a checklist of business deductions. 

Adjustments to income 

As many physicians are aware, moving expenses are 
deductible from income. These expenses include travel, 
lodging, and meals while in search of a new residence 
after selecting a new location for the medical practice. It 
does not include travel and associated expenses while in 
search of a new locale. Other moving expenses include the 
costs of selling a home or breaking a lease and those of 
buying a home or acquiring a lease. 

Contributions to the retirement plans of unincorporated 
practitioners are adjustments to income while payments to 
pension and profit sharing plans are business deductions. 
The effects of each are identical. 

Table IV lists adjustments to income. 

Itemized deductions 

Medical expenses which are deductible if the physician 
chooses to itemize his deductions include items which may 
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TABLE IV 

Adjustments to Income 


_ 1. Moving expense 

a. Distance from former residence to new practice 
location less distance from former residence to 
former practice location must be 35 miles or more 

Includes: 

b. Pre-move travel, meals, and lodging after select¬ 
ing a new principal work location and in search 
of a residence 

c. Temporary living expenses in a new location (any 
30consecutive days after selecting principal work 
location) 

Note: The maximum adjustment for the total of 
items b and c is limited to $1,500 

d. Expenses of selling former home or breaking 
lease 


e. Expenses of buying new home or acquiring lease 

Note: The maximum adjustment for the total of 
items b, c, d, and e is limited to $2,500 subject to 
the above limitation 

f. Transportation expenses for household goods 
and personal effects 

g. Travel, meals, and lodging during move 

2. Contributions to a self-employed retirement (Keogh) 
plan ($750 - $7,500; 15%) 

3. Contributions to an individual retirement account 
(IRA) ($1,500 limit, $1,750 with nonworking spouse; 
15 %) 

4. Forfeited interest penalty for premature withdrawal 
of certificates of deposit 

5. Alimony 


not be thought of solely as medical expenses. They include 
such items as food and beverages for specified ailments, 
corrective devices like orthopedic shoes, prescribed travel, 
special schooling for handicaps, and air conditioning to 
alleviate illness. If the physician has parents or grand¬ 
parents in a nursing home, the entire cost of the nursing 
home’s services is a medical expense provided the parents 
or grandparents are in the home because of their physical 
condition and for the available medical care. If they are 
guests for personal reasons, only the portion of the cost for 
medical and nursing care is a tax deductible medical ex¬ 
pense. 

Taxes for which the physician receives no deduction in¬ 
clude the federal income tax, Social Security tax on his 
income or on the portion he pays for domestic workers, gift 
or estate taxes, and assessments for sidewalks and sewers. 

If a doctor pays points (essentially, interest charges at 
the time of a loan) for the purpose of securing a home 
mortgage (not for bank services), he may deduct the points 
in the year paid. If he pays points to secure any other type of 
loan, the points must be deducted ratably over the length of 
the loan. For example, a physician paying $200 in points for 
a five-year personal loan may deduct one-fifth of $200, or 
$40, per year. 

Charitable contributions include not only cash do¬ 
nations, but also property contributions and the costs in¬ 


volved in performing charitable services. There is no de¬ 
duction, however, for time involved in rendering charitable 
acts or for blood donations. 

Casualty or theft losses in excess of $100 per occurrence 
are deductible when itemizing deductions. Casualty dam¬ 
ages include electrical blackout costs, drought losses, and 
damages from water pipes freezing and bursting. Termite 
damage is questionable, since there is doubt whether it 
meets the tax law’s requirement of occurring suddenly. 
There is never a deduction for items lost, household items 
damaged while moving or in storage, the value of trees lost 
through disease, erosion, or moth damaged clothing. Re¬ 
member, the amount of the loss is limited to the taxpayer’s 
basis in the property (usually his purchase price) or the 
market value of the property at the time of the loss, which¬ 
ever is lower. 

Miscellaneous itemized deductions include the cost of 
financial planning and consultation, but do not include 
attorney’s fees in preparing a will, obtaining a divorce, or 
for personal (not tax or investment) affairs. If the physician 
personally pays expenses, such as professional dues, jour¬ 
nals, conventions, and education (as opposed to the practice 
picking up the tab on these items), he receives an itemized 
deduction instead of a business deduction for these items. 

The doctor has the option of receiving an itemized deduc¬ 
tion of up to $100 for political contributions or reducing his 
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TABLE V 

itemized Deductions 


Medical and dental (paid for yourself or your dependents) 

_ 1. Medicine and drugs in excess of 1% of adjusted 

gross income (includes birth control pills) 

_ 2. Balance of medical insurance premiums (see 

comments below) 

_ 3. Doctors and dentists 

_ 4. Hospitals 

_ 5. Hearing aids 

_ 6. Dentures 

_ 7. Eyeglasses 

__ 8. Transportation (70 per mile plus parking plus tolls) 

_ 9. Food and beverages for specific ailments 

_ 10. Rental or purchase of medical equipment 

_ 11. Support and corrective devices (e.g., orthopedic 

shoes) 

_ 12. Prescribed travel 

13. Special schooling for physical ormental handicaps 
_ 14. Psychiatric treatment 

_ 15. Treatment at therapeutic center for alcoholism and 

drug addiction 

_ 16. Nursing home (when physical condition and 

availability of medical care are principal reasons 
for presence) 

a. Medical and nursing care only, when in nursing 
home for personal reasons 

_ 17. Care of mentally or physically disabled dependent 

_ 18. Air conditioning to alleviate illness 

Note: Deduction for above items is limited to the 
portion in excess of 3% of adjusted gross income 

_ 19. One-half of medical insurance (maximum $150) 

Taxes 

_ 1. State income tax 

_ 2. Local income tax 

_ 3. Real estate (not assessments for sidewalks, sew¬ 
ers, etc.) 

_ 4. State and local gasoline 

_ 5. Sales tax 

_ 6. Personal property 

_ 7. Occupational 

Taxes (no deductions) 

_ 1. Federal income tax 

_ 2. Social Security tax for self and domestics 

__ 3. Estate and inheritance taxes 

_ 4. Gift tax 

_ 5. Auto licenses (in Pennsylvania)—business portion 

is a business deduction 
Interest (must be for taxpayer’s debt) 

_ 1. Interest on loans 

2. Interest on credit cards 
_ 3. Interest on unpaid taxes 

_ 4. Interest on margin accounts with brokerage firms 

5. Points paid on home mortgage (for the purpose of 
securing a loan, not for services) 

6. Points paid on other loans, ratably overthe loan life 

_ 7. Penalty on mortgage prepayment 

Charitable contributions 

_ 1. Cash contributions to U. S. charities 

2. Costs of rendering charitable services (transporta¬ 
tion @ 70 per mile, travel, phone, equipment, 
meals, and lodging) 

_ 3. Ticket to charitable event in excess of fair market 

value 

_ 4. Care of student in home through written agreement 

with a charitable organization—maximum $50 per 
month 

__ 5. Property (deduction depends on type of property) 


Contributions (nondeductible) 

_ 1. Services rendered 

_ 2. Blood donation 

_ 3. Church member attending church convention (of¬ 
ficial delegates only) 

_ 4. Contributions to charities for purposes of influenc¬ 
ing legislation 
5. Raffle tickets 

_ 6. Appraisal fees to determine value of donated prop¬ 
erty 

Casualty or theft (sudden, unexpected, or unusual) 

_ 1. Fire 

__ 2. Storm (damage to trees) 

_ 3. Flood 

_ 4. Theft 

_ 5. Hurricanes 

_ 6. Blasts 

_ 7. Vandalism 

_ 8. Electrical blackout 

_ 9. Collision 

_ 10. Termite damage (questionable) 

_ 11. Drought 

_ 12. Earthquake 

_ 13. Water pipes freezing and bursting 

_ 14. Riots 

Casualty or theft (nondeductible) 

_ 1. Tree diseases 

_ 2. Moth-damaged clothes 

_ 3. Erosion 

_ 4. Excavation on adjacent property 

__ 5. Household goods damaged in storage or transit 

_6. Lost items (especially jewelry) 

Miscellaneous 

_ 1. Tax return preparation 

_ 2. Financial planning and consultation 

_ 3. Dues to professional societies 

_ 4. Education expenses (maintains or improves exist¬ 
ing skills or is required to retain existing position) 
_ 5. Professional journals 

__ 6. Professional meetings and conventions (if spouse 

accompanies, deduct difference between double 
and single occupancy) 

___ 7. Professional licenses 

_ 8. Clothing used only for working (cost and cleaning) 

_ 9. Investor’s expenses 

a. Safe deposit boxes 

b. Investment counsel fees 

c. Legal fees 

d. Travel expenses 

e. Custodian fees 

f. Dividends paid on stock borrowed to cover short 
sales 

_ 10. Business entertainment 

_ 11. Political contributions (maximum $100 per 

taxpayer or credit) 

Miscellaneous (nondeductible) 

_ 1. Attorney fees (preparing will, obtaining divorce, 

personal affairs) 

_ 2. Tax penalty payments 

_ 3. Commuting between home and work 

_ 4. Traveling in search of employment 

_ 5- Adoption expenses 

_ 6. Spouse accompanying on trip to convention or 

meeting 

_ 7. Meals while on call and required to be in hospital 

_ 8. Multiple trips between residence and principal 

working location during a single day 
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income tax to be paid by a maximum of the lesser of $25 or 
one-half his political contributions (a tax credit). 

There is no deduction for tax penalty payments; however, 
there is an interest deduction for the interest paid on delin¬ 
quent taxes. No deduction is allowed for traveling from 
home to office, no matter how many trips are made each 
day. 

Table V lists itemized deductions. 

Capitalized items 

Other items on which a physician spends money cannot 
be immediately deducted in determining taxable income 
but can be amortized, just as a building is depreciated. For 
instance, attorney fees and title costs paid in acquiring an 
office building cannot be deducted in the year paid, but are 
added to the cost of the property and the property is depre¬ 
ciated over its estimated useful life. If a professional license 
lasts more than a year, it should be amortized over the 
duration of the license. Professional books, too, should be 
capitalized and depreciated over the expected useful life. 
The physician who buys an existing practice and pays a 
portion of the selling price for the patients’ charts may 
depreciate the acquired charts over their average useful 
life. 

Table VI lists those items that may be capitalized. 


TABLE VI 
Capitalized Items 

1. Attorney fees for acquiring property (add to cost of 
property) 

2. Title costs (add to cost of property) 

3. Costs of investigating prospective business (add to 
cost of business) 

4. Fees in obtaining professional license (amortize 
over duration of license) 

5. Professional books (depreciate over useful life) 

6. Building, furniture, fixtures, and equipment (de¬ 
preciate over useful life) 

7. Patient charts acquired (depreciate over average 
useful life) 


Tax computation 

After subtracting the deductions and personal exemp¬ 
tions from adjusted gross income, taxable income is deter¬ 
mined. There are three methods of computing income tax 
which affect most practitioners. 

The regular method involves computing the tax using 
the tax rate schedules or tax tables. For physicians whose 
incomes have jumped about 20 percent or more above the 
average for the previous four years, the income averaging 
method may allow them to pay less tax than if they use the 
tax rate schedules or tables. This is important to physicians 
leaving their residency programs and entering private 
practice. 

For single practitioners with taxable income over 
$38,000 and married practitioners with taxable income 


over $52,000, the maximum tax on earned income method 
may very likely cause them to pay the least amount of 
income tax possible. The maximum tax on earned income 
method allows the physician to pay at most 50 percent of his 
income earned from personal services in taxes, while in¬ 
vestment income may be taxed up to the 70 percent 
bracket. 

Table VII, in conjunction with the other checklists, may 
serve as a reminder of the method chosen. 


TABLE VII 
Computation of Tax 

1. Regular (tax rate schedules or tax tables) 

2. Income averaging 

3. Maximum tax on earned income 


Income tax credits 

Once the income tax is computed on the taxable income, 
the physician may be entitled to credits which reduce the 
amount of tax he has to pay. A credit ranging from 3% 
percent to 10 percent of the cost of office equipment and 
furniture (tangible personal property) lasting at least three 
years is available. When both parents work or one works 
and the other is a student, a credit of 20 percent of child care 
costs with a maximum of $400 for one child and $800 for 
two or more children is allowed. 

Table VIII provides a checklist of tax credits. 


TABLE VIII 
Tax Credits 

1. Investment credit for 

Life (years) at Percentage of cost 

3-4 3V 3 

5-6 6% 

7+ 10 

Includes: 

a. Auto (business portion) 

b. Officeequipmentand furniture used inthe office 

c. Elevators and escalators (except in apartment 
building) 

d. Leased equipment (in writing from lessor) 

e. Coin operated vending machines, washers, and 
dryers used in residential rental property 

f. Fire extinguishers 

g. Removable partitions 

h. Signs 

i. Wall-to-wall carpeting in office 

j. Not on real estate 

2. Political contributions (Vz of contributions— 
maximum $25 per taxpayer or itemized deduction) 

3. Child care(both work orone isstudent—maximum 
$400 for one child, $800 for two or more children) 


If you have further questions about particular tax 
ramifications, you should contact your management con¬ 
sultant, accountant, or attorney for guidance. The bromide 
"an ounce of prevention is worth a pound of cure” holds true 
in tax matters as well as in medicine. Successful planning 
allows the physician to keep more of the fruits of his labor 
and, to keep the IRS at bay. □ 
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Everybody talks 
about rising 

prescription costs. 

PUREB4C 
is doing something 

about them. 


Up to 30% of prescriptions are not filled 
because of their high cost. 

Many of these unfilled prescriptions are for 
elderly patients on limited budgets who re- 
. quire several medications. And most of their 
prescriptions require constant refills. 

What can be done? When you write your 
next prescription, specify a Purepac generic. 


Purepac is readily available, and can keep 
your patient’s prescription costs down as much 
as 77.3%. 

Purepac. has completed bio-availability 
studies wherever required. 

See how much your patients can save with 
Purepac generics: 


(Ip To 77.3%Savings For Your Patient 


QUANTITY 

BRAND NAME 

PRICE* 

PUREPAC GENERIC 

PRICE* 

30 

Polycillin 

$8.70 

Ampicillin 

$ 2.40 

100 

Equanil © 

9.70 

Meprobamate © 

2.20 

100 

Darvon Comp. (3 

7.83 

Propoxyphene HC1 © 

4.63 

100 

Pavabid 

11.73 

Papaverine HC1 T.R. 

4.33 

100 

Thorazine 

6.03 

Chlorpromazine HCI 

3.23 

100 

Librium © 

9.50 

Chlordiazepoxide HCI © 

4.60 


^Prices selected from newspaper ads. 

The savings add up! So, when you prescribe generics, specify Purepac, 
the largest generic manufacturer in America. 


SAVINGS 

$ 6.30 

7.50 

3.20 

7.40 

2.80 

4.90 


Bio-availability data and generic 
reference chart are yours upon request. 



Purepac 

^ Fli7ah«»th N.l 07?ft7 


Elizabeth, NJ 07207 
AMERICA’S LEADING NATIONAL BRAND OF GENERICS 



When impotence due to 



androgenic deficiency 
is driving th 






Android- 5 
Android- 10 


Android - 25 


Buccal 

Tabs 


Oral 

Tabs 


Oral 

Tabs 



Methyltestosterone U.S.P. - 5, 10, 25 mg. 


Additional Indications: 

REPLACEMENT THERAPY. When Androgen Deficiency is cause of: 

• Male Climacteric 

• Eunuchoidism, Eunuchism 

• Post-Puberal Cryptorchidism 


New Double-Blind Study ANDROID-25 vs. Placebo* 

*R. B. Greenblatt, M.D.; R. Witherington, M.D.,; I. B. Sipahioglu, M.D.; Hormones for Improved 
Sexuality in the Male and Female Climacteric. Drug Therapy, Sept. 1976. 


DESCRIPTION: Methyltestosterone is 17/?-Hydroxy- 
17-Methylandrost-4-en-3-one. ACTIONS: Methyltesto¬ 
sterone is an oil soluble androgenic hormone. 
INDICATIONS: In the male: 1. Eunuchoidism and 
eunichism. 2. Male climacteric symptoms when these are 
secondary to androgen deficiency. 3. Impotence due to 
androgenic deficiency. 4. Post-puberal cryptochidism 
with evidence of hypogonadism. Cholestatic hepatitis 
with jaundice and altered liver function tests, such as 
increased BSP retention, and rises in SGOT levels, have 
been reported after Methyltestosterone. These changes 
appear to be related to dosage of the drug. Therefore, in 
the presence of any changes in liver function tests, drug 
should be discontinued PRECAUTIONS: Prolonged 
dosage of androgen may result in sodium and fluid 
retention. This may present a problem, especially in 
patients with compromised cardiac reserve or renal 
disease. In treating males for symptoms of climacteric, 


avoid stimulation to the point of increasing the nervous, 
mental, and physical activities beyond the patient's 
cardiovascular capacity. CONTRAINDICATIONS: 
Contraindicated in persons with known or suspected 
carcinoma of the prostate and in carcinoma of the male 
breast. Contraindicated in the presence of severe liver 
damage. WARNINGS: If priapism or other signs of 
excessive sexual stimulation develop, discontinue 
therapy. In the male, prolonged administration or 
excessive dosage may cause inhibition of testicular 
function, with resultant oligospermia and decrease in 
ejaculatory volume. Use cautiously in young boys to 
avoid premature epiphyseal closure or precocious sexual 
development. Hypersensitivity and gynecomastia may 
occur rarely. PBI may be decreased in patients taking 
androgens. Hypercalcemia may occur, particularly during 
therapy for metastatic breast carcinoma. If this occurs, 
the drug should be discontinued. ADVERSE 


REACTIONS: Cholestatic jaundice • Oligospermia and 
decreased ejaculatory volume • Hypercalcemia 
particularly in patients with metastatic breast carcinoma. 
This usually indicates progression of bone metastases • 
Sodium and water retention • Priapism • Virilization in 
female patients • Hypersensitivity and gynecomastia. 
DOSAGE AND ADMINISTRATION: Dosage must be 
strictly individualized, as patients vary widely in 
requirements. Daily requirements are best administered 
in divided doses. The following is suggested as an 
average daily dosage guide. In the male: Eunuchoidism 
and eunuchism, 10 to 40 mg.; Male climacteric symptoms 
and impotence due to androgen deficiency, 10 to 40 mg.; 
Postpuberal cryptorchism. 30 mg. REFERENCE: Robert 
B. Greenblatt, M.D., and D. H. Perez, M.D.: "The 
Menopausal Syndrome," Problems of Libido in the 
Elderly, pp. 95-101. Medcom Press, N.Y., 1974. HOW 
SUPPLIED: 5, 10, 25 mg. in bottles of 60, 250. Rx only. 


(BR<WW5fc THE BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Reprints and Samples. 



PMS-AMA Membership Categories, Dues at a Glance 


The PMS Benefits designated below as “all” include participa¬ 
tion in or eligibility for: 

Appointment to commissions, committees and councils: elec¬ 
tion to office; the right to vote 
Automobile leasing program 
Group insurance programs: 

PMS Professional Liability Insurance Program 
Disability Income Plans 
Exceptional Risk Disability Income Plan 
Executive Major Medical Coverage 
Excess Major Medical Coverage 
Business Overhead Expense Plan 
Accidental Death and Dismemberment Plan 
Individual Life Insurance Program 
Group Life Insurance for Professional Corporations 
Hospital Indemnity Program 
Workmen’s Compensation Dividend Plan 
Medical Benevolence Fund 
Medical Education Resource Center 
Educational Fund 

Pennsylvania Medical Care Foundation 
PSRO Information 

Legal opinions on medico-legal questions 

Counsel on questions of medical ethics 

Peer review on request in disputes involving third parties 

Input on legislative matters through an effective lobby 

Medical staff bylaws information 

Pennsylvania Medical Cooperative 

PENNSYLVANIA MEDICINE 

Physician Placement Service 

PaMPAC 

Speech writing service 
Public relations counsel 
Free health education pamphlets 
PMS Memberloan program 
PMS Credit Union 

Membership Classifications 
PMS and AMA Dues Purposes 

ACTIVE MEMBER —Any member who holds an unrestricted 
license to practice medicine and surgery in Pennsylvania. Also 
includes all federally (civilian and military) employed physicians 
(licensed and unlicensed). Active members must meet the Con¬ 
tinuing Education Requirement. 

Dues: PMS—$225.00 

AMA—$250.00 (AMA dues may be excused if over age 
70). 

Benefits: PMS—All 

AMA—All except publications for AMA dues exempt 
are available only by subscription. 

MILITARY (ACTIVE MEMBER)—Any active member serving tem¬ 
porarily in the armed forces or other federal government service 
(before March 1). 

Dues: PMS—Dues-exempt 

AMA—$35.00 

Benefits: PMS—All 
AMA—All 

DISABILITY (ACTIVE MEMBER)—Any Active Member who is pre¬ 
vented from the practice of medicine by reason of illness or 
disability. 

Dues: PMS and AMA—Dues-exempt 

Benefits: PMS—All 

AMA—Same as AMA dues exempt above 


INTERN and RESIDENT—Any member serving an accredited 
hospital internship, residency, or other recognized full-time 
postgraduate training. 

Dues: PMS—$22.50 (10% of regular assessment) 

AMA— 

Benefits: PMS—All 
AMA—All 


SENIOR ACTIVE MEMBER —Any Active member at least 65 years 
of age on January 1 with at least 30years continuous membership 
(membership in other states or AMA may be included). 

Dues: PMS—$112.50 (50% of regular assessment) 

AMA—$250.00 (AMA dues may be excused if over age 
70). 

Benefits: PMS—All 

AMA—Same as Active Member except publications for 
AMA dues exempt are available only by sub¬ 
scription. 


AFFILIATE MEMBER —Any member of a component society not 

engaged in active practice within the jurisdiction of the compo¬ 
nent society who belongs to one of the following classes: 

(a) members of national medical societies or foreign countries: 

(b) American physicians whether or not licensed to practice 
medicine and surgery in Pennsylvania engaged in missionary 
or philanthropic labors: 

(c) Full-time teachers of medicine or of the arts and sciences 
allied to medicine who are not holders of an unrestricted 
license to practice medicine and surgery in the Common¬ 
wealth of Pennsylvania: 

(d) physicians notfully licensed to practice medicine in Pennsyl¬ 
vania who are engaged in Pennsylvania in research or admin¬ 
istrative medicine: 

(e) physicians, whether or not fully licensed to practice medicine 
in Pennsylvania, who are retired from active practice; 

(f) physicians in active practice who move out of the Common¬ 
wealth of Pennsylvania if they maintain active membership in 
a county society and the state society in their new state of 
residence. Members in this category are not eligible for any 
Society-endorsed insurance programs. 

Dues: PMS and AMA—Dues-exempt 

Benefits: PMS—cannot vote or hold any office, serve as a dele¬ 
gate, member of a commission, committee, or 
council, and is not entitled to benefits of Medi¬ 
cal Benevolence Fund or Educational Fund. 

AMA—Same as Associate Member 


ASSOCIATE MEMBER —Any Active or Senior Active Member who 
is at least 70 years of age and who has at least 30 years conti nuous 
membership (membership in other states or AMA may be in¬ 
cluded). 

Dues: PMS and AMA—Dues-exempt 

Benefits: PMS—All, except cannot vote, hold any office, serve as 
delegate, member of commission, committee, 
or council. 

AMA—May not vote or hold office and will not receive 
scientific publications except by direct sub¬ 
scription. 
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THE PHILADELPHIA G. I. GROUP 

"COMMON G. I. PROBLEMS 
EMPHASIZING MANAGEMENT" 
February 25, 1978 
Marriott Motor Hotel, Philadelphia 

City Line Ave. at Monument Rd. 

9a.m. - 5p.m. 

Registration: 8:30 a.m. 

PANELS 

G. I. Manifestations of Systemic Disease 
Moderator: O. D. Kowlessar, M.D. 

Edwin M. Cohn, M.D. Stanley H. Lorber, M.D. 

Barbara B. Frank, M.D. Ralph M. Myerson, M.D. 

Management of Cirrhosis 
Moderator: Roger D. Soloway, M.D. 

Martin Black, M.D. Emmanuel Rubin, M.D. 

William H. Lipshutz, M.D. John R. Senior, M.D. 

Newer Peptic Ulcer Therapy 
Moderator: Frank P. Brooks, M.D. 

Harris R. Clearfield, M.D. James L. A. Roth, M.D. 

Robert S. Fisher, M.D. Walter Rubin, M.D. 

RX of Colon CA and Polyps 
Moderator: William H. Mahood, M.D. 

Julius J. Deren, M.D. Ian S. E. Gibbons, M.D. 

Marvin Derezin, M.D. Leroy H. Stahlgren, M.D. 


American Academy of Family Physicians 6 hours 

Pennsylvania Academy of Family Physicians 6 hours 

AMA Physicians' Recognition Award-Category I 6 hours 

American College of General Practitioners in 

Osteopathic Medicine and Surgery - Class II 6 hours 


Registration $40 Physicians in Training $10 

Luncheon and Syllabus Included 


Mail Check Payable to "Philadelphia G.l. Group" to: Norman N. Cohen, M. D. 

Program Chairman 

Mercy Catholic Medical Center 

Darby, Pennsylvania 19023 








Practice where 
the big premium is 

on medical care. 

Not on high overhead. Or paperwork. Or any of the other 
hassles that keep chipping away at your clinical time. 

If you want more out of your medical career, consider 
what the Navy can offer. A ready-made practice where 
patients' medical care is independent of the fluctuations 
of the economy. An engaging life-style. Adventure. Travel. 

And as much as $30,000 to $40,000 a year to start. 

This year the Navy needs General Practitioners for the 
Flight Surgeon program, for Undersea Medicine, and as 
General Medical Officers. We also need specialists in 
Anesthesiology, Family Practice, Psychiatry, Internal 
Medicine, Neurology, Radiology, Pathology, and Pediatrics. 

If your interests lie in any of these clinical areas, and you'd 
like to get back to pure medicine, the Navy is for you. Get 
all the facts from your local Navy medical recruiter. 

Fewer than 200 physicians are needed, so don't delay. 

IT PAYS TO LOOK 
INTO NAVY MEDICINE 


Call collect: Or write: 

LT Jeff Eutermoser Officer Programs 

(717) 782-4485 NRD Harrisburg 

PO Box 946, Federal Building 
Harrisburg, PA 17108 






classifieds 


PHYSICIANS WANTED 

Internist: Director of Ambulatory Care —For the VA hospital in the 
University of Florida Medical Center in Gainesville. Responsi¬ 
bilities include overall direction of general medicine clinic and 
admitting office. Close interaction with the medicine services at 
the VA and university hospitals is expected. Full faculty status 
with the department of medicine at the University of Florida with 
fringe benefits from VA and university. Patient care or research 
activity in a subspecialty or general health care research is avail¬ 
able and encouraged. If interested, please send curriculum vitae 
to Dr. James E. McGuigan, Chairman, Department of Medicine, 
University of Florida College of Medicine, Gainesville, FL 32610. 

Physician for Weekend Medical Officer of the Day —To cover 
services in large general type federal hopital. Will provide 24-hour 
coverage 8 a m. Saturday to 8 a m Sunday and/or 8 a m. Sunday to 8 
a m Monday. $240 fee for 24-hour coverage. Contact Personnel 
Officer, VA Hospital, Lebanon, PA 17042; (717) 272-6621, ext. 230. 
Nondiscriminatory employer. 

Two Family Practitioners Wanted— To join multi-specialty group. 
Guaranteed salary, excellent benefits. Modern office building 
close to hospital. College town in south central Pennsylvania. 
Write Department 767, Pennsylvania Medicine, 20 Erford Rd., 
Lemoyne, PA 17043. 

University-trained Pediatrician —To join enthusiastic young solo 
practitioner in small city in northeastern Pennsylvania. Fantastic 
opportunity to make a difference in the health of the community. 
Write Robert W. Childs, M.D., 608 Northeastern Bank Building, 
Hazleton, PA 18201; (717) 455-9589. 

Emergency Room Physicians —Pennsylvania license. Competi¬ 
tive salary. St. Luke’s and Children’s Medical Center, Philadel¬ 
phia, Pennsylvania. Contact Jay H. Davidson, M.D., (215) 787- 
2175. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 per year plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 

Physiatrist —Interesting position for board certified or eligible 
applicant to be the first full-time salaried physiatrist at this 600- 
bed teaching hospital in a beautiful suburban area near Reading, 
Pennsylvania. Modern department presently staffed by therapists 
with consulting by part-time physiatrists. Excellent fringe bene¬ 
fits. Salary negotiable. Send resume to Director of Personnel, PO 
Box 878, Reading, PA 19603. Equal opportunity employer. 

Camp Physician —Brother-sister camp on beautiful Pocono lake. 
July. Replies to Camp Swago, 1410 E. 24th St., Brooklyn, NY 
11210 . 

Physicians —Licensed generalists and specialists needed for mil¬ 
itary medical officer positions at 58 worldwide Army hospitals. 
Guaranteed assignment location. Excellent practice environ¬ 
ment, salaries, and unexcelled benefits, including malpractice 
coverage. Contact Captain Whitmire, AMEDD Personnel Coun¬ 
selor, Building 5515, Room 309, Fort Dix, NJ 08640, or call collect 
(609) 562-2663. 

Pennsylvania and New Jersey Emergency Medicine positions 
available with fee-for-service group in suburban Philadelphia, 
central and eastern Pennsylvania, Pittsburgh, and northern and 
southern New Jersey hospitals. Physician directors also wanted. 
Send resume to: Northeast Emergency Medical Association, 500 
Spruce St., Philadelphia, PA 19106; (215) 925-3511. 


Numerous Opportunities available throughout Eastern U.S. for 
physicians in all specialties. All fees employer paid. Send c.v. with 
geographic preference and availability date along with objec¬ 
tives. Descriptive brochure available. Medisearch Unlimited, 
1509P Four Gateway Center, Pittsburgh, PA 15222; (412) 355- 
0215 (answers 24 hours). 

Psychiatrists and Physicians —Board certified or eligible, Penn¬ 
sylvania license required. Immediate openings. Excellent oppor¬ 
tunity to work in state hospital in developing new programs. 
Salary competitive. Limited housing available. Excellent fringe 
benefits. Call (412) 459-8000 or write Ray Bullard, M.D., Superin¬ 
tendent, or Peter Bishop, D.O., Assistant Superintendent, Tor¬ 
rance State Hospital, Torrance, PA 15779. An equal opportunity 
employer. 

Internist —Rural area, close to interstates. Excellent hunting, fish¬ 
ing, summer and winter sports. Southwestern Pennsylvania. 
Fifty-three bed fully accredited hospital, 12 active staff members. 
Financial inducement available. Contact James M. Brown, Ad¬ 
ministrator, Meyersdale Community Hospital, Meyersdale, PA 
15552;(814) 634-5911. 

Family Practitioners —Tamaqua, northeast Pennsylvania. Area 
population about 18,000. Community assistance. Telephone col¬ 
lect (717) 668-1880 or write Tamaqua Area Chamber of Com¬ 
merce, Tamaqua, PA 18252. 

House Coverage —Tired of the rat race of private practice—or are 
you just getting started and could use supplemental income? In 
either case, contact Sister Salvatore at Nazareth Hospital in 
northeast Philadelphia—(215) 331-8000—for a very attractive 
offer on house coverage. Malpractice insurance, vacation, life 
insurance, health plan are just a few of the benefits that are a part 
of this offer that includes a salary in the low 30s. Call today. 

Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 


CLASSIFIED ADVERTISING INFORMATION 

Rates—$12.00 per insertion up to 30 words; 50 cents each additional word; $1.00 
per insertion for answers sent in care of Pennsylvania Medical Society. Payable in 
advance. 

COPY DEADLINE—Copy due by the first day of month preceding month of 
publication. Send to PENNSYLVANIA MEDICINE, 20 Erford Rd., Lemoyne, Penn¬ 
sylvania 17043. The right is reserved to reject or modify copy to conform with 
publication rules. 

DEPARTMENT NUMBERS—Advertisers using department numbers forbid dis¬ 
closure of their identity. Written inquiries are forwarded to such advertisers. 

WORD COUNT—Count as one word all single words, two initials of a name, each 
abbreviation, isolated numbers, groups of numbers, hyphenated words. Count 
name and address as five words, telephone numbers as one, and "Write Depart¬ 
ment . . ., PENNSYLVANIA MEDICINE” as five. 
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Psychiatrist, Board Certified or Board Eligible —Mental hospital 
in metropolitan area. Easy access to New York, Philadelphia, and 
close to Pocono resort area. Good salary with excellent fringe 
and retirement benefits. Pennsylvania license required. Contact: 
Henry Buxbaum, M.D., Superintendent, Clarks Summit State 
Hospital, Clarks Summit, PA 18411; telephone (717) 586-2011. 

Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after one year. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 

House Physicians —Pennsylvania license. Competitive salary. St. 
Luke’s and Children’s Medical Center, Philadelphia, Pennsylva¬ 
nia. Contact Jay H. Davidson, M.D., (215) 787-2175. 

FOR SALE 

Established Family Practice —Knoxville area of Pittsburgh, 
Pennsylvania. Price $10,000 plus building. A fine opportunity for 
an aggressive young GP in a working class neighborhood. Write 
Department 765, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, 
PA 17043. 

Eye, Ear, Nose, and Throat Equipment —Treatment table, office 
furniture, dictaphone, etc. Contact (412) 437-2041. 

MISCELLANEOUS 

Space in Fort Washington-Ambler Area Professional Center— 

Specialties or general practice; 4 treatment rooms, laboratory, 
dark room, business office, waiting room, consultation room. 
Primary or secondary office, furnished or unfurnished, shared 
lease possible. (215) 646-1665. 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 117 Sylvan Terrace, Harrisburg, 
PA 17104; telephone (717) 233-4716. 


ORTHOPEDIC 

SURGEON 


Position availablefor certified or board 
eligible orthopedic surgeon at the 
Philadelphia V.A. outpatient clinic. 
License in any state acceptable. Lib¬ 
eral fringe benefits, excellent retire¬ 
ment plan. Write with C.V.; Robert J. 
Hudson, M.D., Chief of Staff, V.A. Out¬ 
patient Clinic, 1421 Cherry St., 
Philadelphia, PA 19102. 



VA OUTPATIENT CLINIC 

An Equal Opportunity Employer M/F 


RESIDENCY IN PHYSICAL 
MEDICINE AND REHABILITATION 

Dynamic, young program with balanced academic and 
clinical emphasis under the supervision of ten physiat- 
rists. Three year program and integrated internship 
residency with opportunity for research and pursuit of 
special interests both in medical school and private 
hospital settings. One year’s credit for four years of 
general practice experience or training in another spe¬ 
cialty. Stipends from $13,300 to $15,200 depending on 
qualifications. Gl schooling benefits available for vet¬ 
erans. We will pay for visits in selected cases. Tele¬ 
phone or write for information to: 


John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 829-6573 


Advertisers index 


American Medical Laboratories.15 
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Brown Pharmaceutical Co.90,91,101 
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obituaries 


• Indicates membership in the Pennsylvania Society at time of 

• Bruce R. Austin, Schaumberg, Illinois; University of Ne¬ 
braska College of Medicine, 1932; age 70; died October 1, 1977. 

• Alvin E. Bulger, St. Petersburg, Florida; University of 
Pittsburgh School of Medicine, 1901; age 92; died October 3,1977. 

• Luscian W. DiLeo, Allentown; Creighton University School 
of Medicine, Nebraska, 1941; age 69; died October 10,1977. He had 
practiced dermatology in Allentown from 1946 to 1958 and had 
served as director of pediatrics and president of the medical execu¬ 
tive board of Sacred Heart Hospital. He was a past president of the 
Lehigh County Unit of the American Cancer Society and the 
Lehigh County Medical Society. 

• William Gordon, Philadelphia; University of Pennsylvania 
School of Medicine, 1925; age 78; died November 5, 1977. He was 
an ear, nose, and throat specialist in Philadelphia for 51 years and 
had taught medicine at the University of Pennsylvania School of 
Medicine for 39 years before retiring as professor emeritus. 

• Benjamin M. Hand, Philadelphia; Hahnemann Medical Col¬ 
lege, 1934; age 66; died September 12, 1977. He had practiced 
neurology in Philadelphia for 43 years and had taught neurology 
at Hahnemann Medical College. 

• Mark A. Hennessey, Clarks Summit; Temple University 
School of Medicine, 1956; age 47; died September 23,1977. He had 
been chief pathologist at Moses Taylor Hospital in Scranton. 

• Stephen A. Hilton, McKeesport; University of Pittsburgh 
School of Medicine, 1934; age 67; died May 15, 1977. 

• Joseph F. Hines, Waverly; Georgetown University School of 
Medicine, 1932; age 71; died October 2, 1977. 

• Lewis H. Hitzrot, Princeton, New Jersey; Harvard Medical 
School, 1924; age 80; died August 22, 1977. He was a practicing 
internist and instructor and associate in medicine at the Univer¬ 
sity of Pennsylvania for ten years before accepting the post of 
medical director of Mercersburg Academy in 1936, from which he 
retired in 1964. 

• Charles B. Hollis, Merion; Hahnemann Medical College, 
1912; age 87; died October 11,1977. He was appointed to the State 
Board of Medical Education and Licensure in 1959 and was made 
chairman in 1964. He was professor and chairman of otolaryngol¬ 
ogy at Hahnemann from 1938 to 1949, and became professor 
emeritus in that year. In 1973 he was awarded the Great 
Hahnemann Medal for distinguished service and in 1976 he re¬ 
ceived a plaque for 60 years of voluntary service. Dr. Hollis served 
as secretary to Hahnemann’s board of trustees until his death. 

• Edith M. Johnson, West Chester; Medical College of Penn¬ 
sylvania, 1924; age 86; died August 20,1977. She was a practicing 
physician in West Chester for more than 50 years. 

• Joseph Loughrey, Pittsburgh; University of Pittsburgh 
School of Medicine, 1924; age 80; died October 31, 1977. 

• Luther M. Marshall, Meadville; University of Pittsburgh 
School of Medicine, 1934; age 67; died October 24, 1977. Dr. Mar¬ 
shall had practiced surgery in Meadville for 42 years. 

• George D. McGrew, Sharon; University of Pittsburgh School 
of Medicine, 1931; age 70; died September 16, 1977. He had prac¬ 
ticed ophthalmology for 40 years and had served in the Air Force 
Medical Corps, from which he retired as a lieutenant colonel, for 14 
years. 

• John S. Niles, Carbondale; Columbia University College of 
Physicians and Surgeons; 1933; age 70; died September 26, 1977. 
He had held teaching appointments in the departments of surgery 
at Hahnemann Medical College and the University of Pennsylva- 


death. 

nia School of Medicine, had served as chief surgeon of the Lehigh 
Valley Railroad, and was a past president of the Pennsylvania 
Chapter of the American Cancer Society. 

• William A. O’Connell, Philadelphia; Jefferson Medical Col¬ 
lege, 1946; age 55; died October 26,1977. He had practiced surgery 
in the Chestnut Hill area for 22 years and had served as an Air 
Force flight surgeon during the Korean War. 

• Charles K. Rose, Jr., Allentown; University of Pennsylvania 
School of Medicine, 1928; age 76; died November 11,1977. He had 
been active in organized medicine, serving as president of the 
Lehigh County Medical Society in 1951, president of the Pennsyl¬ 
vania Academy of General Practice in 1952, and delegate to the 
Pennsylvania Medical Society House of Delegates for many years. 
In 1970 he was elected to the State Society Judicial Council, on 
which he served until his death. 

• Dwight R. Sipes, Everett; Cincinnati Medical College, 1922; 
age 84; died October 11,1977. Dr. Sipes had practiced medicine in 
Bedford County for 55 years. He was the first intern and surgical 
resident at Sacred Heart Hospital in Allentown, and was instru¬ 
mental in the founding and opening of the former Everett Hospital 
in 1931 and the Bedford County Memorial Hospital in 1951. 

• Harold A. Taggart, Rosemont; Hahnemann Medical College, 
1919; age 82; died November 12, 1977. Dr. Taggart was a former 
member of Hahnemann’s board of trustees, assistant dean of the 
college from 1950 to 1955 and acting dean from 1955 to 1957. He 
was named medical director of Hahnemann Hospital in 1956 and 
associate dean of the college in 1957, both posts he held until his 
retirement in 1962. 

• Ralph M. Tidd, Jr., Erie; Temple University School of Medi¬ 
cine, 1935; age 69; died October 31, 1977. 

• Jerome M. Waldron, Philadelphia; University of Pennsyl¬ 
vania School of Medicine, 1943; age 59; died September 10, 1977. 
He had taught physiology at Jefferson Medical College, Temple 
University School of Medicine, and Hahnemann Medical College 
and was on the staffs of Nazareth and Holy Redeemer hospitals. He 
was responsible for devising a simple test for pancreatic enzymes 
and for extensive research on blood coagulation. 

• Jacob H. Zweig, Philadelphia; University of Vienna, Aus¬ 
tria, 1936; age 68; died October 4, 1977. He had practiced family 
medicine in Philadelphia for many years and had been a fellow of 
the American Geriatric Society. 

Joel Goldman, Pittsburgh; Jefferson Medical College, 1931; 
age 70; died October 7, 1977. He had practiced medicine in 
Johnstown for 22 years and was a former director of the arthritis 
clinic at Memorial Hospital. He was a past president of the United 
Cerebral Palsy of Cambria County and served on the board of 
directors of the Central Pennsylvania Chapter of the Arthritis 
Foundation for a number of years. 

Edward J. Leganza, Canadensis; Temple University School of 
Medicine, 1946; age 54; died September 20, 1977. 

Leroy R. Purcell, Heckscherville; Hahnemann Medical Col¬ 
lege, 1924; age 77; died September 23, 1977. He had practiced 
medicine in the Pottsville area for more than 50 years. 

Stanley Z. Weisshaus, Sun City, Florida; Columbia University 
College of Physicians and Surgeons, 1933; age 75; died September 
27, 1977. He had practiced in Clearfield from 1957 until his re¬ 
tirement in 1970 and had served as president of the Clearfield 
County Medical Society and the Clearfield-Jefferson Heart Asso¬ 
ciation and as a board member of the Clearfield County Unit of the 
American Cancer Society and the Allegheny Mountain Heart As¬ 
sociation. 
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Pennsylvania Medical Society Officials for the Year 1977-78 

Officers 


President 

John V. Blady, M.D. 

2009 Stone Ridge Lane 
Villanova 19085 

Secretary 

G. Winfield Yarnali, M.D. 

1192 Lowther Rd. 

Camp Hill 17011 


President Elect 
John B. Lovette, M.D. 

353 Market St. 
Johnstown 15901 

Speaker 

House of Delegates 
D. Ernest Witt, M.D. 

Fifth & Park Sts. 
Bloomsburg 17815 


Immediate Past President 
William J. Kelly, M.D. 

721 Jenkins Bldg. 
Pittsburgh 15222 

Vice Speaker 
House of Delegates 
Donald E. Harrop, M.D. 

750 S. Main St. 
Phoenixville 19460 


Vice President 
Matthew Marshall, Jr., M.D. 

Med. Ctr. E, Ste. 570 
211 N. Whitfield St. 
Pittsburgh 15206 

Treasurer and 
Executive Vice President 
John F. Rineman 

20 Erford Rd. 

Lemoyne 17043 


Judicial Council 

Russell B. Roth, M.D., Chairman 
225 W. 25th St., Ste. 204 
Erie 16502 
Term expires 1978 

William A. Limberger, M.D., Vice Chairman 
301 S. Church St. 

West Chester 19380 
Term expires 1979 

Address inquiries to office of Council Secretary, 

G. Winfield Yarnali, M.D., 20 Erford Rd., Lemoyne 17043 


Cyrus B. Slease, M.D. 

185 S. Jefferson St. 
Kittanning 16201 
Term expires 1978 


Samuel F. Cohen, M.D. 

1639 Pine St. 

Norristown 19401 
Term expires 1980 

George E. Farrar, Jr., M.D. 

Village 2, Tahoe 18 
New Hope 18938 
Term expires 1978 


Board of Trustees and Councilors 


George A. Rowland, M.D., Chairman 

First District — Donald R. Cooper, M.D., Med. College of Pa., 3300 
Henry Ave., Philadelphia 19129. Term expires 1979. Philadelphia 
County. 

Second District — Leroy A. Gehris, M.D., 808 N. Third St., Reading 
19601. Term expires 1981. Berks, Bucks, Chester, Delaware, 
Lehigh, and Montgomery Counties. 

Third District — Richard L. Huber, M.D., 1736 Sanderson Ave., 
Scranton 18509. Term expires 1980. Carbon, Lackawanna, Mon¬ 
roe, Northampton, Pike, and Wayne Counties. 

Fourth District — George A. Rowland, M.D., 101 State St., Box 117, 
Millville 17846. Term expires 1978. Columbia, Montour, North¬ 
umberland, Schuylkill, and Snyder Counties. 

Fifth District — Raymond C. Grandon, M.D., Grand Acres, 91 Pop¬ 
lar Ave., New Cumberland 17070. Term expires 1978. Adams, 
Cumberland, Dauphin, Franklin, Fulton, Lancaster, Lebanon, 
Perry, and York Counties. 

Sixth District — Joseph M. S towel I, M.D., Blair Med. Ctr., 501 
Howard Ave., Altoona 16601. Term expires 1979. Blair, Centre, 
Clearfield, Huntingdon, Juniata, and Mifflin Counties. 


William C. Ryan, M.D., Vice Chairman 

Seventh District — Kenneth L. Cooper, M.D., 230 Dunbar Rd., 
Williamsport 17701. Term expires 1982. Cameron, Clinton, Elk, 
Lycoming, Potter, Tioga, and Union Counties. 

Eighth District — David J. Keck, M.D., 210 E. Main St., Fairview 
16415. Term expires 1981. Crawford, Erie, Forest, McKean, 
Mercer, and Warren Counties 

Ninth District — Carol N. Maurer, M.D., 15 Stewart Rd., Oil City 
16301. Term expires 1980. Armstrong, Butler, Clarion, Indiana, 
Jefferson, and Venango Counties. 

Tenth District — David W. Clare, M.D., 532 S. Aiken Ave., 
Pittsburgh 15232. Term expires 1982. Allegheny, Beaver, Law¬ 
rence, and Westmoreland Counties. 

Eleventh District — William C. Ryan, M.D., W. Fairview St., Som¬ 
erset 15501. Term expires 1981. Bedford, Cambria, Fayette, 
Greene, Somerset, and Washington Counties. 

Twelfth District — Gerald L. Andriole, M.D., 10 W. Broad St., Hazle¬ 
ton 18201. Term expires 1982. Bradford, Luzerne, Sullivan, Sus¬ 
quehanna, and Wyoming Counties. 


District Censors (All Are Medical Doctors) 


Adams —W. North Sterrett 
Allegheny —William D. Stewart 
Armstrong —Donald Mlnteer 
Beaver —John G. Halllsey 
Bedford —Robin G. Torres 
Berks —Brian A. Wummer 
Blair —John Hurst 
Bradford —Arthur B. King 
Bucks —Stanley F. Peters 
Butler —Robert C. McCorry 
Cambria —Warren F. White 
Carbon — 

Centre —H. Thompson Dale 
Chester— Michael B. Dooley 
Clarion —Charles C. Huston 


Clearfield —Fred Pease 
Clinton —George J. Trleres 
Columbia —C. Perry Cleaver 
Crawford —David D. Kirkpatrick 
Cumberland —Hans S. Roe 
Dauphin— Robert P. Dutlinger 
Delaware —Arthur S. Reynolds 
Elk-Cameron —Robert J. Dickinson 
Erie —Robert L. Loeb 
Fayette —Veronica Blnns 
Franklin —Albert W. Freeman 
Greene —Arthur J. Patterson 
Huntingdon — 

Indiana —Richard N. Freda 
Jefferson —Nicholas F. Lorenzo 


Lackawanna —Norman S. Berger 
Lancaster —William C. Phlppen 
Lawrence —Gerald H. Weiner 
Lebanon —John D. Walmer 
Lehigh —Robert J. Beitel, Jr. 
Luzerne —Robert M. Kerr 
Lycoming —Franklin G. Wade 
McKean —Bruno P. Sicher 
Mercer —Anderson W. Donan 
Mifflin-Juniata —Donald E. Basom 
Monroe — 

Montgomery — 

Montour —William Curry, Jr. 
Northampton —Walter J. Fllipek 
Northumberland —Nicholas Spock 


Perry —James O. Rumbaugh, Jr. 
Philadelphia —Charles M. Thompson 
Potter —Francisco B. Villa 
Schuykill —Gabriel M. Lizak 
Somerset —Alexander Solosko 
Susquehanna — 

Tioga —William A. Coolidge 
Union —Joseph Weightman 
Venango —Kenneth H. Heasley 
Warren —William S. Walters 
Washington —John C. McGinnis 
Wayne-Pike — 

Westmoreland —Leslie S. Pierce 
Wyoming —John S. Rinehlmer, Jr. 
York —Donald R. Gross 
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Administrative Staff 

Headquarters Office 
20 Erford Rd., Lemoyne 17043 
Telephone (717) 238-1635 

John F. Rineman, Executive Vice President 


Council on Professional Relations and Services 
L. Riegel Haas, Director of Professional Relations 


General Administration 

David H. Small, Assistant Executive Vice President 
Donald N. McCoy, Director, Department for Specialty Societies 
Patti J. Adami, Assistant Director, Department for Specialty 
Societies 

James E. Paxton, Director of Administration 
Anna M. Roberts, Staff Assistant for Finance 
Barbara M. Starr, Assistant Secretary 

Aide to Speaker of the House 
Charles G. Appleby, Jr., Business Manager 
M. Grace Lovell, Staff Assistant 
M. Robert Sterner, Assistant to Business Manager 

Council on Education and Science 
LeRoy C. Erickson, Director of Educational Activities 
Donna F. Wenger, Assistant Director of Educational Activities 
Claudia A. Henry, Award Program Assistant 

Council on Governmental Relations 
Robert H. Craig, Jr., Director of Governmental Relations 
Jerry L. Rothenberger, Assistant Director of Governmental Rela¬ 
tions and PaMPAC Director 

Council on Medical Service 

Ronald M. Bachman, Director of Economic Affairs 

Dale E. Yates, Assistant Director of Economic Affairs 

Educational and Scientific Trust 

James Z. Appel, M.D., Chairman 
305 N. Duke St., Lancaster 17602 

George E. Farrar, Jr., M.D. 

Village 2, Tahoe 18, New Hope 18938 

Russell B. Roth, M.D., Treasurer 
225 W. 25th St., Erie 16502 

William C. Ryan, M.D. 

W. Fairview St., Somerset 15501 

G. Winfield Yarnall, M.D. 

1192 Lowther Rd., Camp Hill 17011 
Executive Director —Alex H. Stewart 


Communications Division 

Robert L. Lamb, Director of Communications 

Mary L. Uehlein, Managing Editor, Pennsylvania Medicine 

John B. Langdon, Staff Assistant 

Nancy E. Perkin, Editorial Assistant 

Educational and Scientific Trust 
Alex H. Stewart, Executive Director 

Pennsylvania Medical Care Foundation 
Larry R. Fosselman, Executive Director 


PMS Staff Field Contact Representatives 

First and Second Councilor Districts —L. Riegel Haas 
Third Councilor District —Patti J. Adami 
Fourth Councilor District —Donna F. Wenger 
Fifth Councilor District —Charles G. Appleby, Jr. 

Sixth and Eighth Councilor Districts —Barbara M. Starr 
Seventh and Ninth Councilor Districts —James E. Paxton 
Tenth Councilor District —Donald N. McCoy 
Eleventh Councilor District —Dale E. Yates 
Twelfth Councilor District —John B. Langdon 


Official Publication 

Pennsylvania Medicine 

Office of Publication, 20 Erford Rd., Lemoyne 17043 
David A. Smith, M.D., Medical Editor 
Mary L. Uehlein, Managing Editor 
Nancy E. Perkin, Editorial Assistant 

Legal Counsel 

Pepper, Hamilton & Scheetz, P.O. Box 1181, Hbg. 17108, 

Fred Speaker, Esq. 


Delegates and Alternates to 

Delegates Whose Terms Expire 1978 

R. William Alexander, M.D. 

544 Elm St., Reading 19601 

Raymond C. Grandon, M.D. 

Grand Acres, 91 Poplar Ave., New Cumberland 17070 

William J. Kelly, M.D. 

721 Jenkins Bldg., Pittsburgh 15222 

William Y. Rial, M.D. 

Ill Dartmouth Ave., Swarthmore 19081 

George A. Rowland, M.D. 

101 State St., Millville 17846 


Delegates Whose Terms Expire 1979 
Henry H. Fetterman, M.D. 

501 N. 17th St., Allentown 18104 


American Medical Association 

John B. Lovette, M.D. 

353 Market St., Johnstown 15901 

Matthew Marshall, Jr., M.D. 

Med. Ctr. E„ Ste. 570, 211 N. Whitfield St., 
Pittsburgh 15206 

Robert N. Moyers, M.D. 

764 Kennedy St., Meadville 16335 

R. Robert Tyson, M.D. 

3401 N. Broad St., Philadelphia 19140 


Alternate Delegates Whose Terms Expire 1978 

Donald C. Brown, M.D. 

Irwin Prof. Ctr., 100 Pa. Ave., Irwin 15642 

Betty L. Cottle, M.D. 

25 Sylvan Dr., Hollidaysburg 16648 
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James B. Donaldson, M.D. 

Temple Univ. Hosp., 3401 N. Broad St., Philadelphia 19140 
Michael P. Levis, M.D. 

4725 McKnight Rd., Pittsburgh 15237 

John L. Kelly, M.D. 

502 W. Front St., Media 19063 

Alternate Delegates Whose Terms Expire 1979 

Robert J. Carroll, M.D. 

4725 McKnight Rd., Pittsburgh 15237 

Lawrence D. Ellis, M.D. 

3600 Forbes Ave., Pittsburgh 15215 

George Ross Fisher, M.D. 

829 Spruce St., Ste. 308, Philadelphia 19107 
Wayne W. Helmick, M.D. 

349 New York Ave., Rochester 15074 

David J. Keck, M.D. 

210 E. Main St., Fairview 16415 
Staff Assignment —David H. Small 


Standing Committees Board of Trustees 

Executive 

George A. Rowland, M.D., Chairman 
101 State St., Millville 17846 

John V. Blady, M.D. 

2009 Stone Ridge Lane, Villanova 19085 

Leroy A. Gehris, M.D. 

808 N. Third St., Reading 19601 

David J. Keck, M.D. 

210 E. Main St., Fairview 16415 

William J. Kelly, M.D. 

721 Jenkins Bldg., Pittsburgh 15222 

John B. Lovette, M.D. 

353 Market St., Johnstown 15901 

William C. Ryan, M.D. 

W. Fairview St., Somerset 15501 

Staff Assignment —John F. Rineman 

Finance 

Leroy A. Gehris, M.D., Chairman 
808 N. Third St., Reading 19601 
Donald R. Cooper, M.D. 

Med. College of Pa., 3300 Henry Ave., 

Philadelphia 19129 

Kenneth L. Cooper, M.D. 

230 Dunbar Rd., Williamsport 17701 

Raymond C. Grandon, M.D. 

Grand Acres, 91 Poplar Ave., New Cumberland 17070 

David J. Keck, M.D. 

210 E. Main St., Fairview 16415 

Staff Assignment —David H. Small 

Publication 

Donald R. Cooper, M.D., Chairman 

Med. College of Pa., 3300 Henry Ave., Philadelphia 19129 

David W. Clare, M.D. 

532 S. Aiken Ave., Pittsburgh 15232 

Richard L. Huber, M.D. 

1736 Sanderson Ave., Scranton 18509 


Carol N. Maurer, M.D. 

15 Stewart Rd., Oil City 16301 

Joseph M. Stowell, M.D. 

Blair Med. Ctr., 501 Howard Ave., Altoona 16601 
Staff Assignment —Mary L. Uehlein 


Special Committees Board of Trustees 

Benjamin Rush Awards 

Raymond C. Grandon, M.D., Chairman 

Grand Acres, 91 Poplar Ave., New Cumberland 17070 

Gerald L. Andriole, M.D. 

10W. Broad St., Hazleton 18201 

Richard L. Huber, M.D. 

1736 Sanderson Ave., Scranton 18509 

Carol N. Maurer, M.D. 

15 Stewart Rd., Oil City 16301 

Staff Assignment — L. Riegel Haas 

Distinguished Service Award 
A. Reynolds Crane, M.D., Chairman 
Pennsylvania Hosp., Philadelphia 19107 
David S. Masland, M.D. 

313 S. Hanover St., Carlisle 17013 

William J. Kelly, M.D. 

721 Jenkins Bldg., Pittsburgh 15222 

Staff Assignment — L. Riegel Haas 

Interspecialty 

Rosario Maniglia, M.D., Chairman 
Eugene B. Rex, M.D., Vice Chairman 

(Following each specialty represented, the member is listed first, 
the alternate second.) 

Allergy — Martin A. Murcek, M.D., Eastwood Professional Ctr., 
Greensburg 15601, Gilbert A. Friday, M.D., 1901 Highgate Rd., 
Pittsburgh 15241 

Anesthesiology — David J. Torpey, Jr., M.D., 1591 Williamsburg 
Rd., Pittsburgh 15243, Anthony Barone, M.D., Sacred Heart 
Hosp., 421 Chew St., Allentown 18101 

Colon, Rectal Surgery — Howard D. Trimpi, M.D., Liberty Sq. Med. 
Ctr., 17th & Liberty, Allentown 18104, Indru T. Khubchandani, 
M.D., Liberty Sq. Med. Ctr., 17th & Liberty, Allentown 18104 

Dermatology — Joseph H. Gerdes, Jr., M.D., 402 N. Second St., 
Harrisburg 17101, Monte H. Courter, M.D., 1903 Lititz Pike, Lan¬ 
caster 17601 

Family Physicians — John J. Hanlon, M.D., 400 W. Main St., 
Mechanicsburg 17055, Walter C. Hill, M.D., 908 S. George St., 
York 17403 

Internal Medicine — Roberts. Pressman, M.D., 170 W. OlneyAve., 
Philadelphia 19120, Alexander M. Minno, M.D., 3500 Fifth Ave., 
Pittsburgh 15213 

Neurosurgery — Henry L. Hood, M.D. Geisinger Med. Ctr., Danville 
17821, James P. Argires, M.D. 444 Murryhill Circle, Lancaster 
17601 

Nuclear Medicine — Gilbert H. Isaacs, M.D., Montefiore Hosp., 
Pittsburgh 15213, David R. Brill, M.D., Geisinger Med. Ctr., Dan¬ 
ville 17821 

Obstetrics, Gynecology — Leopold Loewenberg, M.D., 255 S. 17th 
St., 2nd FI., Med. Tower Bldg., Philadelphia 19103, James S. 
Bates, M.D., Geisinger Med. Ctr., Danville 17821 
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Ophthalmology — Paul A. Cox, M.D., 313 S. Hanover St., Carlisle 
17013, Turgut N. Hamdi, M.D., 2004 Delancey Place, Philadelphia 
19103 

Orthopaedics — Willard H. Love, Jr., M.D., 2800 Green St., Harris¬ 
burg 17110, Edward J. Resnick, M.D., 3401 N. Broad St., Philadel¬ 
phia 19104 

Otolaryngology — Eugene B. Rex, M.D., 36 Lankenau Med. Bldg., 
Philadelphia 19151, James M. Cole, M.D., Geisinger Med. Ctr., 
Danville 17821 

Clinical Pathology — Rosario Maniglia, M.D., Holy Spirit Hosp., 
Camp Hill 17011, James M. Smith, M.D., Carlisle Hosp., Carlisle 
17013 

Pediatrics — James E. Jones, M.D., 2645 N. Third St., Ste. 150, 
Harrisburg 17110, Ray G.Sarver, M.D., 1100 LigonierSt., Latrobe, 
15650 

Physical Medicine, Rehabilitation — John S. Tennant, M.D., 
Polyclinic Med. Ctr., Harrisburg 17105, Robert C. Steinman, M.D., 
555 N. Duke St., Lancaster 17604 

Plastic Surgery — Thomas J. Nauss, M.D., 8 Church St., Wilkes- 
Barre 18702, Herbert A. Ecker, M.D., 420 W. Fourth St., Wil¬ 
liamsport 17701 

Psychiatry — Rex A. Pittenger, M.D., 369 Sunset Rd., Pittsburgh 
15237, Edward C. Leonard, Jr., M.D., Friends Hosp., Roosevelt 
Blvd. & Adams Ave., Philadelphia 19124 

Radiology — Howard E. Fink, Jr., M.D., 1501 N. Front St., Harris¬ 
burg 17102, Richard J. Pawelski, M.D., Polyclinic Med. Ctr., Har¬ 
risburg 17105 

Surgery - Two vacancies 

Thoracic Surgery — Joseph C. Donnelly, Jr., M.D., Ste. 233, Lan¬ 
kenau Med. Bldg., Philadelphia 19151. Lewis T. Patterson, M.D., 
Polyclinic Med. Ctr., Harrisburg 17105 

Urology — Richard J. Currie, M.D., 666 E. Penn St., Philadelphia 
19144, Robert H. Clymer, M.D., 301 S. Seventh Ave., W. Reading 
19602 

David W. Clare, M.D., Board Representative, 532 S. Aiken Ave., 
Pittsburgh 15232 

Staff Assignment —Donald N. McCoy 

Officers’ Conference 
J. Mostyn Davis, M.D., Chairman 
301 E. Sunbury St., Shamokin 17872 

George R. Fisher, M.D. 

829 Spruce St., Ste. 308, Philadelphia 19107 

Paul F. Kase, M.D. 

1009 Rolleston St., Harrisburg 17104 

David L. Miller, M.D. 

239 Broad St., New Bethlehem 16242 

John P. Mraz, M.D. 

225 W. 25th St., Erie 16502 

Joseph M. Stowell, M.D., Board Representative 
Blair Med. Ctr., 501 Howard Ave., Altoona 16601 

John V. Blady, M.D., President 
2009 Stone Ridge Ln., Villanova 19085 

Staff Assignment —Robert L. Lamb 

Quackery 

Kenneth L. Cooper, M.D., Chairman 
230 Dunbar Rd., Williamsport 17701 

Stephen J. Barrett, M.D. 

842 Hamilton St., Allentown 18101 


Robert J. Carroll, M.D. 

4725 McKnight Rd., Pittsburgh 15237 

Thaddeus Lekawa, M.D. 

2801 N. George St., York 17402 

Orlo G. McCoy, M.D. 

Box 195, Canton 17724 

Theodore L. Yarboro, M.D. 

755 Division St., Sharon 16146 
One vacancy 

Staff Assignment —L. Riegel Haas 


Ad Hoc Committees Board of Trustees 

Consider Mandatory Assessment Waivers 

Raymond C. Grandon, M.D., Chairman 

Grand Acres, 91 Poplar Ave., New Cumberland 17070 

David S. Masland, M.D. 

313 S. Hanover St., Carlisle 17013 

G. Winfield Yarnall, M.D. 

1192 Lowther Rd., Camp Hill 17011 

Staff Assignment —Ronald M. Bachman 

Study Society Structure 
William C. Ryan, M.D., Chairman 
W. Fairview St., Somerset 15501 

Kenneth L. Cooper, M.D. 

230 Dunbar Rd., Williamsport 17701 

Raymond C. Grandon, M.D. 

Grand Acres, 91 Poplar Ave., New Cumberland 17070 

William J. Kelly, M.D. 

721 Jenkins Bldg., Pittsburgh 15222 

Staff Assignment —David H. Small 

Proposed Regulations—Medical Practice Act 
David W. Clare, M.D., Chairman 
532 S. Aiken Ave., Pittsburgh 15232 

Thomas F. Fletcher, Jr., M.D. 

Harrisburg Hosp., Harrisburg 17101 

Samuel G. Watterson, M.D. 

Conemaugh Vly. Mem. Hosp., Johnstown 15901 

Staff Assignment —LeRoy C. Erickson 

Impaired Physician 

Edward J. Resnick, M.D., Chairman 
3401 N. Broad St., Philadelphia 19140 

Allan J. Kogan, M.D. 

Southeast Phila. Neighborhood Health Ctr. 

900 South St., Philadelphia 19147 

Claude D. Magnant, M.D. 

510 Fourth Ave., Warren 16365 

John W. Robertson, M.D. 

1335-49 Tabor Rd., Philadelphia 19141 

Peter L. Saras, M.D. 

101 S. Laurel St., Hazleton 18201 

Abraham J. Twerski, M.D. 

St. Francis Gen. Hosp., 45th St. & 

Penn Ave., Pittsburgh 15201 
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Standing Committees State Society 

Advisory to the Auxiliary 
Ralph S. Blasiole, M.D., Chairman 
881 E. Beau St., Washington 15301 
Hugh S. Bennett, M.D. 

Hahnemann Med. Col., Philadelphia 19102 

William J. Kelly, M.D. 

721 Jenkins Bldg., Pittsburgh 15222 

Peter L. Saras, M.D. 

101 S. Laurel St., Hazleton 18201 

William J. West, M.D. 

850 Walnut Bottom Rd., Carlisle 17013 

Staff Assignment —Arlene C. Oyler 


Aid to Education 

Manuel A. Bergnes, M.D., Chairman 

1735 W. Main St., Norristown 19401 

David W. Clare, M.D. 

532 S. Aiken Ave., Pittsburgh 15232 

James A. Collins, Jr., M.D. 

Geisinger Med. Ctr., Danville 17821 

Staff Assignment —Alex H. Stewart 


Constitution and Bylaws 
Betty L. Cottle, M.D., Chairman 
25 Sylvan Dr., Hollidaysburg 16648 

Joseph B. Blood, Jr., M.D. 

Guthrie Clinic Ltd., Sayre 18840 

Frederick G. Brown, M.D. 

Geisinger Med. Ctr., Danville 17821 

Charles A. Heisterkamp, III, M.D. 

721 N. Duke St., Lancaster 17602 

John P. Whiteley, M.D. 

1116 Detweiler Dr., York 17404 


Ex Officio 

G. Winfield Yarnall, M.D., Secretary 
1192 Lowther Rd., Camp Hill 17011 

D. Ernest Witt, M.D., Speaker 
Fifth & Park Sts., Bloomsburg 17815 

Donald E. Harrop, M.D., Vice Speaker 
750 S. Main St., Phoenixville 19460 

Fred Speaker, Esq. 

Pepper, Hamilton & Scheetz 
10 S. Market Sq. 

P.O. Box 1181, Harrisburg 17108 

John F. Rineman, Executive Vice President 
Staff Assignment —Barbara M. Starr 

Medical Benevolence 

Leroy A. Gehris, M.D. 

808 N. Third St., Reading 19601 
Ralph K. Shields, M.D. 

65 E. Elizabeth Ave., Bethlehem 18010 

Cyrus B. Slease, M.D. 

183 S. Jefferson St., Kittanning 16201 

G. Winfield Yarnall, M.D., Secretary 
1192 Lowther Rd„ Camp Hill 17011 
Staff Assignment —Barbara M. Starr 

Nominate Delegates and Alternates to the AMA 

Charles K. Zug, III, M.D., Chairman (Term expires 1978) 

St. Luke’s Hosp., 801 Ostrum St., Bethlehem 18015 
Samuel S. Faris, M.D. (Term expires 1980) 

239 N. Easton Rd., Glenside 19038 

John G. Hallisey, M.D., Vice Chairman (Term expires 1979) 
20th & Davidson Sts., Aliquippa 15001 

David P. Morrison, Jr., M.D. (Term expires 1979) 

875 N. Easton Rd., Doylestown 18901 

Charles R. Shuman, M.D. (Term expires 1978) 

3401 N. Broad St., Temple Univ. Hosp., 

Philadelphia 19140 

Staff Assignment —James E. Paxton 


Administrative Councils 


Council on Education and Science 

Abram M. Hostetter, M.D., Chairman 
1736 E. Chocolate Ave., Hershey 17033 
David W. Kistler, M.D., Vice Chairman 
534 Wyoming Ave., Kingston 18704 
David P. Connolly, M.D. 

4401 Penn Ave., Ste. 1060, Pittsburgh 15224 
William E. DeMuth, Jr., M.D. 

Hershey Medical Ctr., Hershey 17033 
Leonard M. DelVecchio, M.D. 

308 Old Airport Rd., Douglassville 19518 
James B. Donaldson, M.D. 

Temple Univ., 3401 N. Broad St., Philadelphia 19140 
Frederick D. Fister, M.D. 

R.D. #2, Wescosville 18106 
Robert L. Folk, M.D. 

R.D. #5, Box 369, Danville 17821 
Arthur H. Hayes, Jr., M.D. 

Hershey Medical Ctr., Hershey 17033 
James J. Houser, M.D. 

150 Prospect Ave., Franklin 16323 


Charles L. Leedham, M.D. 

2409 Midland Rd., Harrisburg 17104 
Robert N. Moyers, M.D. 

764 Kennedy St., Meadville 16335 
Herbert C. Perlman, M.D. 

1104 Fleetwood Dr., Carlisle 17013 
Paul C. Royce, M.D. 

Guthrie Clinic Ltd., Sayre 18840 
Ray G. Sarver, M.D. 

1100 Ligonier St., Latrobe 15650 
Jacob Schut, M.D. 

275 Bryn Mawr Ave., Apt. 52, Bryn Mawr 19010 
Virginia E. Washburn, M.D. 

747 Pinetree Rd., Pittsburgh 15243 
William B. Yeagley, M.D. 

1056 Mansfield Ave., Indiana 15701 
Nikitas J. Zervanos, M.D. 

Lancaster General Hosp., Lancaster 17604 
Ex Officio 

Matthew Marshall, Jr., M.D., Board Representative 
570 Med. Ctr. E„ 211 N. Whitfield St., 

Pittsburgh 15206 

Staff Assignment —LeRoy C. Erickson 
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Commission on Accreditation 
Frederick D. Fister, M.D., Chairman 
R.D. 2, Wescosville 18106 
David W. Kistler, M.D., Vice Chairman 
534 Wyoming Ave., Kingston 18704 
Gerald H. Amsterdam, M.D. 

447 Militia Hill Rd., Ft. Washington 19034 
Joseph E. Imbrigiia, M.D. 

155 W. River St., Wilkes-Barre 18702 
Eugene M. Labowskie, M.D. 

827 Fayette St., Conshohocken 19428 
Thomas L. Leaman, M.D. 

Hershey Medical Ctr., Hershey 17033 
Rex A. Pittenger, M.D. 

369 Sunset Rd., Pittsburgh 15237 
Staff Assignment —Claudia A. Henry 

Commission on Education and Manpower 

Paul C. Royce, M.D., Chairman 

Guthrie Clinic Ltd., Sayre 18840 

Virginia E. Washburn, M.D., Vice Chairman 

747 Pinetree Rd., Pittsburgh 15243 

Thomas F. Fletcher, Jr., M.D. 

Harrisburg Hosp., Harrisburg 17101 
Michael A. Gross, M.D. 

Valley Community Health Ctr., Picture Rocks 17762 
Richard C. Lyons, M.D. 

4 E. Second St., Erie 16512 
Robert S. Pressman, M.D. 

170 W. Olney Ave., Philadelphia 19120 
Theodore L. Yarboro, M.D. 

755 Division St., Sharon 16146 
Staff Assignment —Donna F. Wenger 

Commission on Emergency Medical Services 

William E. DeMuth, Jr., M.D., Chairman 

Hershey Medical Ctr., Hershey 17033 

William B. Yeagley, M.D., Vice Chairman 

1056 Mansfield Ave., Indiana 15701 

Joseph F. Alcaro, M.D. 

Warner Hosp., Gettysburg 17325 
Donald C. Brown, M.D. 

Irwin Prof. Bldg., 100 Pa. Ave., Irwin 15642 
H. Arnold Muller, M.D. 

Hershey Medical Ctr., Hershey 17033 
Benjamin B. Platt, M.D. 

410 W. Market St., Pottsville 17901 
David K. Wagner, M.D. 

3300 Henry Ave., Philadelphia 19129 
Staff Assignment —LeRoy C. Erickson 

Commission on Therapeutics 

Arthur H. Hayes, Jr., M.D., Chairman 

Hershey Medical Ctr., Hershey 17033 

Jacob Schut, M.D., Vice Chairman 

275 Bryn Mawr Ave., Apt. 52, Bryn Mawr 19010 

Robert J. Bower, M.D. 

2052 Waterloo Rd., Berwyn 19312 
John J. Dennehy, M.D. 

Geisinger Medical Ctr., Danville 17821 
Ronald J. Herman, M.D. 

1601 S. Queen St., York 17403 
John C. Maerz, M.D. 

301 Smith Rd., R.D. 1, Schwenksville 19473 

Paul L. McLain, M.D. 

Univ. of Pittsburgh Med. School, Pittsburgh 15213 


John S. Parker, M.D. 

1100 Ligonier St., Latrobe 15650 
David S. Smith, M.D. 

4012 Primrose Rd., Philadelphia 19114 
Staff Assignment —Donna F. Wenger 


Council on Governmental Relations 

R. William Alexander, M.D., Chairman 
544 Elm St., Reading 19601 

Thomas W. Bonekemper, M.D., Vice Chairman 
6 Jo Ann Dr., R.D. 2, Quakertown 18951 

Frederick G. Brown, M.D. 

Geisinger Medical Ctr., Danville 17821 

Paul A. Cox, M.D. 

313 S. Hanover St., Carlisle 17013 

Herbert Fellerman, M.D. 

116 S. Main St., Wilkes-Barre 18701 

George E. Hudock, Jr., M.D. 

51 E. Valley View Dr., Courtdale 18704 

Philip E. Ingaglio, M.D. 

1838 S. Broad St., Philadelphia 19145 

Thomas J. Kardish, M.D. 

5 Cherry Blossom Dr., Churchville 18966 

Lawrence J. Mellon, Jr., M.D. 

845 Kedron, Morton 19070 

Peter L. Saras, M.D. 

101 S. Laurel St., Hazleton 18201 

A. Linn Weigel, M.D. 

9066 Perry Hwy., Pittsburgh 15237 

Bernard B. Zamostien, M.D. 

1335 Tabor Rd., Ste. 303, Philadelphia 19141 

Charles K. Zug, III, M.D. 

St. Luke’s Hosp., 801 Ostrum St., Bethlehem 18015 
Ex Officio 

Richard L. Huber, M.D., Board Representative 
1736 Sanderson Ave., Scranton 18509 

Staff Assignment —Robert H. Craig, Jr. 

Commission on Forensic Medicine 
George E. Hudock, Jr., M.D., Chairman 
130 S. Franklin, Wilkes-Barre 18701 
A. Reynolds Crane, M.D., Vice Chairman 
Pennsylvania Hosp., Philadelphia 19107 

Robert W. Allen, M.D. 

32 Jefferson Ave., Medical Arts Bldg., Sharon 16146 

John J. Anthony, Jr., M.D. 

Pittsburgh Hosp., Pittsburgh 15206 

John Burnside, M.D. 

Hershey Medical Ctr., Hershey 17033 

Harold J. Byron, M.D. 

Wyncote House, Wyncote 19095 

David L. Miller, M.D. 

239 Broad St., New Bethlehem 16242 

Brooke Roberts, M.D. 

3400 Spruce St., Philadelphia 19104 
Staff Assignment —Robert H. Craig, Jr. 
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Council on Medical Service 

Henry H. Fetterman, M.D., Chairman 
501 N. 17th St., Allentown 18104 

John J. Danyo, M.D., Vice Chairman 
908 S. George St., York 17403 

Joseph V. Caliguiri, M.O. 

121 Herbst Rd., Coraopolis 15108 

William R. OeWar, M.D. 

S.R. Box 73, Paupack 18451 
Lester A. Dunmire, M.D. 

4800 Friendship Ave., Pittsburgh 15224 

Wayne W. Helmick, M.D. 

349 New York Ave., Rochester 15074 
John Helwig, Jr., M.D. 

Germantown Disp. & Hosp. 

E. Penn & Wister Sts., Philadelphia 19144 

Webb S. Hersperger, M.D. 

800 Belvedere St., Carlisle 17013 
Paul F. Kase, M.D. 

1009 Rolleston St., Harrisburg 17104 

Robert L. Lasher, M.D. 

1611 Peach St., Suite 255 Erie 16501 

John T. McGeehan, M.D. 

Andrew Kaul Mem. Hosp., St. Mary's 15857 

John M. Rathgeb, M.D. 

559 Shearer St., Greensburg 15601 

Charles R. Shuman, M.D. 

3401 N. Broad St., Temple Univ. Hosp., 
Philadelphia 19140 
Ex Officio 

Joseph M. Stowell, M.D., Board Representative 

501 Howard Ave., Altoona 16601 

Staff Assignment —Ronald M. Bachman 

Commission on Health Planning 
Paul F. Kase, M.D., Chairman 
1009 Rolleston St., Harrisburg 17104 

Ellsworth R. Browneller, M.D., Vice Chairman 
Geisinger Medical Ctr., Danville 17821 

H. Ford Clark, M.D. 

814 Washington St., Huntingdon 16652 

James B. Donaldson, M.D. 

Temple Univ. Hosp., 3401 N. Broad St., 
Philadelphia 19140 

John M. Kearney, M.D. 

120 Prospect St., Reading 19606 

John L. Kelly, M.D. 

502 W. Front St., Media 19063 

Matthew Marshall, Jr., M.D. 

570 Medical Ctr. E. 

211 N. Whitfield St., Pittsburgh 15206 

Spero E. Moutsos, M.D. 

370 Chestnut St., Meadville 16335 

Edwin C. Neville, M.D. 

Medical Arts Bldg., Scranton 18503 

John L. Steigerwalt, M.D. 

1509 Montgomery Ave., Rosemont 19010 
One Vacancy 

Staff Assignment —Dale E. Yates 


Commission on Professional Liability Insurance 
Robert L. Lasher, M.D., Chairman 
1611 Peach St., Suite 255 Erie 16501 

John H. Boal, Jr., M.D. 

385 Second St., Beaver 15009 

John S. Carson, M.D. 

825 Great Springs Rd., Rosemont 19010 

George E. Edwards, M.D. 

1900 Bridge St., New Cumberland 17070 

Robert L. Green, M.D. 

2 Mimosa Circle, Lafayette Hills 19444 

Philip S. LaVerde, M.D. 

174 E. Bissell Ave., Oil City 16301 

Richard B. Magee, M.D. 

501 Howard Ave., Altoona 16601 

J. Campbell Martin, M.D. 

Bloomsburg Hosp., Bloomsburg 17815 

Paul L. Shallenberger, M.D. 

Guthrie Clinic Ltd., Sayre 18840 

Ralph L. Shields, M.D. 

880 Laurel Dr., Bethlehem 18017 

Ferdinand L. Soisson, M.D. 

353 Market St., Johnstown 15901 

Irving Williams, III, M.D. 

College Park, Lewisburg 17837 

Staff Assignment —Ronald M. Bachman 

Council on Professional Relations 
and Services 

Robert Poole, III, M.D. Chairman 
419 N. Franklin St., West Chester 19380 

David F. Gillum, M.D., Vice Chairman 
114 East Ave., Wellsboro 16901 

Donald G. Crawford, M.D. 

4918 Locust Lane, Harrisburg 17109 

David S. Cristol, M.D. 

Foxcroft Sq. Apts., 113, Jenkintown 19046 

George E. Ehrlich, M.D. 

Albert Einstein Med. Ctr., Philadelphia 19141 

Samuel S. Faris, M.D. 

239 N. Easton Rd., Glenside 19038 

Joseph A. Girone, M.D. 

Lawn Ave. Prof. Bldg., Sellersville 18960 

Robert R. Lafontant, M.D. 

Eastwood Prof. Bldg., Greensburg 15601 

Robert M. Laughlin, M.D. 

20 Cedar Blvd., Pittsburgh 15228 

Thaddeus Lekawa, M.D. 

2801 N. George St., York 17402 

Roldan G. Medina, M.D. 

304D Morgantown St., Uniontown 15401 

William A. Shaver, M.D. 

618 Cornwall Rd., Lebanon 17042 

One vacancy 
Ex Officio 

Gerald L. Andriole, M.D., Board Representative 
10 W. Broad St., Hazleton 18201 

Staff Assignment —L. Riegel Haas 
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Pennsylvania Medical Care Foundation (PMCF) 

Board of Directors 


J. Reed Babcock, M.D. 

421 N. Allegheny St. 

Bellefonte 16823 

Donald C. Brown, M.D. 

Irwin Prof. Bldg. 

100 Pennsylvania Ave. 

Irwin 15642 

Joseph N. Demko, M.D., Vice President 
300 Meadow Ave. 

Scranton 18505 

Robert P. Dutlinger, M.D. 

256 N. Union St. 

Middletown 17057 

Robert B. Edmiston, M.D. 

Executive Vice President - 
Professional Affairs 
Pennsylvania Blue Shield 
Camp Hill 17011 

Henry H. Fetterman, M.D. 

501 N. 17th St. 

Allentown 18104 

George R. Fisher, III, M.D. 

Ste. 308, 829 Spruce St. 

Philadelphia 19107 

Joseph E. Green, III, M.D. 

850 Walnut Bottom Rd. 

Carlisle 17013 

Robert M. Jaeger, M.D. 

1746 Allen St. 

Allentown 18104 


Frankie M. Jeter (Mrs.) 

Welfare Rights Organization 
451 Century Bldg. 

Seventh St. at Penn Ave. 

Pittsburgh 15222 

Sidney O. Krasnoff, M.D., President 
Ste. 114B, Elkins Park House 
7900 Old York Rd. 

Elkins Park 19117 

John W. Lawrence, M.D. 

Ste. 208, Riddle Mem. Health Care Ctr. 
1078 W. Baltimore Pike 
Media 19063 

Mr. Vincent Lechner 

Director - American Sterilizer Co. 

407 Kahkwa Ave. 

Erie 16505 

Roland A. Loeb, M.D. 

Box 1724 
Lancaster 17604 

Matthew Marshall, Jr., M.D. 

570 Med. Ctr. E. 

211 N. Whitfield St. 

Pittsburgh 15206 

Marvin Maser, D.D.S. 

1401 DeKalb St. 

Norristown 19401 

Mr. John E. McGrady, Jr. 

Senior Vice President - Administration 
Blue Cross of Western Pa. 

1 Smithfield St. 

Pittsburgh 15222 
Joseph J. Namey, D.O. 

3750 W. 26th St. 

Erie 16506 


William C. Ryan, M.D. 

105 W. Church St. 

Somerset 15501 

Raymond J. Saloom, D.O. 

301 Prairie St. 

Harrisville 16038 

Mr. George H. Schmitt 

President - Forbes Health System 
500 Finley St. 

Pittsburgh 15206 

Mr. James D. Short 

Vice President - Administration 
U.S. Steel & Carnegie Pension Fund 
600 Grant St. 

Pittsburgh 15230 

Mr. Albert W. Speth 

Administrator 
Lock Haven Hosp. 

Lock Haven 17745 

Robert B. Stuart, M.D. 

1565 W. 38th St. 

Erie 16508 

Frans J. Vossenberg, M.D. 

491 Allendale Rd. 

King of Prussia 19406 

Virginia E. Washburn, M.D. 

747 Pinetree Rd. 

Pittsburgh 15243 

Bernard B. Zamostien, M.D. 

Ste. 303, 1335 Tabor Rd. 

Philadelphia 19141 

Executive Director —Larry R. Fosselman 


Pennsylvania Medical Society Credit Union 


Credit Union Board 
William A. Shaver, M.D., President 
618 Cornwall Road 
Lebanon, PA 17042 

David H. Small, First Vice President 
Pennsylvania Medical Society 
20 Erford Road 
Lemoyne, PA 17043 

Mrs. Raymond C. Grandon, Second Vice President 

Grand Acres 

91 Poplar Avenue 

New Cumberland, PA 17071 

Mrs. Carol Dolack, R.N., Secretary 
2234 Berryhill Street 
Harrisburg, PA 17104 
L. Riegel Haas, Treasurer 
Pennsylvania Medical Society 
20 Erford Road 
Lemoyne, PA 17043 

Donald G. Crawford, M.D. 

4918 Locust Lane 
Harrisburg, PA 17109 


Thaddeus Lekawa, M.D. 

2801 North George Street 
York, PA 17402 

Credit Committee 
Donald G. Crawford, M.D., Chairman 
Donna F. Wenger, Secretary 
Pennsylvania Medical Society 
20 Erford Road 
Lemoyne, PA 17043 

Mrs. Donald H. Haselhuhn 

492 North 25th Street 
Camp Hill, PA 17011 

Supervisory Committee 
G. Winfield Yarnall, M.D., Chairman 
1192 Lowther Road 
Camp Hill, PA 17011 
Mrs. Raymond C. Grandon, Secretary 

David A. Smith, M.D. 

Polyclinic Medical Ctr. 

Harrisburg, PA 17105 
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Pennsylvania Medical Cooperative 

Board of Directors 


H. Robert Davis, M.D., President 
112 Fourth St. 

Boiling Springs 17007 

Robert N. Moyers, M.D., Vice President 
764 Kennedy St. 

Meadville 16335 

Robert Poole, III, M.D., Secretary 
419 N. Franklin St. 

West Chester 19380 


Kenneth L. Cooper, M.D. 

230 Dunbar Rd. 
Williamsport 17701 

James B. Donaldson, M.D. 

3401 N. Broad St. 
Philadelphia 19140 

Leo C. Eddinger, M.D. 

951 N. Fourth St. 
Allentown 18102 


David F. Gillum, M.D. 

114 E. Ave. 

Wellsboro 16901 

David J. Keck, M.D. 

210 E. Main St. 

Fairview 16415 

Thaddeus Lekawa, M.D. 

2801 N. George St. 

York 17402 


David H. Small, Treasurer 
Pennsylvania Medical Society 
20 Erford Rd. 

Lemoyne 17043 

Richard L. Huber, M.D., Assistant 
Secretary-Treasurer 
1736 Sanderson Ave. 

Scranton 18509 


Samuel S. Faris, M.D. 

239 N. Easton Rd. 
Glenside 19038 


David L. Rosencrans, M.D. 

4401 Penn Ave. 

Pittsburgh 15224 


Staff Assignment —Robert R. Weiser, Acting Manager 

Cooperative Offices Located At: 3617B Simpson Ferry Road 

Camp Hill, PA 17011 
Telephone: (717) 761-8215 


Auxiliary Officials for the Year 1977-78 

Officers 


President 

Mrs. William R. A. Boben 

318 S. Franklin St. 

Wilkes-Barre 18702 

President Elect 

Mrs. Howard F. Conn 

125 Brownfield Rd. 

Uniontown 15401 

Immediate Past President 

Mrs. Spencer J. Servoss 

17 Round Hill Rd. 

Williamsport 17701 

First Vice President 

Mrs. Frank R. Kinsey 

Ridgewood 
Lewistown 17044 

Eastern Regional Vice President 

Mrs. James T. Dorsey 

910 Turner St. 

Emmaus 18049 


Central Regional Vice President 

Mrs. William R. Adams 

210 Ben Ave. 

Mill Hall 17751 

Western Regional Vice President 
Mrs. William S. Keck 
Maplewood Terrace, 222 Oak Lane 
Greensburg 15601 

Speaker, House of Delegates 

Mrs. George W. Patterson 

104 Braddock Rd. 

Pittsburgh 15221 

Treasurer 

Mrs. Phillip W. Hoovler 

R.D. 2, Box 453 
Hollidaysburg 16648 

Recording Secretary 

Mrs. Herbert V. Jordan, Jr. 

24 Eastgate Dr. 

Camp Hill 17011 


Corresponding Secretary 

Mrs. John A. Turtzo 

38 E. Pennsylvania Ave. 
Pen Argyl 18072 


Financial Secretary 

Mrs. William G. Ridgway 

102 S. Ninth St. 

Akron 17501 


Parliamentarian 

Mrs. Axel K. Olsen 

742 Stoke Rd. 
Villanova 19085 


Executive Administrator 

Arlene C. (Mrs. Robert D.) Oyler 

20 Erford Rd. 

Lemoyne 17043 


District Councilors 


First District — Mrs. Richard A. Brunner, 89 W. Levering Mill Rd., 
Bala Cynwyd 19004. Councilor Elect, Mrs. Hugh Bennett, 639 
Valley View Rd., Ardmore 19003. 

Second District — Mrs. Donald E. Harrop, 750 S. Main St., 
Phoenixville 19460. 

Third District — Mrs. Robert L. Snyder, 101 E. Center St., Nazareth 
18064. Councilor Elect, Mrs. Siamak Hamzavi, 1970 Cleveland 
Ave., Scranton 18505. 

Fourth District — Mrs. Ubaldo P. Lopez, 15 Heather Hills Dr., 
Danville 17821. 

Fifth District — Mrs. James Crispen, 4300 Valley View Rd., Harris¬ 
burg 17112. Councilor Elect, Mrs. William J. West, 613 Devon¬ 
shire Dr., Carlisle 17013. 

Sixth District — Mrs. Oliver E. Mattas, R.D. #4, Box 190, Juniata 
Gap, Altoona 16601. 


Seventh District — Mrs. Franklin G. Wade, 1305 Campbell St., 
Williamsport 17701. Councilor Elect, Mrs. Franklin G. Wade, 1305 
Campbell St., Williamsport 17701. 

Eighth District — Mrs. Donald J. Furman, 384 Buchanan St., War¬ 
ren 16365. 

Ninth District —Acting Councilor, Mrs. William S. Keck, Map¬ 
lewood Terrace, 222 Oak Lane, Greensburg 15601 (Western Re¬ 
gional Vice President). 

Tenth District — Mrs. Patrick H. Hughes, 6 Patrice Court, 
Pittsburgh 15221. 

Eleventh District — Mrs. William C. Ryan, 583 W. Fairview St., 
Somerset 15501. Councilor Elect, Mrs. William C. Ryan, 583 W. 
Fairview St., Somerset 15501. 

Twelfth District — Mrs. Peter L. Saras, 36 W. Walnut St., Hazleton 
18201. 
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5 BENEFITS THAT MAKE 
LIBRIUM’ LIBRIIM ® 

(chlordiazepoxide HCI) 


THE ANXIETY-SPECIFIC 


1. AN EXCEPTIONAL RECORD OF ANTIANXIETY PERFORMANCE 

Proven effectiveness within a wide margin of safety 

2. A DOCUMENTED RECORD OF FAVORABLE EXPERIENCE 

More than a decade and a half of effective clinical use 



3. A CONSISTENT PATTERN OF PATIENT RESPONSE 

Specific, predictable antianxiety action 

4. AN OUTSTANDING RECORD OF SAFETY 

Seldom associated with serious side effects (the most common are dose^related and, 
therefore, largely avoidable) 


5. 


USED CONCOMITANTLY WITH MANY PRIMARY MEDICATIONS 

Little or no interference with many primary medications 


LIBRIUM 

(chlordiazepoxide HCI) 

5 mg/10 mg, 25 mg capsules 

Before prescribing, please consult complete 
product information, a summary of which fol¬ 
lows: 

Indications: Relief of anxiety and tension occur¬ 
ring alone or accompanying various disease 
states. 

Contraindications: Patients with known hyper¬ 
sensitivity to the drug. 

Warnings: Warn patients that mental and/or 
physical abilities required for tasks such as driv¬ 
ing or operating machinery may be impaired, as 
may be mental alertness in children, and that 
concomitant use with alcohol or CNS depres¬ 
sants may have an additive effect. Though phys¬ 
ical and psychological dependence have rarely 
been reported on recommended doses, use cau¬ 
tion in administering to addiction-prone individu¬ 
als or those who might increase dosage; with¬ 
drawal symptoms (including convulsions), follow¬ 
ing discontinuation of the drug and similar to 
those seen with barbiturates, have been re¬ 
ported. 

Usage in Pregnancy: Use of minor 
tranquilizers during first trimester 
should almost always be avoided be¬ 
cause of increased risk of congenital 
malformations as suggested in several 
studies. Consider possibility of preg¬ 


nancy when instituting therapy; advise 
patients to discuss therapy if they in¬ 
tend to or do become pregnant. 
Precautions: In the elderly and debilitated, and 
in children over six, limit to smallest effective 
dosage (initially 10 mg or less per day) to pre¬ 
clude ataxia or oversedation, increasing gradu¬ 
ally as needed and tolerated. Not recommended 
in children under six. Though generally not rec¬ 
ommended, if combination therapy with other 
psychotropics seems indicated, carefully con¬ 
sider individual pharmacologic effects, particu¬ 
larly in use of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe usual 
precautions in presence of impaired renal or 
hepatic function. Paradoxical reactions (e.gr., ex¬ 
citement, stimulation and acute rage) have been 
reported in psychiatric patients and hyperactive 
aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of im¬ 
pending depression; suicidal tendencies may be 
present and protective measures necessary. 
Variable effects on blood coagulation have been 
reported very rarely in patients receiving the 
drug and oral anticoagulants; causal relationship 
has not been established clinically. 

Adverse Reactions: Drowsiness, ataxia and 
confusion may occur, especially in the elderly 
and debilitated. These are reversible in most in¬ 
stances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage 
ranges. In a few instances syncope has been 
reported. Also encountered are isolated in¬ 
stances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipation, 


extrapyramidal symptoms, increased and de¬ 
creased libido—all infrequent and generally con¬ 
trolled with dosage reduction: changes in EEG 
patterns (low-voltage fast activity) may appear 
during and after treatment; blood dyscrasias (in¬ 
cluding agranulocytosis), jaundice and hepatic 
dysfunction have been reported occasionally, 
making periodic blood counts and liver function 
tests advisable during protracted therapy. 

Usual Daily Dosage: Individualize for maximum 
beneficial effects. Oral-Adults: Mild and moder¬ 
ate anxiety and tension, 5 or 10 mg t.i.d. or 
q.I.d .; severe states, 20 or 25 mg t.i.d. or q.i.d. 
Geriatric patients: 5 mg b.i.d. to q.i.d. (See Pre¬ 
cautions.) 

Supplied: Librium" (chlordiazepoxide HCI) Cap- 
sules. 5 mg, 10 mg and 25 mg—bottles of 100 
and 500; Tel-E-Dose" packages of 100, available 
in trays of 4 reverse-numbered boxes of 25, and 
in boxes containing 10 strips of 10; Prescription 
Paks of 50, available singly and in trays of 10. 
Libritabs" (chlordiazepoxide) Tablets, 5 mg, 10 
mg and 25 mg—bottles of 100 and 500. With re¬ 
spect to clinical activity, capsules and tablets are 
indistinguishable. 



Roche Products Inc, 
Manati, Puerto Rico 00701 









A DOCUMENTED RECORD 
OF FAVORABLE EXPERIENCE 


The current status of Librium 
(chlordiazepoxide HC1) in the treatment 
of anxiety and conditions aggravated by 
anxiety has been achieved as a result 
of clinical experience so extensive that it 
demanded a computerized storage and 
retrieval system. 

This experience, which most likely 
includes your own, has shown the predict' 
ability of patient response to Librium. And 
that its most common side effects are dose- 
related and, therefore, largely avoidable. In 
most cases, there is a highly favorable bene- 
fits-to-risk ratio and minimal interference 
with many primary medications. 

Librium offers you a documented 
record of efficacy supported by clinical 
experience in millions of patients. 



THAT’S WHAT MAKES 

LIBRIUM LIBRIUM & 

chlordiazepoxide HCI /Roche 

war w, mx BBSS 

THE ANXIETY-SPECIFIC 


P lease see summary of product information on preceding page. 








dm Advnaaad z on ‘id ioa 

mpnmm 

I 1S 0 ' ' •. H •; v5, Jm8 ' 

mm %Mk WBmM&mMM s MsliK _ 1_ \ 


Vol. 81, No. 2 FEBRUARY 1978 








1N31AI30VNVW ONV 
iNOUVmVYH 


: S3IONHOH3F\[H 

OmiVIHDASd 

rnvmoD 


COMMON 
PSYCHIATRIC 
EMERGENCIES: 

EVALUATION 
AND MANAGEMENT 















Her next attack of cystitis may require 


the Bactrim 3-system 


1. in the urinary tract 


2. in the vaginal tract 


Highly effective with fewer recurrences 
compared to ampicillin or cephalexin 

Bactrim has shown high effectiveness not 
only against Escherichia coli, the major 
uropathogen, but also against most other 
Enterobacteriaceae involved in recurrent 
UTI. Substantially fewer recurrences have 
been recorded with Bactrim, as compared 
to ampicillin or cephalexin.* 


Results one 

month after cessation of treatment 


No. of 

Antimicrobial 

% Negative 


patients 

therapy 

culturest 

Study 1 

r 80 

10-day Bactrim 

71.3 

L 76 

10-day ampicillin 

56.6 

Study 2 

60 

28-day cephalexin 

56.7 


It appears from recent studies that the 
likelihood of recurrent UTI is enhanced by 
the establishment of large numbers of 
E. coli or other uropathogens on the vaginal 
introitus. 


Trimethoprim has the distinctive ability to 
diffuse into vaginal fluid in effective con¬ 
centrations, thereby reducing or eliminating 
the number of pathogens in the vaginal in¬ 
troitus, from which they often migrate into 
the urethra. Bactrim acts to minimize this 
source of recurrent cystitis in the female. 


Bactrim combats uropathogens 
colonizing the vaginal introitus 



Bactrim tablets were used. Bioequivalency studies 
show one Bactrim DS tablet to be equivalent to two 
regular strength Bactrim tablets. 


*Dataon file, Medical Department, Hoffmann-La Roche Inc. 
tCriterion: 1000 or fewer organisms/ml urine. 






J L 


counterattack 



3. In the lower intestinal tract 

By its selective action against Enterobac- 
teriaceae in the bowel, Bactrim reduces the 
risk of introital colonization by fecal 
uropathogens. 

Attacks colonic reservoir of uropathogens 
without significant effect on normal 
ecologic balance 

Bactrim’s wide spectrum makes it valuable 
against most gram-negative bacteria that 
cause UTI recurrences, yet Bactrim has no 
significant effect on other normal, neces¬ 
sary intestinal flora. Also, Bactrim has rarely 
been found to cause the intestinal discom¬ 
fort or fungal overgrowth often associated 
with broad-spectrum antibiotics. 



Bactrim DS S 

Each tablet contains 160 mg trimethoprim and 800 mg sulfamethoxazole. 

Just one tablet b.i.d. 

To dear her infection* and 
combat reinfecting organisms 







For recurrent attacks of 
urinary tract infection 
in women 

the Bactrim 

3-system 

counterattack 

■ Acts on pathogens at vaginal and lower 
intestinal sites, in addition to urinary tract; 
helps eliminate reservoirs of reinfecting 
organisms 

■ Antimicrobial synergism plus wide- 
spectrum effectiveness 

■ Low incidence of bacterial resistance 

■ Contraindicated during pregnancy and 
the nursing period; during therapy, maintain 
adequate fluid intake, perform CBC’s and 
urinalyses with microscopic examination 



Bactrim DS 

Each tablet contains 160 mg trimethoprim and 800 mg sulfamethoxazole. 

Double Strength Tablets 
Just one tablet b.i.d. for 10 to 14 days 

■ Day-and-night action against uropathogens 

■ B.I.D. regimen encourages patient 
compliance 

■ Offers high effectiveness with economy 

B actrim Tablets 

Each tablet contains 80 mg trimethoprim and 400 mg sulfamethoxazole. 

two tablets b.i.d. for 10 to 14 days 


Before prescribing, please consult complete product information, a 
summary of which follows: 

Indications and Usage: For the treatment of urinary tract infections due to 
susceptible strains of the following organisms: Escherichia coti, 
Klebsiella-Enterobacter, Proteus mirabilis, Proteus vulgaris, Proteus morgami. 
It is recommended that initial episodes of uncomplicated urinary tract 
infections be treated with a single effective antibacterial agent rather than 
the combination. Note: The increasing frequency of resistant organisms limits 
the usefulness of all antibacterials, especially in these urinary tract infections. 

Also for the treatment of documented Pneumocystis carinii 
pneumonitis. To date, this drug has been tested only in patients 9 months 
to 16 years of age who were immunosuppressed by cancer therapy. 

The recommended quantitative disc susceptibility method (Federal Reg¬ 
ister, 37: 20527-20529,1972) may be used to estimate bacterial susceptibility to 
Bactrim. A laboratory report of "Susceptible to trimethoprim-sulfamethoxazole" 
indicates an infection likely to respond to Bactrim therapy. If infection is con¬ 
fined to the urine, “Intermediate susceptibility" also indicates a likely response. 
“Resistant” indicates that response is unlikely. 

Contraindications: Hypersensitivity to trimethoprim or sulfonamides; preg¬ 
nancy; nursing mothers; infants less than two months of age. 

Warnings: Deaths from hypersensitivity reactions, agranulocytosis, aplastic 
anemia and other blood dyscrasias have been associated with sulfonamides. 
Experience with trimethoprim is much more limited but occasional interference 
with hematopoiesis has been reported as well as an increased incidence of 
thrombopenia with purpura in elderly patients on certain diuretics, primarily 
thiazides. Sore throat, fever, pallor, purpura or jaundice may be early signs of 
serious blood disorders. Frequent CBC's are recommended; therapy should 
be discontinued if a significantly reduced count of any formed blood element is 
noted. 

Precautions: Use cautiously in patients with impaired renal or hepatic func¬ 
tion, possible folate deficiency, severe allergy or bronchial asthma. In patients 
with glucose-6-phosphate dehydrogenase deficiency, hemolysis, frequently 
dose-related, may occur. During therapy, maintain adequate fluid intake and 
perform frequent urinalyses, with careful microscopic examination, and renal 
function tests, particularly where there is impaired renal function. 

Adverse Reactions: All major reactions to sulfonamides and trimethoprim are 
included, even if not reported with Bactrim, Blood dyscrasias: Agranulocytosis, 
aplastic anemia, megaloblastic anemia, thrombopenia, leukopenia, hemolytic 
anemia, purpura, hypoprothrombinemia and methemoglobinemia. Allergic 
reactions: Erythema multiforme, Stevens-Johnson syndrome, generalized skin 
eruptions, epidermal necrolysis, urticaria, serum sickness, pruritus, exfoliative 
dermatitis, anaphylactoid reactions, periorbital edema, conjunctival and 
scleral injection, photosensitization, arthralgia and allergic myocarditis. Gas- 
trointestinal reactions: Glossitis, stomatitis, nausea, emesis, abdominal pains, 
hepatitis, diarrhea and pancreatitis. CNS reactions . Headache, peripheral 
neuritis, mental depression, convulsions, ataxia, hallucinations, tinnitus, ver¬ 
tigo, insomnia, apathy, fatigue, muscle weakness and nervousness. Miscel¬ 
laneous reactions: Drug fever; chills, toxic nephrosis with oliguria and anuria, 
periarteritis nodosa and L.E. phenomenon. Due to certain chemical similarities 
to some goitrogens, diuretics (acetazolamide, thiazides) and oral hypo¬ 
glycemic agents, sulfonamides have caused rare instances of goiter produc¬ 
tion, diuresis and hypoglycemia in patients; cross-sensitivity with these agents 
may exist. In rats, long-term therapy with sulfonamides has produced thyroid 
malignancies. 

Dosage: Not recommended for infants less than two months of age. 

Urinary tract infections: Usual adult dosage—1 DS tablet (double strength), 2 
tablets (single strength) or 4 teasp. (20 ml) b.i.d. for 10-14 days. 

Recommended dosage for children—8 mg/kg trimethoprim and 40 mg/kg 
sulfamethoxazole per 24 hours, in two divided doses for 10 days. A guide 
follows: 


Children two months of age or older . 



Weight 

Dose—i 

every 12 hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp. (5 ml) 

Vs tablet 

40 

18 

2 teasp. (10 ml) 

1 tablet 

60 

27 

3 teasp. (15 ml) 

1’/2 tablets 

80 

36 

4 teasp. (20 ml) 

2 tablets or 

1 DS tablet 


For patients with renal impairment: 

Creatinine 

Recommended 

Clearance (ml/min) 

Dosage Regimen 

Above 30 

Usual standard regimen 

15-30 

Vs the usual regimen 

Below 15 

Use not recommended 


Pneumocystis carinii pneumonitis: Recommended dosage. 20 mg/kg 
trimethoprim and 100 mg/kg sulfamethoxazole per 24 hours in equal doses 
every 6 hours for 14 days. See complete product information for suggested 
children’s dosage table. 

Supplied: Double Strength (DS) tablets, each containing 160 mg trimethoprim 
and 800 mg sulfamethoxazole, bottles of 100: Tel-E-Dose K packages of 100. 
Tablets, each containing 80 mg trimethoprim and 400 mg sulfamethoxazole— 
bottles of 100 and 500; Tel-E-Dose l( packages of 100; Prescription Paks of 40, 
available singly and in trays of 10. Oral suspension, containing in each tea¬ 
spoonful (5 ml) the equivalent of 40 mg trimethoprim and 200 mg sul¬ 
famethoxazole, fruit-licorice flavored—bottles of 16 oz (1 pint). 


Roche Laboratories 

Division of Hoffmann-La Roche Inc 

Nutley, New Jersey 07110 
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ASSESSMENT TOTAL NEARS $8 MILLION A total of $7,886,000 in assessments has been 

paid by PMS members and transferred to the Penn¬ 
sylvania Medical Society Liability Insurance Company (PMSLIC) as of January 29, 1978. 

Of the 11,523 dues paying members who paid the mandatory assessment, 4,546 also paid 
the selective assessment, indicating their desire to become PMSLIC insureds. Notices 
of termination of membership, effective February 15, 1978, were mailed to all active 
dues paying members who had not paid the mandatory assessment by January 15, 1978. 

ARBITRATION SYSTEM FEE STATEMENTS DELAYED Paul F. Abrams, Esquire, administrator 

of Arbitration Panels for Health Care, 

has told Society officers that he has delayed mailing fee statements to physicians in 
order to let the Legislature act on H.B. 1934, which would permit the annual fee to be 
lowered from $50 to $25. An estimated $500,000 a year in savings is projected. 

BOARD OF TRUSTEES ASSAILS ADDED PAPERWORK The Society’s Board of Trustees on 

January 25 refused to endorse new invoice 
and enrollment and agreement forms of the proposed Medical Assistance Management Infor¬ 
mation System (MAMIS) of the Pennsylvania Department of Public Welfare. The Society’s 
Council on Medical Service studied the new forms and found them to be "invasive and 
burdensome to physicians, particularly in view of the inadequate reimbursement level." 

PaMPAC DIRECTORS REAPPOINTED The Pennsylvania Medical Political Action Committee 

(PaMPAC) recently reappointed to its Board of Directors 
the following physicians: First District, Paul S. Friedman, M.D., Elkins Park; Second, 

| Norman Goldstein, M.D., Phoenixville; Third, Charles K. Zug, III, M.D., Bethlehem; 
Fourth, David Scicchitano, M.D., Mt. Carmel; Fifth, Paul F. Kase, M.D., Harrisburg; 
Sixth, Joseph Silverman, M.D., Altoona; Seventh, J. Preston Hoyle, M.D., Lewisburg; 
Eighth, Anthony Merski, M.D., Erie; Ninth, Robert Goldstrohm, M.D., Indiana; Tenth, 
Michael P. Levis, M.D., Pittsburgh; Eleventh, William J. Mitchell, M.D., Uniontown; 
and Twelfth, George E. Hudock, M.D., Courtdale. 

MEDICARE PAYMENTS PUBLIC INSPECTION DUE The Bureau of Health Insurance has ordered 

all medicare carriers (Pennsylvania Blue 

Shield in the Commonwealth) to prepare by April 1 a list of payments made to physicians 
and suppliers in 1977. The list will be made available for public inspection in com¬ 
pliance with Public Law 94-409, the government in sunshine act. Blue Shield has mailed 
payment data statements to all physicians who received medicare payments during 1977 
and has asked for a report of any errors on the statements within 30 days of the 
statement receipt. 

SOCIETY TESTIFIES AT LAETRILE HEARINGS David W. Clare, M.D., of Pittsburgh, member 

of the Society’s Board of Trustees, pre¬ 
sented the Society's policy statement at a public hearing on laetrile scheduled by the 
Committee on Health and Welfare of the Pennsylvania House of Representatives. Dr. 

Clare testified that "...research, in my opinion, has conclusively proven that laetrile 
in the treatment of cancer is useless...laetrile is a fraud...legalization of laetrile 
in Pennsylvania would be a disservice of considerable magnitude for cancer victims and 
their families." Secretary of Health Leonard Bachman, M.D., also testified, calling 
laetrile "worthless, dangerous, and capable of causing acute cyanide poisoning." S.B. 
901, which passed the Senate in July 1977, would legalize the prescribing of laetrile 
by physicians for use as a dietary supplement. 
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HEALTH PLANNING GUIDELINES COMMENTS DUE The Society's Commission on Health Planning 

is receiving comments for review in prep¬ 
aration for the submission by February 21 of a composite critique of the proposed 
National Guidelines for Health Planning. Initially issued last September, HEW's pro¬ 
posal was revised after an outpouring of criticism of its plan to eliminate one hospital 
bed in every ten by 1984. The revised proposal provides for local planning agencies to 
adjust the federal standards to the needs of an individual community. The revised 
federal standard now says there should be fewer than four hospital beds per 1,000 
population and that the beds should be occupied 80 percent of the time. 

SOCIETY MEMBERSHIP SHOWS GROWTH Total Society membership on December 31, 1977 was 

14,657, an increase of 440 over December 31, 1976. 
The number of active dues paying members increased by 161; the number of intern/resident 
members by 105. 

BOARD SUPPORTS VOLUNTARY COST CONTAINMENT The Society’s Board of Trustees on 

January 25 approved a cooperative effort 

to develop voluntary health cost containment plans. It approved the formation of a 
subcommittee on health care costs of the Council on Medical Service to work with the 
Hospital Association of Pennsylvania in the effort. The action is a response to the 
call for a "massive grassroots program of voluntary cost containment" by the American 
Medical Association, American Hospital Association, and the Federation of American 
Hospitals. The three national organizations formed a steering committee on cost con¬ 
tainment in response to a November 2, 1977 challenge by U.S. Representative Daniel 
Rostenkowski asking U.S. health providers to voluntarily contain health costs. 

COST CONTROL CONFERENCE SET A two day cost control conference, cosponsored by the 

State Society, the Hospital Association of Pennsylvania, 
and the Pennsylvania Osteopathic Medical Association, is scheduled for the summer. 
Invited participants will include leaders from business and industry, organized labor, 
and insurance, as well as health care providers. The National Health Care Management 
Center of the University of Pennsylvania will administer the conference, which has as 
its goal the development of voluntary strategies for cost containment. 

BOARD AFFIRMS DISCRIMINATION STAND The Board of Trustees reiterated the opposition 

voiced by the Society's House of Delegates in 
October 1977 to discrimination against non-participating physicians by third party 
payers. The Board action also supports a resolution passed by the AMA House of 
Delegates in December 1977 which opposes a policy of Blue Cross and Blue Shield of 
Michigan (BCBSM) to pay a higher reimbursement to subscribers who go to a participating 
doctor for vision and hearing care. BCBSM established the policy after the auto 
industry and the United Auto Workers demanded a curb on costs of medical services, 
which have been growing at an annual rate of 20 percent since 1970. 

IMPAIRED PHYSICIAN PROGRAM ADOPTED The Board of Trustees acted January 25 to 

establish a permanent Impaired Physician 
Committee charged with implementing a program aimed at locating, contacting, and 
rehabilitating physicians suffering from alcoholism, drug addiction, or other 
physical or mental problems. The Board's ad hoc committee on the impaired physi¬ 
cian, chaired by Edward J. Resnick, M.D., of Philadelphia, was discharged, having 
accomplished its original charge to study and recommend a program for the impaired 
physician. 
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KAON® ELIXIR was introduced in 1954, 
followed by KAON 1 TABLETS in 1963. Decades of clinical 
experience indicate acceptability, effectiveness, and safety 
in the majority of patients; should abdominal 
pain occur, therapy should be discontinued. Both have been 
taken by patient after patient, day after day, year after 
year, to correct potassium deficiencies. Both have 
consistently demonstrated their value when diet alone is 
inadequate for potassium replacement. 


Kaon’ Elixir 

(potassium gluconate) 


Kaon Tabs 


(potassium gluconate) 


BRIEF SUMMARY 

Kaon Tablets/Kaon Elixir 

KAON® (potassium gluconate) TABLETS 

Description: Each sugar-coated tablet supplies 
5 mEq. of elemental potassium (as potassium 
gluconate 1.17 Gm.). Kaon Tablets are sugar 
coated, not enteric coated, which favors dis¬ 
solution in the stomach and absorption before 
reaching the small intestine where the lesions 
with enteric potassium chloride have occurred. 
The sugar coating merely adds to palatability 
and ease of swallowing, not to delay absorp¬ 
tion as does the enteric coating. 

Indications: Oral potassium therapy for the pre¬ 
vention and treatment of hypokalemia which 
may occur secondary to diuretic or cortico¬ 
steroid administration. It may be used in the 


treatment of cardiac arrhythmias due to digitalis 
intoxication. 

Contraindications: Severe renal impairment 
with oliguria or azotemia, untreated Addison's 
disease, adynamia episodica hereditaria, acute 
dehydration, heat cramps and hyperkalemia 
from any cause. 

Warning: There have been several reports, pub¬ 
lished and unpublished, concerning nonspecific 
small-bowel lesions consisting of stenosis, with 
or without ulceration, associated with the ad¬ 
ministration of enteric-coated potassium tablets 
alone or when they are used with nonenteric- 
coated thiazides or certain other oral di¬ 
uretics. These small-bowel lesions have caused 
obstruction, hemorrhage and perforation. Sur¬ 
gery was frequently required and deaths have 
occurred. Available information tends to impli¬ 
cate enteric-coated potassium salts, although 


lesions of this type also occur spontaneously. 
Therefore, coated potassium-containing formu¬ 
lations should be administered only when indi¬ 
cated and should be discontinued immediately if 
abdominal pain, distention, nausea, vomiting, 
or gastrointestinal bleeding occur. Coated potas¬ 
sium tablets should be used only when adequate 
dietary supplementation is not practical. 
Precautions: In response to a rise in the concen¬ 
tration of body potassium, renal excretion of the 
ion is increased. With normal kidney function, 
it is difficult, therefore, to produce potassium 
intoxication by oral administration. However, 
potassium supplements must be administered 
with caution, since the amount of the deficiency 
or daily dosage is not accurately known. Fre¬ 
quent checks of the clinical status of the patient, 
and periodic ECG and/or serum potassium 
levels should be made. High serum concentra- 





Time is 
the test of 
all things 


tions of potassium ion may cause death through 
cardiac depression, arrhythmias or arrest. This 
drug should be used with caution in the presence 
of cardiac disease. 

In hypokalemic states, especially in patients 
on a salt-free diet, hypochloremic alkalosis is a 
possibility that may require chloride as well as 
potassium supplementation. In these circum¬ 
stances, Kaon (potassium gluconate) should be 
supplemented with chloride. Ammonium chlo¬ 
ride is an excellent source of chloride ion (18.7 
mEq. per Gram), but it should not be used in 
patients with hepatic cirrhosis where ammonium 
salts are contraindicated. Other sources for 
chloride are sodium chloride and Diluted 
Hydrochloric Acid, U.S.P. 

It should also be kept in mind that ammonium 
cycle cation exchange resin, sometimes used to 
treat hyperkalemia, should not be administered 


to patients with hepatic cirrhosis. 

Adverse Reactions: Nausea, vomiting, diarrhea 
and abdominal discomfort have been reported. 
The symptoms and signs of potassium intoxi¬ 
cation include paresthesias of the extremities, 
flaccid paralysis, listlessness, mental confusion, 
weakness and heaviness of the legs, fall in 
blood pressure, cardiac arrhythmias and heart 
block. Hyperkalemia may exhibit the following 
electrocardiographic abnormalities: disappear¬ 
ance of the P wave, widening and slurring of 
QRS complex, changes of the S-T segment, tall 
peaked T waves, etc. 

Overdosage: Potassium intoxication may result 
from overdosage of potassium or from thera¬ 
peutic dosage in conditions stated under 
"Contraindications." Hyperkalemia, when de¬ 
tected, must be treated immediately because 
lethal levels can be reached in a few hours. 


KAON® (potassium gluconate) ELIXIR 
Description: Each 15 ml. (tablespoonful) sup¬ 
plies 20 mEq. of elemental potassium (as potas¬ 
sium gluconate, 4.68 Gm.) with saccharin and 
aromatics. Alcohol 5%. 

Indications: See Kaon Tablets. 

Precautions: See Kaon Tablets. 

In hypochloremic alkalosis, potassium 
replacement with potassium chloride 
(e.g., Kaochlor® 10% Liquid) may be more ad¬ 
vantageous than with other potassium salts. 
Adverse Reactions: See Kaon Tablets. 
Overdosage: See Kaon Tablets. 


WARREN-TEED 

LABORATORIES, INC. 

DIVISION OF ADRIA LABORATORIES INC. 

COLUMBUS, OHIO 43215 












Insomnia 

a shade of blue that often 
accompanies depression 

And, in anxiety /depression, Adapin 1 (doxepin HC1) often 
helps restore disturbed sleep patterns, such as early morning 
awakening, with a sin g le daily dose at bedtime} Adapin quickly 
relieves the patients anxiety,gradually brightens his mood and 
outlook, with optimal antidepressant response usually evident 
within two to three weeks. 

1 Goldberg HL. Finnerty RJ.Cole JO: Doxepin: Is a single daily dose enough? AmJPsychiatry 131:1027-1029,1974. 


Brief Summary of Prescribing Information 
ADAPIN® (doxepin HCI) Capsules 

Indications— Relief of symptoms of anxiety and depression. 

Contraindications— Glaucoma, tendency toward urinary retention, or 
hypersensitivity to doxepin. 

Warnings— Adapin has not been evaluated for safety in pregnancy. No 
evidence of harm to the animal fetus has been shown in reproductive 
studies. There are no data concerning secretion in human milk, or on 
effect in nursing infants. 

Usage in children under 12 years of age is not recommended. MAO 
inhibitors should be discontinued at least two weeks prior to the 
cautious initiation of therapy with this drug, as serious side-effects and 
death have been reported with the concomitant use of certain drugs 
and MAO inhibitors. 

In patients who may use alcohol excessively potentiation may 
increase the danger inherent in any suicide attempt or overdosage. 

Precautions— Drowsiness may occur and patients should be 
cautioned against driving a motor vehicle or operating hazardous 
machinery. Since suicide is an inherent risk in depressed patients 
they should be closely supervised while receiving treatment. 

Although Adapin has shown effective tranquilizing activity, the 
possibility of activating or unmasking latent psychotic symptoms 
should be kept in mind. 

Adverse Reactions— Dry mouth, blurred vision and 
constipation have been reported. Drowsiness has also 
been observed. 

Adverse effects occurring infrequently include 
extrapyramidal symptoms, gastrointestinal 
reactions, secretory effects such as sweating, 
tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight gain, edema, paresthesias, 
flushing, chills, tinnitus, photophobia, decreased 
libido, rash and pruritus may also occur. 

Dosage and Administration— In mild 
to moderate anxiety and/or depression: 10 mg 
to 25 mg t.i.d. Increase or decrease 
the dosage according to individual response. 

Usual optimum daily dosage is 75 mg to 150 mg 
per day, not to exceed 300 mg per day. 

Antianxiety effect usually precedes the anti¬ 
depressant effect by two or three weeks. 

How Supplied— Each capsule contains doxepin, 
as the hydrochloride: 10 mg, 25 mg and 50 mg 
capsules in bottles of 100 and 1000. 

For complete prescribing information please 
see package insert or PDR. 



When they see life 

in shades of blue... 
help them see life 
in all its colors. 

Adaniil 

(doxepn HCI) 

single daily dose recommended h.s. 



10-mg capsules 
25-mg capsules 
50-mg capsules 
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Pennwalt Prescription Products 
Pharmaceutical Division 
Pennwalt Corporation 
Rochester. New York 14603 











TRIAMTERENE CONSERVES POTASSIUM 
WHILE HYDROCHLOROTHIAZIDE 
LOWERS BLOOD PRESSURE 

DVftZIDE 

Each capsule contains 50 mg. of Dyremum (triamterene, 

SK&F Co.) and 25 mg. of hydrochlorothiazide. 

MAKES SENSE 



Before prescribing, see complete prescribing 
information in SK&F Co. literature or PDR. 
A brief summary follows: 


Warning 

This drug is not indicated for initial therapy 
of edema or hypertension. Edema or hyper¬ 
tension requires therapy titrated to the in¬ 
dividual. If this combination represents the 
dosage so determined, its use may be more 
convenient in patient management. Treat¬ 
ment of hypertension and edema is not 
static, but must be reevaluated as conditions 
in each patient warrant. 


* Indications: When the combination represents 
the dosage determined by titration: Adjunctive 
therapy in edema associated with congestive 
heart failure, hepatic cirrhosis, the nephrotic 
syndrome. Corticosteroid and estrogen-induced 
edema, idiopathic edema; hypertension, when 
the potassium sparing action of triamterene is 
warranted. (See Box Warning.) Routine use of 
diuretics in healthy pregnant women is inap¬ 
propriate; they are indicated in pregnancy only 
when edema is due to pathological causes. 

Contraindications: Further use in anuria, 
progressive renal or hepatic dysfunction, 
hyperkalemia. Pre-existing elevated serum 
potassium. Hypersensitivity to either com¬ 
ponent or other sulfonamide-derived drugs. 

Warnings: Do not use potassium supplements, 
dietary or otherwise, unless hypokalemia develops 
or dietary intake of potassium is markedly impaired. 

If supplementary potassium is needed, potassium 
tablets should not be used. Hyperkalemia can occur, and 
has been associated with cardiac irregularities. It is 
more likely in the severely ill, with urine volume 
less than one liter/day, the elderly and diabetics 
with suspected or confirmed renal insufficiency. 

Periodically, serum K+ levels should be deter¬ 
mined. If hyperkalemia develops, substitute a 
thiazide alone, restrict K+ intake. Associated 
widened QRS complex or arrhythmia requires 
prompt additional therapy. Thiazides cross the 
placental barrier and appear in cord blood. Use 
in pregnancy requires weighing anticipated 
benefits against possible hazards, including 
fetal or neonatal jaundice, thrombocytopenia, other 
adverse reactions seen in adults. Thiazides appear and triamterene may 
appear in breast milk. If their use is essential, the patient should stop 
nursing. Adequate information on use in children is not available. 
Precautions: Do periodic serum electrolyte determinations (particularly 
important in patients vomiting excessively or receiving parenteral fluids). 


FOR LONG-TERM CONTROL 
OF HYPERTENSION! 
SERUM K+AND BUN SHOULD 
BE CHECKED PERIODICALLY. 
(SEE WARNINGS SECTION.) 


Periodic BUN and serum creatinine determina¬ 
tions should be made, especially in the elderly, 
diabetics or those with suspected or confirmed 
renal insufficiency. Watch for signs of impend¬ 
ing coma in severe liver disease. If spironolac¬ 
tone is used concomitantly, determine serum K+ 
frequently; both can cause K+ retention and 
elevated serum K+. Two deaths have been re¬ 
ported with such concomitant therapy (in one, 
recommended dosage was exceeded, in the 
other serum electrolytes were not properly 
monitored). Observe regularly for possible 
blood dyscrasias, liver damage, other idiosyn¬ 
cratic reactions. Blood dyscrasias have been 
reported in patients receiving triamterene, and 
leukopenia, thrombocytopenia, agranulocytosis, 
and aplastic anemia have been reported with 
thiazides. Triamterene is a weak folic acid 
antagonist. Do periodic blood studies in cir¬ 
rhotics with splenomegaly. Antihypertensive 
effect may be enhanced in post-sympathectomy 
patients. Use cautiously in surgical patients. 
The following may occur: transient elevated 
BUN or creatinine or both, hyperglycemia and 
glycosuria (diabetic insulin requirements may 
be altered), hyperuricemia and gout, digitalis 
intoxication (in hypokalemia), decreasing alkali 
reserve with possible metabolic acidosis. 

‘Dyazide’ interferes with 
fluorescent measurement 
of quinidine. 

Adverse Reactions: 

L Muscle cramps, weak- 
I ness, dizziness, 
r headache, dry mouth; 
anaphylaxis, rash, 
urticaria, photosensi¬ 
tivity, purpura, other 
dermatological conditions; 
nausea and vomiting, diarrhea, 
constipation, other gastrointestinal 
disturbances. Necrotizing vasculitis, 
paresthesias, icterus, pancreatitis, 
xanthopsia and, rarely allergic pneumonitis 
have occurred with thiazides alone. 
Supplied: Bottles of 100 and 1000 capsules; 
Single Unit Packages of 100 (intended for 
nstitutional use only). 


SK&F CO., Carolina, P.R. 00630 


SK&F CO. 

a SmithKIine company 






newsfronts 


PMS sues to force release of funds to medical board 


The Pennsylvania Medical So¬ 
ciety January 11 sued the state 
administration to force release of 
some $2 million in license fees to 
the State Board of Medical Educa¬ 
tion and Licensure so that it can 
discipline incompetent physi¬ 
cians. Filed in Commonwealth 
Court, the suit names the Secre¬ 
tary of the Commonwealth, the 
Commissioner of Professional and 
Occupational Affairs, the Budget 
Secretary, the Governor, and the 
State Board. Plaintiffs are the 
State Society and George A. Row¬ 
land, M.D., of Millville. 

Act 111 of 1975, the medical 
malpractice law, specifically or¬ 
ders the use of physicians’ licens¬ 
ing fees by the medical board to 
fulfill its function of discipline. 
The Act says the medical board 
shall hire the necessary inves¬ 
tigators, hearing officers, and 
lawyers to enforce the Medical 
Practice Act. 

Dr. Rowland, chairman of the 
State Society’s Board of Trustees, 
said, "It is two years since the Act 
went into effect and absolutely 
nothing has been done. The state 
has collected more than $2 million 
in licensing fees from physicians, 
but refuses to release the money to 
the medical board to get the job 
done. After months of fruitless ne¬ 
gotiations, with everybody from 
the Commissioner of Occupational 
Affairs to the Attorney General, 
we had no recourse but to go to 
Court. Members of the medical 
board tell us they have asked for 
their money but as yet don’t have 
it and therefore can’t hire the nec¬ 
essary personnel to handle disci¬ 
plinary procedures.” 

The suit stipulates that the 
medical board has received more 
than 85 complaints against physi¬ 
cians which have not been inves¬ 
tigated and processed through 


hearings. In addition, the board is 
required by law to investigate all 



Dr. Rowland 


cases determined to be medical 
malpractice by the new arbitra¬ 
tion system. Nearly 350 com- 


Second opinions on surgery are 
now being recommended to Medi¬ 
care beneficiaries by the Depart¬ 
ment of Health, Education, and 
Welfare. In November testimony 
before Congress, HEW Undersec¬ 
retary Hale Champion announced 
that the new policy is part of a 
major departmental effort to com¬ 
bat the problem of unnecessary 
surgery. Champion will report to 
Congress within six months on the 
progress of the new project. 

An interim policy instruction to 
carriers issued in November 1977 
by HEW said that, "Second opin¬ 
ions pertaining to potential 
surgeries are not only covered 
but are recommended and en¬ 
couraged” as a means to reduce 
unnecessary surgery. 

Carriers are to pay for claims for 
patient-initiated second physician 
opinions pertaining to the medical 
need for surgery. Payment may be 


plaints have been filed for process¬ 
ing under the new system. Any of 
these found to have merit must be 
referred to the medical board for 
investigation. 

Dr. Rowland said, "We are very 
disappointed that an administra¬ 
tion which claims to be consumer 
oriented has been so derelict in 
overseeing the licensing boards. 
The Pennsylvania Medical Soci¬ 
ety sponsored the amendments 
giving strong disciplinary powers 
to the medical board under the 
new Medical Practice Act and Act 
111. Now we intend to see that the 
state carries out its responsi¬ 
bilities to the citizens of Pennsyl¬ 
vania. We have appealed to the 
Court to guarantee that the medi¬ 
cal board investigates complaints 
and removes incompetent physi¬ 
cians from practice.” 


made for patient history, exami¬ 
nation, and covered diagnostic 
services. 

In the event that the recom¬ 
mendations of the first and second 
physicians differ regarding the 
medical need for surgery, a claim 
for a patient-initiated third opin¬ 
ion is also reimbursable. Such 
claims are payable even though 
the beneficiary has the surgery 
against the recommendation of 
the second or third physician. 

Carriers are urged to instruct 
physicians to identify second and 
third opinions as such on their 
bills and claim forms, and to de¬ 
vise and use special codes for sec¬ 
ond opinions so the data may be 
monitored readily. A major objec¬ 
tive of the monitoring will be to 
determine the effect of second and 
third physician opinions on the in¬ 
cidence of surgery and the cost of 
the new project. 


Second opinions urged by HEW 
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At Officers’ Conference 


N.Y. Times writer to deliver Donaldson Memorial Lecture 


Lawrence K. Altman, M.D., 
F.A.C.P., medical correspondent 
for The New York Times, will de¬ 
liver the 1978 Donaldson Memo¬ 
rial Lecture at the Society’s Offi¬ 
cers’ Conference April 13. The con¬ 
ference will begin at 1 p.m., 
Wednesday, April 12, at the Her- 
shey Motor Lodge and Convention 
Center, and conclude at noon on 
Thursday, April 13. 

Dr. Altman, an award winning 
journalist, will speak on the sub¬ 
ject, "As the Press Sees Us.” A 
graduate of Harvard College and 
Tufts University School of Medi¬ 
cine, Dr. Altman served as 
epidemic intelligence officer at the 
U.S. Public Health Service Center 
for Disease Control in Atlanta 
from 1963 to 1966. He completed 
his residency and a fellowship in 
internal medicine at the Univer¬ 
sity of Washington Hospital in 
Seattle in 1969 and joined the 
Times staff that same year. 

J. Mostyn Davis, M.D., of 
Shamokin, chairman of the Offi¬ 



Dr. Altman 


cers’ Conference Committee, will 
deliver opening remarks at the 
conference. James R. Sammons, 
M.D., executive vice president of 
the American Medical Association 
will be joined by John F. Rineman, 
executive vice president of PMS, 
and Robert Parsons, executive di¬ 
rector of the Lehigh County Medi¬ 
cal Society, in a panel discussion 
on "Federation—Working To¬ 


gether.” 

Other speakers will include 
James R. Neely, president of the 
Hospital Association of Pennsyl¬ 
vania, and John Runzer, Esq., and 
Fred Speaker, Esq., members of 
the law firm of Pepper, Hamilton 
& Scheetz, which serves as the So¬ 
ciety’s legal counsel. 

Dr. James H. Boren, nationally 
known humorist, will speak at 
Wednesday evening’s dinner. His 
subject will be "Red Tape.” John 
V. Blady, M.D., Society president, 
will chair the dinner program. 

Members of the Officers’ Con¬ 
ference Committee are: Dr. Davis; 
George R. Fisher, M.D., Philadel¬ 
phia; Paul F. Kase, M.D., Harris¬ 
burg; David L. Miller, M.D., New 
Bethlehem; John P. Mraz, M.D., 
Erie; Joseph M. Stowell, M.D., Al¬ 
toona; and Dr. Blady. 

New specialty group now 
represents 200,000 

At its annual meeting in 
November the Council of Medical 
Specialty Societies elected to 
membership the Society of Nu¬ 
clear Medicine, located in New 
York, and the American Academy 
of Allergy, a Milwaukee-based or¬ 
ganization. Their membership, ef¬ 
fective January 1,1978, brings the 
CMSS total to 22 societies repre¬ 
senting more than 200,000 physi¬ 
cians. 

The CMSS provides an inde¬ 
pendent policy forum for specialty 
societies. It is a co-sponsor of the 
Coordinating Council on Medical 
Education and the Liaison Com¬ 
mittees on Graduate Medical Ed¬ 
ucation and Continuing Medical 
Education. While educational ac¬ 
tivities are its major thrust of in¬ 
volvement, the CMSS is also ac¬ 
tively engaged in programs and 
projects dealing with health care 
delivery, cost containment, health 
manpower, and patient safety. 



THE PENNSYLVANIA MEDICAL SOCIETY sponsored trophies awarded to first 
place winners in the recent Fifth Annual Pennsylvania Bicentennial Debate. Winners 
(I. to r.) Shawn Galey and Mary Foertsch from Knoch High School near Pittsburgh, 
and Steven Postul and Lisa Misteler from Pennsbury High School, Fairless Hills, 
excelled in arguments to the 1977 national high school debate topic: “Resolved: That 
the federal government should guarantee comprehensive medical care to all citizens 
in the United States.” The two teams will represent Pennsylvania at the National 
Bicentennial Debates in Williamsburg, Virginia, February 7-12, 1978. 
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BURROUGHS WELLCOME CO. MAKES 
CODEINE COMBINATION PRODUCTS. 

YOU MAKE THE CHOICE. 



EMPIRIN 
COMPOUND 
c CODEINE 
#3 

Each tablet contains: 
codeine phosphate, 32 mg (gr 1 /^), 
(Warning: May be habit-forming); 
aspirin, 227 mg; phenacetin, 162 mg; 
and caffeine, 32 mg. 



EMPRACET 
c CODEINE 
#3 

Each tablet contains: 
codeine phosphate, 30 mg (grVfe), 
(Warning: May be habit-forming); 
and acetaminophen 300 mg. 



Burroughs Wellcome Co. 

Research Triangle Park 
North Carolina 27709 



Wellcome 








NEW YORK UNIVERSITY POST-GRADUATE 

MEDICAL SCHOOL 


announces 


ADVANCES IN CLINICAL CARDIOLOGY 
FOR THE PRACTICING PHYSICIAN 


ADVANCES IN CLINICAL GASTROENTEROLOGY 
FOR THE PRACTICING PHYSICIAN 


Thursday-Saturday 
March 30 - April 1, 1978 


Fee: $250 
8:00 AM-5:00 PM 


Monday-Wednesday 
April 10-12, 1978 


Fee: $250 
8:00 AM to 5:00 PM 


Course Director: Dr. Kenneth Krauss 


Course Director: Dr. Arthur E. Lindner 


This course is specifically designed for primary physicians and internists. 
The objective is to improve and update basic knowledge and clinical skills 
required for management of patients with common cardiovascular dis¬ 
ease syndromes. Emphasis is on topics of major importance and current 
interest with an orientation to practical considerations of diagnosis and 
treatment in the office and hospital setting. 

Morning Sessions 

Core curriculum review lectures with special emphasis on recent devel¬ 
opments of practical clinical importance. 


This course is specifically designed for family physicians and internists 
who are not gastroenterologists. The objective is to improve and update 
basic knowledge and clinical skills required for management of patients 
with common gastrointestinal problems. Emphasis is on topics of major 
importance and current interest with an orientation to practical considera¬ 
tions of diagnosis and treatment in the office and hospital setting. 

Morning Sessions 

Core curriculum review lectures with special attention to recent devel¬ 
opments of practical clinical importance. 


Afternoon Sessions 

Part I: Patient Management Problems — Case studies illustrating ap¬ 
proaches to common clinical problems in office and hospital 
practice. 

Part II: Demonstration Workshops — Pacemakers, auscultation update, 
treatment of hypertension, cardiopulmonary resuscitation, exer¬ 
cise stress testing, echocardiography and Holter monitoring, 
catheterization laboratory, peripheral vascular examination, man¬ 
agement of arrythmias, cardiac rehabilitation center visit. 


Afternoon Sessions 

Part I: Patient Management Problems — Case studies illustrating ap¬ 
proaches to common clinical problems in office and hospital 
practice. 

Part II: Clinical Workshops — Upper Gastrointestinal Endoscopy; Col¬ 
onoscopy; E.R.C.P.; G.l. Radiology (film interpretation); Small 
Bowel Biopsy; Esophageal Manometry; Liver Biopsy; Abdominal 
Ultrasound; Sigmoidoscopy and Management of Common 
Anorectal Problems; Open Elective Workshop. 


ELECTROCARDIOGRAPHY 


Monday - Wednesday Fee: $250 

April 3 - 5, 1978 8:00 AM-5:00 PM 


Course Director: Dr. George Bear 


INTERPRETATION OF CLINICAL LABORATORY 
DATA FOR PRIMARY PHYSICIANS 


Wednesday-Friday Fee $250 

April 19-21, 1978 8:00 AM to 5:00 PM 


A practical, intensive review of office electrocardiography stressing basic 
electrophysiology as an approach to accurate diagnosis. Topics are 
presented in the context of frequently encountered clinical problems. 
Presentations include case studies and unknown EKG’s for self- 
assessment evaluation which illustrate the usefulness and limitations of 
the electrocardiogram as a clinical tool. Common problems that interfere 
with correct EKG interpretations will be discussed in detail and practical 
solutions outlined. For internists and general physicians. 

Discussions Include: 

• The Normal Electrocardiogram 

• The Electrocardiogram of Coronary Artery Disease 

• Tachyarrhythmias 

• Conduction Abnormalities 

• Bradyarrhythmias 

• Chamber Enlargement 

• Drug and Electrolyte Effects 

• WPW Syndrome 


Course Directors: Drs. Harold S. Kaplan and Paul P. Sher 

A practical survey of the laboratory repertoire utilized in the diagnosis and 
evaluation of patients with diseases commonly encountered in office 
practice. 

Topics include enzymology in cardiovascular disease; evaluation of 
hyperlipidemias; office examination of urine; thyroid disease, diabetes, 
and hypoglycemia; laboratory investigation of liver disease; hepatitis 
update and new developments in bacterial and viral infections. Guidelines 
for choosing office laboratory procedures are considered. 


For information, write or phone: Registration Depart¬ 
ment, NYU Post-Graduate Medical School, 550 First 
Avenue, NYC, NY 10016; 212-679-3200, Ext. 4038. 

Special Note: Tuition reduced 10% for each additional 
course. Tuition includes syllabus, continental 
breakfasts, refreshments, lunches. 


Accreditation: All courses approved for AMA Category I credit hours and AAFP prescribed hours. 
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RETIREMENT PLANS 

1 Earmark Your Plans 
for Individual 
Investment Opportunities 

Both corporate and Keogh retirement 
plans offer dramatic financial opportuni¬ 
ties, the most significant advantage being 
the tax-free compounding of investment 
income over many years. They also pre¬ 
sent the physicians with difficult invest¬ 
ment decisions. If several doctors prac¬ 
ticing together have differing views, or 
expect they might think differently in the 
future, most retirement plans cannot ac¬ 
commodate the problem—a plan's funds 
must be invested as a single account. 

There is a solution to this problem. A 
retirement plan may contain provisions 
specifically permitting each participating 
employee to direct how his or her account 
should be invested.* The plan provisions 
are simple, and an existing plan could be 
amended to include them at probably no 
more than $200 of legal fees. 


Once a plan permits such "earmark¬ 
ing", each employee could instruct as to 
investments to the extent of his or her 
accounts. The annual reports to em¬ 
ployees would allocate all these directed 
transactions, their gains, losses and in¬ 
come to the appropriate accounts. Under 
the Pension Reform Act ("ERISA"), 
neither the trustee nor the plan admini¬ 
strator would be liable for the results of 
an employee's own investment directions. 

The opportunity to earmark must be 
offered to all employees if it is to be of¬ 
fered at all. It cannot be reserved to the 
physicians and denied to the staff, for 
example. Nevertheless, it is not unusual 
for most or all assistants to foresake the 
opportunity and accept a conservative 
alternative (perhaps certificates of deposit 
or a balanced investment fund) available 
for all amounts not specifically directed. 

The one concern is administration, for 
keeping "earmarked" records is much 


more time-consuming and costly. We be¬ 
lieve the task should be assigned only to 
an organization actively in that business; 
and higher fees should be paid for the 
work. We are aware of some organiza¬ 
tions doing good jobs with earmarked 
retirement plans, a list of which you may 
receive by writing us with your request. 

*Defined benefit plans, requiring actuarial cal¬ 
culations, may not contain such provisions— 
another reason why we usually advise against 
them. 


ACTION NOTE—If you have or contem¬ 
plate concerns over your retirement plans 
being invested as a single fund, consider 
adding "earmarking" provisions permit¬ 
ting individual investment; but be sure to 
arrange for expert administration of its 
accounting complexities. 


©MCA Publications, 1977. Copyright strictly reserved. This journal may not be reproduced in whole of in part without permission of MCA Publications. 


























PERSONNEL 


FINANCIAL MANAGEMENT 


2 Give Each Employee 
an Annual 

"Total Pay Statement" 

Many practices, particularly those which 
are professional corporations, provide 
some very generous fringe benefits to 
their staff. The retirement contribution 
for an assistant might easily be $2,000, 
for example; while BlueCross/Blue Shield, 
group life coverage and medical expense 
reimbursements could total another $1,000 
or more. 

Despite the expense, employees are 
often ignorant of their benefits. Even 
when they are aware of those programs, 
however, they rarely seem to appreciate 
the costs involved. In effect, many staff 
employees seem to measure their com¬ 
pensation simply by the number of dol¬ 
lars received weekly. The goodwill value 
of the various fringes has thus been lost. 

To help "sell" these benefits, a practice 
could take one extra step each January. 

It could prepare a separate "total pay 
statement" to accompany each employee's 
W-2 Form. The basic statement can eas¬ 
ily be prepared on an office typewriter 
and duplicated to create as many forms 
as there are employees. Then each assist¬ 
ant's numbers can be filled in from the 
wage records, insurance premium notices 
and pension administrator's information. 

The form might read as follows, using 
imaginary but reasonable numbers: 

"We want you to know thetojjJ^|j|L 
all pay and benefits our offja0l0ov\died " 
for you during the year T977 ; Jjtey 
are: 

Salary. $ 7,845.40 

Christmas Bonus. 'HOO.Ou 

Social Security. % 464.81 

Unemployment.2Y 84.00 

Blue Cross/Blue Shield . . , ^231 .50 

Group Life Insurance. . . 77.2b 

Pension Plan. 476.72 

Profit Sharing Plan. 1,191.81 

Medical/Dental Payments 234.00 

Total Paid for You. $ TV 05.49 

We are delighted that these^^wus 
benefits could be provided and hope 
1978 will be an even better year." 
Attaching such a form to the em¬ 
ployee's W-2 Form and handing it to her 
should then impress her that the office 
offers much more than just a weekly 
paycheck. 


ACTION NOTE—Give your employees 
annual "total pay statements" along with 
their yearly tax statements in order to 
remind them of the valuable fringe bene¬ 
fits they receive. 


3 Write Off and Remove 
Accounts Receivable 
on a Specific Schedule 

Much because of their professional con¬ 
cern first for patients' health care, physi¬ 
cians are notoriously unsuccessful col¬ 
lectors of their fees. We know,forexample, 
small offices with hundreds of thousands 
of dollars' face value in delinquent ac¬ 
counts from over the years. These ac¬ 
counts will never be collected and are 
truly worthless. 

Some practices continue to carry the 
stale accounts with their other patient 
ledger cards; and their figure for total 
"accounts receivable outstanding" is tre¬ 
mendous. While not quite so bad, other 
offices move the very old accounts to 
separate trays but fail to write them off 
of their total figures. 

We urge practices to routinely and reg¬ 
ularly remove delinquent accounts from 
the active files and reduce the running 
receivable figures accordingly. These pro¬ 
cedures have several important advantages. 

First, removal of the account cards 
reduces the number of items to be handled 
in the collection process. An office should 
routinely handle each account as it reaches 
designated ages, but the task can appear 
overwhelming if applied to trays of cards 
far greater than what r^s^remre atten¬ 
tion. Once an account ||s passe<3||hrough 
the office's collection'schedule^k will 
preumably not receive ^irtf^r offl|g ef¬ 
fort and need not cluttH thljtactiveTiles 


turned over to an agency. The staff can 
then routinely reduce the active ledger 
tray and make the corresponding book¬ 
keeping write-offs. 


ACTION NOTE—Be sure your accounts 
receivable only include the truly active 
accounts, removing and writing them off 
as they complete your office's specific 
follow-up process. 


OFFICE FACILITIES 

4 Hinge Your Examining 
Room Doors 
the "Wrong" Way 

Laying out a new office presents a variety 
of considerations to the expert. Unfor¬ 
tunately, the people entrusted with the 
design functions may lack enough experi¬ 
ence with medical practice to include 
some helpful special features. While 
architects and interior designers are 
typically hired for the lay-out 
may be guilty of one complairiir 
One little^ feature -might s#rve 
example. lipnvolves tho exarr|jping|pom 


., u t -y 

as an® 


more. 

Secondly, however, ”8 physician 
es realistic evaluation of what his ac 
""’ counts receivable real 1^ are* w«th—a 
iigure far below the totaljjnleli it is reg¬ 
ularly written down. Fie imay require that 
figure to project his future income, and 
he might require the information for fi- 
*^gncial reports even to obtain a niortgag 
o| other bank loan. If sevSal dojjors are 
practicing together, the§my#8ffnership 
ajreemejgl: or corporate documents might 
call for pay-out of accounts receivable 
upon death or withdrawal—in which case 
a mistakenly high figure might cause real 
dispute in the future. 

Adoption of a specific policy on re¬ 
moving and writing off delinquent ac¬ 
counts can best serve a practice and its 
physician-member(s). We recommend 
that an account be purged when the last 
collection letter is sent and the account is 


doors, which we ^ecommendlpe hjfcged 
on the opplbite |le fnim le nlatest 
partition wall. This ynginfc contrary to 
the usual arraaemeht dor doors, bojth in 
residential and commercial coostjructiorf. 

When a dooimiinge|i*e "usuel" way - 
a person enteri^ thJsrc%n will hale h 
sight line into thA center of the rooifi as 
he opens the dooll He |an thus see into 
the room quite earlaas hmis slil enterii g. 

In medical offices,% mistakenllritry and 
look into an occupied e®minii% r|om * 
llgn cause real embarlls smli t for plment, 
Mwuder and staff. 10 *** 

Hinging a door the "wrong" way, so 
itgpP swing into the center of the room, 
®xan minimize the problem somewhat. 

The sight line will be towards the parti¬ 
tion wall as the door itself swings in. A 
person's view will still be blocked by the 
door itself until it is wide open—he can¬ 
not see into much of the room so soon. 

A patient disrobing or being examined in 
a "wrongly" hinged room will thus have a 
greater opportunity to speak out before 
being seen by the intruder. 


ACTION NOTE—Consider little medical 
practice amenities, not possibly known to 
architects and designers, when arranging 
your new office. Remember one of these 
—setting examining room hinges differ¬ 
ently than usual to help foster patient 
privacy. 














THIRD PARTY INSURANCE 


EQUIPMENT 


BILLING SYSTEMS 


5 Use a Suspense File 

for Pending Insurance Claims 

While business offices usually and properly 
prepare carbon or photo copies of each 
Blue Shield, Medicare, commercial, etc. 
insurance form they prepare, there is 
wide divergence in how those copies 
should then be filed and used. Some of¬ 
fices place the copies in the patients' 
medical charts, the absolute worst choice. 
Other offices place the copies in a separate 
file drawer arranged alphabetically by 
patient name. 

We recommend a different approach 
using a file drawer and chronological date 
dividers. The drawer would serve as a 
"suspense file” for handy follow-up ref¬ 
erence to the claims most requiring atten¬ 
tion—the oldest ones. 

When an insurance claim form is com¬ 
pleted and maiJficL^out, the secretary 
should ontomfct patient's ledger 

card the date it is sent. ; %be copy of the 
fo*n should bo placed tcrlke rear of the 
sus*nse fife, at the day's Ate. Then as 
clairij are Ad, themopies of those paid 
form! shoulo be reinovedlleaving the 
oldestwnpaid%nes towards tip front. 

Any-secretary con Id unjffi this system 
easily go to the sus^p^nle and pull the 
oldest uljbaid claim forms for follow-up 
inquiry. «,She 'wight call an insurance 
company *to see II, a claim was received 
and its stalls; or she might call a patient 
to see if hew she rtjfceived and signed the 
original as r^uestecl Whatever the need, 
the job is mad© easier when those items 
most requiring attention easily present 
themselves. This is the advantage of the 
chronological filing. 

Some employees object that alphabet¬ 
ical filing of the forms makes it easier to 
locate the copies when patients telephone 
with questions. We find, however, that 
assistants routinely first check to patients' 
ledger cards. Since the insurance filing 
dates would appear on those cards, cross 
reference to the chronological suspense 
file is no particular hardship. 


ACTION NOTE—File the carbon or 
photo copies of your third party insur¬ 
ance forms chronologically according to 
the date each form is mailed out, thus 
creating the best opportunity for efficient 
follow-up. 


6 How to Assure Obtaining 
Investment Tax Credits 
Before Year-end 



How to Handle 
Monthly Computer 
Summary Print outs 


Federal income taxes are costly and often 
frustrating to physicians, as to many other 
taxpayers, but one provision offers some 
real tax-saving opportunities. It is the 
"investment tax credit" which essentially 
creates a dollar-for-dollar tax saving up to 
10% of the cost of office equipment. On 
the purchase of a new $4,000 EKG ma¬ 
chine for example, a doctor's Federal in¬ 
come tax would be reduced by $400. 

As a physician approaches the end 
1977, he should consider if there are any 
items of practice equipment or furnisfings 
that soon should be obtained. If soothe 
investment credit tax saving would apply 
immediately to his 1977 income tax re¬ 
turn* upon prompt purchase. The saving 
Opportunity may be considerable enough 
to warrant hurrying up with that purchase! 
®One didst, however, be careful to as-lj 
silfe 1977-entitlement to the credit. The 
taMlaw requires that the item be "placed 
in service"' before the year has ended. 
Merely receding delivery of an item this 
year does not necessarily satisfy those 
words. Howler,, using itkeven one time 
in thetpractiOT^Would be equivalent to 
placing St in servict^thpl requiring that 
the item qctu ally be pressed into use. 

The credlfwill apply to an item placed 
in service whether or not it has yet been 
paid for, so that receiving and paying the 
bill is not as pressing as the use. As to an 
item obtained late in December, it would 
be more helpful to document its first use 
—perhaps a patient billing or someone's 
signature as witness—than even to make 
payment. Particularly if a "big ticket” 
item, like X-ray machinery, is involved 
this precaution can be very important in 
case of later tax audit. 

*The credit, would, of course, apply for a cor¬ 
poration's fiscal year if the item is instead 
purchased by or leased to a corporation—that 
year may or may not conform to the December 
31 calendar year discussed in the article. All 
but very old partnerships are almost certainly 
on the calendar year basis. 


ACTION NOTE—Accelerate to this year 
any equipment purchases you plan on 
making soon, but have good proof that 
any such items are "placed in service" 
before the year ends. 


Computer billing services offer attractive 
arguments in their favor, and despite our 
usual skepticism* we recognize that some 
of the arguments are valid. On one point, 
however, we have real mixed feelings. 

Computer services usually provide 
reams of information at the end of each 
month. The information might include 
each open account's status, an aging of 
accounts receivable, breakdowns of how 
many times each procedure has been 
performed' and so on. On top of this 
, iWfmiation, there will usually be one or 
two pages of "summary" intended to 
allow the manager and/or doctor(s) to 
see briefly the important totals. 

While the summary sheet should serve 
as a valuable management tool, it is often 
not so used by physicians. We are told 
that the sheets don't seem "readable” in 
theiimomputer print, that the items don't 
quite report what the doctor(s) wanted 
Ito know and that the items aren't changed 
bs the docto rs ns change, 
si Because-df these objections, we recom- 
mend one rule for application to practices 
having computer billing services; develop 
your own one-page monthly information 
sheet for management use. The book¬ 
keeper and/or manager should enter (per¬ 
haps in handwriting) the appropriate 
numbers from the computer summary, 
adding whatever other items or comments 
are most of interest to the doctors each 
month. 

Such a "less fancy", personalized 
monthly sheet has maximum opportunity 
to be studied critically. In turn, sensible 
managment decisions are most likely to 
result from conscientious and regular re¬ 
view of the information. The computer 
service might be valuable in collecting 
that information, but its translation to 
an internally designed, more personalized 
statement will help the numbers be more 
useful. 

*See "Strict Rules to Observe in Considering a 
Computer Billing Service", Issue #77-4, item 2. 


ACTION NOTE—If you are on a computer 
billing service, design your own informal 
monthly statement for presentation of 
the service's summary items; don't just 
rely on the computer summary sheets. 


This sample issue is a reprint of an actual issue received by more 
than 400 subscribing physicians and medical office personnel. For 
subscription details, please see the card attached in this magazine. 













PROFESSIONAL CORPORATIONS 


TELEPHONE 


HIRING A PHYSICIAN 


8 Some Reasons for Paying 
Your Business Expenses 
Personally 

Most professional corporation arrange¬ 
ments call for business expenses to be 
paid by the corporate employer on behalf 
of its physician-employee. One reason 
usually given is greater accounting conve¬ 
nience since all business deductions would 
run through a single checkbook. There is 
also an emotional feeling that the doctor 
is not himself "paying" expenses which 
are taken care of by his corporation— 
though this is illusory. And some tax 
advisors suggest, with little real truth, 
that the deductions will more likely es¬ 
cape tax review on the corporation's re¬ 
turn than the doctor's personal tax return. 

There are, however, some very appeal¬ 
ing reasons favoring the opposite arrange¬ 
ment. It would call for increasing a physi¬ 
cian's salary but requiring him to pay his 
professional expenses personally. The 
expense payments would be just as de¬ 
ductible on his personal tax return so long 
as the corporate documents require his 
payment as part of his employment. 

For one thing, the personal payment 
would avoid the possible double tax ef¬ 
fect of having those expenses disallowed 
upon an audit of the corporation's tax 
return as "preferred dividends" upon an 
audit of the corporation's tax return. 

There is another very fascinating ad¬ 
vantage to personal payment. Suppose a 
doctor on a $60,000 salary has business 
expenses of $10,000. By increasing his 
salary to $70,000 and paying those ex¬ 
penses himself, his corporation's maxi¬ 
mum retirement plan contribution could 
be increased. The allowable contribution 
is, of course, a function of his salary. 

Furthermore, a high income physician 
could reduce his cost of contributing for 
his staff by this device. Suppose the 
above-described doctor wishes to contri¬ 
bute only $12,000 per year for his own 
retirement. At that level (on a non- 
integrated money purchase pension plan), 
he would be able to reduce the corporate 
contribution for his staff by 3% of their 
salaries. The reason, of course, would be 
that a $12,000 contribution for him 
would change from 20% of salary to 
about 17%. Even malpractice insurance 
premiums might be paid personally. Sur¬ 
geons might thus dramatically increase 
their salaries and reap the retirement plan 
savings. The approach is appealing enough 
to merit our suggested switch in some cor¬ 
porate arrangements. 


ACTION NOTE—Consider increasing your 
corporate salary and paying many business 
expenses personally; it might result in 
retirement plan savings. 


9 Should Your Patients Call 
the Office for Their 
Lab or X-Ray Results? 

We continue to be concerned over so 
many practices' telephone problems. In¬ 
terminable busy signals and over-harrassed 
receptionists are two common complaints. 
Any ideas which can reduce the telephone 
load should be extremely valuable. 

In tackling the phone problems, one 
important step is to evaluate the types of 
calls which clog the lines. For many prac¬ 
tices, particularly in primary care, a great 
number of the calls are patients' inquiries 
about their lab work and/or X-rays. The 
doctor or nurse might even have instructed 
the patients to call and obtain their 
results! 

These calls simply add to the phone 
burden. Worse still, they often come at 
the wrong time—perhaps when the recep¬ 
tionist is at her busiest, when the results 
have not yet been received or when the 
assistant having the information is un¬ 
available. Those ill-timed calls create a 
worse result of later phone calls for the 
same purpose. 

We recommend an office's adoption of 
an explicitly stated rule as to lab and 
X-ray results: patients cannot phone in 
for their results, but the office will tele¬ 
phone the patients. The appropriate 
assistant(s) can then collect all the neces¬ 
sary materials and make a batch of calls 
reporting results when free to do so. The 
incoming lines and the receptionist would 
be spared innumerable calls and the assis¬ 
tant could dispose of the reporting needs 
more efficiently. 

A rule as to lab and/or X-ray results 
should be adopted and made known to 
all patients. It ought to be a specific en¬ 
try in a "Patient Information Booklet." 
If there is concern that a test result might 
be lost and hence not reported, the rule 
can be modified so patients are instructed 
to call if they have not been contacted 
in, say, two days. 

Some people have objected that our 
approach would be costly if many toll 
telephone calls must be made. We be¬ 
lieve, however, that the cost savings in 
handling the calls when employees can 
most effectively do so will far outweigh 
the telephone toll charges. 


ACTION NOTE—To reduce the strain on 
your receptionist and your telephone 
lines, adopt a policy whereby patients are 
not to call in for their lab or X-ray re¬ 
sults; have your office call them out 
instead. 


Prepare Your Practice 
for a Newly Hired 
Doctor's Arrival 

A practice should start planning for the 
addition of a new doctor several months 
before he actually arrives. Seeking his 
admission to the necessary hospital staffs 
is, of'course, well understood but other 
steps should also be taken. 

For example, malpractice insurance 
coverage will have to be obtained effec¬ 
tive the day the doctor first sees patients. 
This may present some complications in 
view of insurers' present attitudes. A 
senior physician may even be forced to 
switch his own insurance coverage if his 
insurer will neither cover the new man 
nor insure the senior against liability for 
his new associate's possible malpractice. 
The matter should therefore, be pursued 
promptly after the employment agree¬ 
ment has been entered. 

Scheduling patients may also require 
several months of lead time: effective use 
of the new doctor calls for him to be 
booked as fully as possible the first day 
he joins the practice. A policy of schedul¬ 
ing new patients, and perhaps existing 
patients, must be decided upon so the 
receptionist will know how to arrange 
appointments. This may call for a new 
appointment book to be designed and put 
into effect some months in advance. 

Many related in-office decisions are 
also required: what shall the new office 
hours be? What space shall the new doc¬ 
tor occupy? What changes in aides' re¬ 
sponsibilities must be made? What addi¬ 
tional equipment and supplies will be 
needed? How, when and to whom shall 
announcements be mailed? How should 
existing patients be notified? What should 
the new doctor's fee schedule be and how 
might the joint practice change its fees? 
What third-party insurers need be notified? 

The questions are endless, but they 
will best be dealt with by the deliberate 
attention of the doctors involved. If they 
are ignored or delayed, the new doctor's 
arrival will result in an unnecessarily 
rough transition stage.* 

*From "The Physician's Office", by Leif C. 
Beck, published by Excerpts Medica (1977), 
pp. 134-135. 


ACTION NOTE—If a newly hired physi¬ 
cian will join your practice next July, 
begin soon to plan the details of his ar¬ 
rival. Arrange things so he can fit into 
your work patterns immediately upon his 
arrival. 












newsfronts 


Philadelphia, Allegheny Societies install new officers 

Members of the Allegheny and president, John Helwig, Jr., M.D., Krasnoff, M.D., vice president; 


Philadelphia County Medical 
Societies met recently at their re¬ 
spective annual dinners to inau¬ 
gurate officers for 1978. 

Joseph V. Caliguiri, M.D., was 
installed as the 113th president of 
the Allegheny County Medical So¬ 
ciety on January 14. Other physi¬ 
cians assuming office with Dr. 
Caliguiri are president elect How¬ 
ard A. Mermelstein, M.D.; first 
vice president Harold E. Swenson, 
M.D.; secretary Ralph Gaudio, 
M.D.; and treasurer Robert M. 
Laughlin, M.D. 

The Philadelphia County Medi¬ 
cal Society installed its 117th 

Blue Cross, Shield national 

The Blue Cross and Blue Shield 
Associations have announced 
that, effective January 1, 1978, 
they will operate under one chief 
executive and consolidate staffs in 
order to promote greater efficiency 
and economy within the organi¬ 
zations. 

Named to head the newly 
merged national associations is 
Blue Cross Association president 
Walter J. McNerney. Blue Shield 
president William E. Ryan was 

Conjoint meeting planned 

The Philadelphia Academy of 
Surgery will sponsor a conjoint 
meeting of the academy and the 
New York Surgical Society on 
March 15, 1978 at the Philadel¬ 
phia College of Physicians. Mem¬ 
bers of each group will present a 
series of scientific papers on recent 
surgical advances. Philadelphia 
Academy members plan a second 
conjoint meeting, this with the 
Baltimore Academy of Surgery, on 
April 13, 1978 in Baltimore. 


on January 18. Serving with Dr. 
Helwig are Robert S. Pressman, 
M.D., president elect; Sidney O. 

State boards hold first joint 

In a first-of-its-kind meeting, 
representatives of the State Board 
of Medical Education and Licen¬ 
sure, the State Board of Os¬ 
teopathic Examiners, and the 
State Board of Podiatry Exam¬ 
iners assembled on December 8 in 
Harrisburg to discuss issues of 
common concern. 

Medical Board chairman 
Richard C. Lyons, M.D., said the 

associations merge 

named senior executive vice pres¬ 
ident. 

The two associations will retain 
their current boards of directors, 
each accountable to its respective 
members. The boards will meet 
jointly on matters of mutual inter¬ 
est and separately on items of spe¬ 
cific interest to their member 
plans. 

Thoracic surgeons elect 

At its fifteenth annual meeting 
in September, the Pennsylvania 
Association for Thoracic Surgery 
elected eight thoracic surgeons to 
active membership. The meeting 
was conducted by R. Robert Tyson, 
M.D., Philadelphia, who was suc¬ 
ceeded in the presidency by John 
A. Waldhausen, M.D., Hershey. 
James L. Harrison, M.D., 
Williamsport, was elected vice 
president while Joseph C. Don¬ 
nelly, Jr., M.D., and Horace Mac- 
Vaugh III, M.D., both of Philadel¬ 
phia, were reelected secretary and 
treasurer, respectively. 


Edward J. Resnick, M.D., secre¬ 
tary; and Peter A. Theodos, M.D., 
treasurer. 

meeting 

joint meeting was an expression 
that the boards can and want to 
work together to resolve common 
problems and improve health care 
delivery in Pennsylvania. 

Topics of discussion included: 
the supervision of physicians’ as¬ 
sistants; the possibility of sum¬ 
mary suspension powers being 
granted to the boards; the signing 
of drug orders in institutions; and 
the question of who should be 
permitted to practice acupunc¬ 
ture. 


Physician’s license 
revoked by State Board 

The State Board of Medical Ed¬ 
ucation and Licensure has re¬ 
voked the license of Almon C. Sta¬ 
bler, M.D., Flourtown, effective 
November 23. Dr. Stabler has in¬ 
dicated he will appeal the revoca¬ 
tion to Commonwealth Court. 

The Board found that Dr. Sta¬ 
bler prescribed controlled sub¬ 
stances to persons without follow¬ 
ing treatment practices conform¬ 
ing to the standards of acceptable 
and prevailing medical practice. 

According to testimony pre¬ 
sented to the Board during a 
formal hearing, Dr. Stabler was 
found to have prescribed a con¬ 
trolled substance without giving 
the patient a physical examina¬ 
tion. 

The Board ruled that Dr. Sta- 
bler’s actions constituted unpro¬ 
fessional conduct. 
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Co-op opens right of purchase to all PMS members 


The Pennsylvania Medical 
Cooperative has announced that 
any PMS member may now pur¬ 
chase low cost medical supplies 
from the Co-op. The new plan, ap¬ 
proved by the PMS Board at its 
November meeting, will open a 
potential market of 8,000 new 
physician customers. 

To kick off its new promotion, 
the Co-op is mailing product cata¬ 
logs to all PMS members. The cat¬ 
alog contains more than 2,000 
items with product description 
and prices. 

"The Co-op is thriving,” says 
Bob Weiser, acting manager. "We 
now have a steady membership 
which purchases supplies regular¬ 
ly. But if we’re to grow, we must 
increase sales by reaching new 
markets.” 

Until now, the market consisted 
of some 2,000 physicians who paid 
a one-time membership fee in 
order to purchase Co-op supplies. 
This fee was used to start the 
business and build inventory. 
Under the new plan, any PMS 
member will be able to purchase 
supplies from the Co-op without 
paying the membership fee. How¬ 
ever, members who have paid the 
initial fee will reap extra benefits. 

"Co-op members will benefit the 
most from the plan,” says Weiser. 
"They’ll start out saving an 
additional 5 percent on all their 
purchases, and as sales increase, 
prices will go down even more. 
They’ll also benefit from monthly 
specials which will be offered to 
members only.” 

The Co-op began in October 
1975. Robert Davis, M.D., Cum¬ 
berland County, president of the 
Cooperative, was one of the origi¬ 
nal planners and has watched it 
grow from infancy. 

"There were some problems in 
the beginning, there’s no doubt 
about it. It’s hard for a physician to 
break old buying habits. But I 
think the Co-op can fulfill a great 


need for any physician. After all, 
we’re not in business to make 
money—only to provide low cost 
office supplies and good service,” 
says Dr. Davis. 

During its first full year of oper¬ 
ation, Co-op sales totaled 
$501,000. In less than one year 
sales increased 30 percent. Weiser 
estimates that Co-op members as 
a group saved in excess of 
$100,000 on their puchases in 


1977. 

"The fact that we’ve managed to 
make this concept work over the 
past two years is quite an 
achievement when you consider 
the tremendously hostile envi¬ 
ronment we ran into,” Weiser 
says. "The competition did every¬ 
thing they could to put us out of 
business, but we’ve proven we can 
survive.” 

The Co-op’s major competitors 



THE COOPERATIVE’S annual report to the 1977 Annual Meeting of the House of 
Delegates was presented by Dr. Davis, at the top. Weiser and Marcia Dutton review 
orders at the bottom. To the right in the warehouse, H. Edward Dobson and Weiser, 
above, check a shipment. Robert D. Shreve, Jr., below, discusses new merchandise 
with Weiser. 
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are the big medical supply houses 
and mail order businesses which 
vie for the physician’s business. 
But the Co-op does have one big 
advantage over both of them. 

The Co-op is a non-profit com¬ 
pany, which is the main reason 
why it is able to keep prices low. 
Once overhead costs are met, the 
rest of the income goes back to its 
customers in lower prices. 

"By purchasing through the 
Co-op, you eliminate the sales¬ 


man,” says Weiser. "Salesmen 
take up your time and your staffs 
time. They cost money, too, be¬ 
cause they have to be paid com¬ 
mission. This extra cost is added to 
your purchase price.” 

The Cooperative is the only 
supply house in the country which 
sells only to physicians. Other 
medical supply companies are 
geared toward hospitals and nurs¬ 
ing homes which buy in large 
quantities. 



"The Co-op sells just about ev¬ 
erything a physician needs for his 
office, examining room and recep¬ 
tion room,” says Weiser. "That in¬ 
cludes disposable medical 
supplies, diagnostic equipment 
and supplies, an extensive line of 
generic pharmaceuticals, paper 
products, cleaning products, and 
even small items like office 
supplies.” 

Almost every one of the 2,000 
products in the Co-op’s inventory 
has been selected by the Product 
Selection Committee of doctors. 
They examine new products and 
review the performance of exist¬ 
ing ones. 

The Co-op carries brand name 
products as well as products of 
lesser known manufacturers and 
guarantees all products. Refunds 
or exchanges can be made within 
60 days of the purchase. 

The Co-op has built a solid repu¬ 
tation for fast service and relia¬ 
bility. Orders are processed and 
shipped in 24 hours—less time for 
"rush” jobs. Three shipping com¬ 
panies are used to ensure the best 
possible delivery time to all parts 
of the state. 

"Phone orders are the quickest 
way to get your order moving. If a 
doctor sees an item he wants in the 
catalog, all he has to do is pick up 
his phone and call. If the call is 
made before noon, chances are we 
can have the order out that same 
day,” says Weiser. 

The Pennsylvania Medical 
Cooperative is located at 3617B 
Simpson Ferry Road, Camp Hill, 
PA 17011. Orders can be tele¬ 
phoned to (717) 761-8215. 

"I want the Pennsylvania 
physician to realize that he is in a 
unique situation,” says Weiser. 
"The Co-op is the only physician- 
owned and operated medical 
cooperative in the country! We’re 
only in business to serve the 
physician and save him money. I 
can’t emphasize that enough.” 
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Legal counsel reports 


Licensing boards flounder in due process decision wake , 

Fred Speaker, Esq. 


Legal representation of licens¬ 
ing boards, such as the State 
Board of Medical Education and 
Licensure, remains under a dis¬ 
abling cloud as a result of a recent 
decision by the Commonwealth 
Court. 

In the case of Commonwealth, 
Department of State v. Chairman / 
the State Board of Podiatry Exam¬ 
iners notified three podiatrists 
that it would conduct a hearing to 
determine whether their licenses 
should be revoked because of bill¬ 
ing irregularities and overzeal- 
ous care. The Board’s solicitor 
presented the case for the Com¬ 
monwealth, apparently ruled on 
evidence, gave advice to Board 
members, and was instrumental 
in drafting the Board’s adjudica¬ 
tion and order after it decided to 
suspend the licenses. 

Two of the podiatrists appealed 
on the basis of alleged denial of 
procedural due process caused by 
the commingling of the Common¬ 
wealth’s judicial and prosecutorial 
functions. The Court held: 

The actions of the Board’s 
solicitor in the instant case 
fall squarely within the ac¬ 
tivity proscribed.. . . That the 
solicitor was allowed to advise 
the tribunal with respect to 
ongoing proceedings created 
an impermissible appearance 
of possible prejudice. 2 

Thereupon the case was re¬ 
turned to the Board "for a hearing 
in which the separation of judicial 


1/377 A.2d 1022 (Commw. Ct. 1977). 
2/ Id. at 1024. 


and prosecutional functions will 
be strictly observed.” 3 

The significance of this opinion 
is that it continues an attack on 
regular Commonwealth practice. 
Mixing judicial and prosecutorial 
functions of hearing boards, either 
by giving one individual those 
dual responsibilities or by having 
two individuals who are adminis¬ 
tratively tied together—such as a 
general counsel and a staff 
attorney—perform those func¬ 
tions, remains a common practice. 

The Pennsylvania Supreme 
Court currently is faced with a de¬ 


Mr. Speaker is a member of the 
law firm of Pepper, Hamilton & 
Scheetz, which serves as the 
Society’s legal counsel. 


cision that should go a long way 
toward a definitive, general 
statement of the law on this sub¬ 
ject. The Commonwealth Court, in 
Commonwealth, Department of 
Insurance v. American Banker's 
Insurance Co. of Florida, 4 had re¬ 
versed the determination of the 
Insurance Commissioner based on 
a hearing in which the prosecutor 
was the direct subordinate of the 
hearing examiner. Common¬ 
wealth Court held that the pro¬ 
ceedings were susceptible of prej¬ 
udice, and the Commonwealth 
appealed. 

A line of Pennsylvania cases in 
the Seventies has established that 
the courts will not tolerate the sit¬ 
uation in which a lawyer repre¬ 
sents a party appearing before the 

31 Ibid. 

4126 Commw. Ct. 189, 363 A 2d 874 (1976). 


board and also gives advice to the 
board during the hearing or dur¬ 
ing its decision-making process. 5 
The cases have also established 
that when two attorneys are 
involved—one representing the 
prosecutorial aspects of the case 
and the other giving advice to the 
board—the commingling may or 
may not be allowed. In State Board 
of Medical Education and Licen¬ 
sure v. Grumbles, 6 the Common¬ 
wealth Court indicated that, when 
one attorney represents a party 
before a tribunal and another at¬ 
torney from the same office or de¬ 
partment advises that tribunal, 
the combination is impermissible. 
However, the division of the func¬ 
tions between two distinct admin¬ 
istrative entities with no direct af¬ 
filiation, 7 or the situation in which 
there was no commingling during 
the crucial fact-finding stage of 
the proceedings, 8 is supportable. 

The Pennsylvania Supreme 
Court’s decision in the American 
Banker’s case may sketch more 
clearly the proper division be¬ 
tween allowable and impermissi¬ 
ble procedures in representing the 
licensing boards. In the mean¬ 
time, physicians should be aware 
of the possible continued dis¬ 
ability that currently afflicts the 
boards. 


5/ See Horn v. Township of Hilltown, 461 Pa. 745, 337 
A.2d 858 (1975); English v. North East Board of Edu¬ 
cation, 22 Commw. Ct. 240,348 A.2d 494 (1975); In Re: 
Appeal of Feldman, 21 Commw. Ct. 451,346 A.2d 895 
(1975); Donnon v. Downington Civil Service Commis¬ 
sion, 3 Commw. Ct. 366, 283 A.2d 92 (1971). 

6122 Commw. Ct. 74, 347 A.2d 782 (1975). 

7/ State Dental Council and Exam. Bd. v. Pollock, 45 7Pa. 
264,318 A.2d 910(1974). 

81 Pennsylvania Human Relations Commission v. Thorp. 
Reed & Armstrong, 25 Commw. Ct. 295,361 A.2d 497 
(1976). 
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Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Coryne bacterium 

Streptococcus 

Pneumococcus 



Bacitracin 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Neosporiri 
Ointment 

(Polymyxin B-Bacitracin-Neomycin) 

This potent broad-spectrum antibacterial 
provides overlapping action to help combat 
infection caused by common susceptible pathogens 
(including staph and strep). The petrolatum base 
, is gently occlusive, protective and 

Polymyxin B enhances spreading. 

Pseudomonas 


Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Wellcome 


Burroughs Wellcome Co. 

Research Triangle Park 
North Carolina 27709 


In vitro overlapping antibacterial action of 
Neosporin* Ointment (polymyxin B-bacitracin-neomycin). 


Neosporiri 

Ointment 

(Polymyxin B-Bacitracin-Neomycin) 

Each gram contains: Aerosporin" brand Polymyxin B 
Sulfate 5,OCX) units: zinc bacitracin 400 units; neomycin 
sulfate 5 mg (equivalent to 3.5 mg neomycin base); 
special white petrolatum qs; in tubes of 1 oz and 1/2 oz 
and 1/32 oz (approx.) foil packets. 

WARNING: Because of the potential hazard of nephro¬ 
toxicity and ototoxicity due to neomycin, care should be 
exercised when using this product in treating extensive 
burns, trophic ulceration and other extensive conditions 
where absorption of neomycin is possible. In burns 
where more than 20 percent of the body surface is 


affected, especially if the patient has impaired renal 
function or is receiving other aminoglycoside anti¬ 
biotics concurrently, not more than one application a 
day is recommended. 

When using neomycin-containing products to control 
secondary infection in the chronic dermatoses, 
it should be borne in mind that the skin is 
more liable to become sensitized to many substances, 
including neomycin. The manifestation of sensitization to 
neomycin is usually a low grade reddening with swelling, 
dry scaling and itching; it may be manifest simply as 
failure to heal. During long-term use of neomycin- 
containing products, periodic examination for such 
signs is advisable and the patient should be told to 
discontinue the product if they are observed. These 
symptoms regress quickly on withdrawing the medica¬ 
tion. Neomycin-containing applications should be 
avoided for that patient thereafter. 


PRECAUTIONS: As with other antibacterial preparations, 
prolonged use may result in overgrowth of nonsus- 
ceptible organisms, includingfungi. Appropriate measures 
should be taken if this occurs. 

ADVERSE REACTIONS: Neomycin is a not uncommon 
cutaneous sensitizer. Articles in the current literature 
indicate an increase in the prevalence of persons 
allergic to neomycin. Ototoxicity and nephrotoxicity 
have been reported (see Warning section). 

Complete literature available on request from Profes¬ 
sional Services Dept. PML. 














practice management 


Corporation ‘fringes’ should include health care 


Leif C. Beck, LL.B., C.P.B.C. 
Vasilios J. Kalogredis, J.D. 


W hile the primary (and often sole) 
reason for practicing as a pro¬ 
fessional corporation is often the re¬ 
tirement plan opportunities, the 
majority of other fringe benefits are 
frequently confused or overlooked. 
Many of these other fringes relate to 
health protection for the physician 
and his family, so they are of real 
planning concern even beyond the 
usual tax-saving considerations. The 
fringes relating to health care are 
health insurance, a medical and den¬ 
tal expense plan, and disability in¬ 
surance. 

As an opportunity for incorporated 
physicians to review their own ar¬ 
rangements, let us explore some of our 
observations about these three 
fringes. 

Health insurance 

Health insurance is so basic that no 
doctor should be without it, and only 
rarely do we see one without some sort 
of coverage. Nevertheless, many 
physicians are poorly insured against 
serious illness. 

Some doctors have only the basic 
health insurance provided by Blue 
Cross/Blue Shield or its equivalent. 
Many of those basic policies fail to 
provide sufficient coverage against 
catastrophic medical expenses—the 
risk for which a physician most needs 
protection. Many Blue’’ plans, even 
some called "major medical,” are 
alarmingly deficient in case of huge 
medical care costs. 

We strongly believe that each 
physician must seek and obtain health 
insurance coverage that provides vir¬ 
tually unlimited maximums. Some 


group programs, such as the AMA’s 
"excess major medical” policy, seem to 
offer this protection. Many plans that 
we see, however, do not. 

A second concern is for the quality of 
health insurance protection. A variety 
of health plans offered through 
smaller medical societies, alumni 
groups, and the like are appealing be¬ 
cause they provide apparently good 
coverage at bargain premium rates. 
This may be particularly attractive 
because other medical policies are be¬ 
coming so expensive. 

When it comes to health insurance, 
the old adage, "You get what you pay 
for” holds true. There is simply no way 
in which one insurance company can 
offer coverage equal to that of another 
company at a dramatically lower 
price. The actuarial likelihoods of ill¬ 
ness, injury, and soaring health care 
costs cut across all classes of people 
and thus eliminate the possibility of 
premium variations. 

This truism has led to a near 
impossibility—the purchase of an in¬ 
dividual, commercial health insur¬ 
ance policy. Each company offering 
such individual insurance has raised 
rates and dropped out of the market, 
leading to the problem of where to ob¬ 
tain equivalent protection. 

Group health insurance, purchased 
by a corporation for all its regular 


The authors are the principal con¬ 
sultants of Management Consult¬ 
ing for Professionals, Inc., Bala 
Cynwyd. 


employes, is often the best answer. 1 
Excellent quality coverage, often with 
unlimited maximum benefits, has be¬ 
come a striking feature of those insur¬ 
ance companies that heavily promote 
group programs. 

In many cases, such health coverage 
can be obtained only as part of a group 
term life insurance program through 
that insurer. Purchasing the life in¬ 
surance may, however, be a cheap 
"price” to pay for the medical plan— 
and the group term life coverage may 
prove to be valuable. Many companies 
require low limits of life insurance, 
perhaps only $10,000 per doctor and 
less for staff, so that its purchase is a 
moderate way to qualify for the health 
insurance program. 

The greatest "cost” of obtaining 
health insurance through a group 
term life program may be the re¬ 
quirement to cover all full-time 
employes. Unless most assistants 
have families covered by other 
sources, this cost could be substantial. 
Nevertheless, health insurance is fast 
becoming the single most important 
benefit required by employes, and its 
offer may be proper and/or necessary. 

Various approaches can be taken to 
contain the corporation’s costs of pro¬ 
viding health coverage. Premium 
payments may be limited to a fixed 
percentage of each employe’s salary 
as part of an overall medical/dental 
expense plan so that expenditures 
above the limit are paid by the 
employe. The physician’s far higher 


‘Group insurance can also be obtained by 
a partnership or unincorporated solo prac¬ 
tice, although this possibility is often over¬ 
looked. 
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salary would provide his full premium 
cost, but the same percentage of other 
salaries would require employe 
copayment. 

Most group insurers permit exclu¬ 
sion of some employes. This permits 
exclusion of some or all married as¬ 
sistants whose spouses already have 
family health coverage, while the 
lower cost of providing single persons’ 
coverage to the remaining unmarried 
assistants is made acceptable. As long 
as the exclusions are determined in a 
consistent, nonjudgmental way, the 
coverage and tax results should be as 
desired. 

Professional corporation status of¬ 
fers the intangible advantage of forc¬ 
ing doctors to focus on their health 
insurance programs. The premiums 
paid under a proper plan are tax de¬ 
ductible by a physician’s corporation 
and are not taxed to him personally. 
This advantage does not extend to 
partnerships or unincorporated solo 
practices. 

The tax-favored fringe benefit op¬ 
portunity does not, however, assure a 
sensible decision as to the medical in¬ 
surance actually obtained. Each 
physician must critically review his 
coverage to see that it is as good as he 
requires and deserves. 

Medical/dental expenses 

A plan by which each qualifying 
employe’s medical, dental, optical, 
and prescription drug expenses (and 
those of his immediate family) are 
paid by the employer is a unique ad¬ 
vantage of professional incorporation. 
For the physician these expenses are 
usually not tax deductible, but they 


will be tax-favored if paid through the 
corporate plan. This opportunity 
should not be ignored. 

Many professional corporations 
have not adopted such plans for dubi¬ 
ous reasons. Some doctors believe that 
a plan must cover all full-time 
employes (physicians and staff), which 
is simply not true. Tax law requires 
that a medical/dental expense plan be 
adopted "for employes” without speci¬ 
fying which employes and to what ex¬ 
tent. While the requirement makes it 
useful to cover more than just the 
physician-shareholder(s), considera¬ 
ble leeway remains. 

A corporation having one or more 
physicians who are not shareholders 
could, for example, provide coverage 
to all its physicians—a class broader 


per week assistant, but it would per¬ 
mit payments up to $3,000 for a physi¬ 
cian who earns $60,000. Furthermore, 
if Blue Cross/Blue Shield or other 
medical insurance is provided each 
employe requiring it (as discussed 
above), the plan might include those 
premiums as part of each employe’s 
expenses covered by the 5 percent 
plan, thus further reducing the cost for 
staff while leaving leeway to cover the 
physicians’ expected uninsured ex¬ 
penses. 

A variety of other approaches is pos¬ 
sible. Given these cost-saving possi¬ 
bilities, the incorporated physician 
should find a medical/dental plan ex¬ 
tremely useful. And to the extent that 
it bestows some benefit on the prac¬ 
tice’s assistants, the employe relations 


“Professional corporation status offers the intangible 
advantage of forcing physicians to focus on their health 
insurance programs.” 


than its stockholders. Coverage for a 
young doctor joining a group can 
usually result in an informal "trade¬ 
off” by setting his salary with the 
medical/dental benefit in mind. Simi¬ 
larly, a group might have an office 
manager, key senior assistant(s), or 
physician’s assistant(s) who should be 
extended the benefit without covering 
all other staff. 

Another approach is to cover all 
full-time employes but to limit the 
amount which may be spent for each 
employe each year. A limit of 5 percent 
of his salary would, for example, pro¬ 
vide only $364 of payments for a $140 


"goodwill” should be worth the cost. 

Other incorporated groups have re¬ 
jected medical/dental plans for a dif¬ 
ferent, but usually unsound, reason. 
They believe that the variations in ex¬ 
pense payments for each physician- 
member will interfere with their 
existing approach to dividing practice 
income. An equal partner with no 
minor children and only minimal an¬ 
nual expenses will, for example, feel 
shortchanged if his other partner has 
three children undergoing orthodontic 
treatment. 

In some cases, groups should simply 
recognize year-to-year variations as 
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Another great new 
service designed for 
Pennsylvania Medical 
Society members! 



You’re invited to 
join a great new 
organization 


J that can help you save money 
/ that can help you provide a welcome 
fringe benefit for your employees ... at 
no cost to you 

/ that provides you a democratic voice in 
the operation 

/ that your family and your employees’ 
families can join, too 


Here’s exciting news! In a continuing effort to bring our mem¬ 
bers every possible service and convenience, the Pennsylvania 
Medical Society has sought—and received—a charter for the 
Pennsylvania Medical Society Credit Union. It’s now ready to 
go, and you’re eligible to become a member! In fact, the only 
people who can become members of the credit union are Society 
members such as yourself, together with your immediate fam¬ 
ily, your employees and members of their families. 

The credit union is designed as a convenient, cooperative saving 
and lending organization . . . owned only by its members. In 
short, when you become a member of the credit union, you 
become one of its owners. You have a democratic share in its 
management, and share in its earnings. Find out more about the 
credit union and how it can benefit you, your family and your 
employees. Clip and mail the coupon today! 


Clip & Mail Today for Detailed Information on Your Credit Union 


PENNSYLVANIA MEDICAL SOCIETY CREDIT UNION 
20 Erford Road, Lemoyne, Pennsylvania 17043 
Phone: (717] 238-1635 

Yes, I am interested in the PMS Credit Union. Please send me 
more information today. 

I have_employees who would also like to receive informa¬ 

tion. 

NAME: _ 

ADDRESS: _ 

CITY:_STATE: _ZIP:_ 


Join and Share in the Only 
Financial Institution of its Kind 
. . . Chartered and Operated 
Exclusively for Members of the 
Medical Profession in 
Pennsylvania. 

Your Shares in the 
Pennsylvania Medical Society 
Credit Union Are Insured to 
$40,000 Per Account by the 
NCUA, An Independent Agency 
of the U.S. Government 













acceptable burdens. The medical/ 
dental expense payments would thus 
be treated as true practice expenses 
which are likely to even out over the 
years. A doctor whose family incurs 
few expenses one year might have 
them another year, and the practice 
will assume them for whichever doctor 
"gets hit.” As long as the plan contains 
a maximum limit acceptable to all 
doctors, this may be satisfactory. 

In other cases, however, the possible 
variations will concern the members 
enough that they cannot be ignored. 
The group might then keep an infor¬ 
mal record of each doctor’s expense 
level; and in determining any general 
bonuses and/or salaries in succeeding 
years, the variations could be taken 
into account. While this approach 
should not be formalized, many groups 
have the faith and flexibility to con¬ 
sider the medical/dental experience 
among their compensation factors. 

At any rate, the opportunity should 
not be ignored. An incorporated solo 
physician in the 50 percent tax brack¬ 
et who has $2,000 of medical/dental 
expenses presents an oversimplified 
but common example. Setting his 
salary at $2,000 less so the amount 
can instead be used to pay his ex¬ 
penses will save him $1,000 of tax at 
no loss of useable cash. The objections 
discussed above should not over¬ 
shadow that savings opportunity. 

Disability insurance 

While some doctors are "over- 
insured” when it comes to life insur¬ 
ance, very few have a sufficient 
amount or quality of disability (in¬ 
come continuation) insurance cover¬ 
age. Statistics show that a person who 
is 40 is three times more likely to suf¬ 
fer a long-term disability than he is to 
die in that year. Thus, disability in¬ 
surance deserves far more emphasis 
than it receives. 

As with health insurance, disability 
coverage offers some choices. The 
physician may buy privately sold, 
"non-cancellable” insurance at a 
fairly high premium (which rate will 
not increase over the years); or he may 
purchase inexpensive "association 
group” coverage through his medical 
societies, alumni associations, etc. 

Each type of coverage presents ad¬ 
vantages and disadvantages. The as¬ 
sociation group policies run the risk of 


having the master contract cancelled, 
in which case each member may find 
himself without his insurance. If a 
member were then uninsurable he 
could be unable to obtain substitute 
coverage from another company—a 
very serious potential risk. 

This cancellation risk is important 
enough that doctors should avoid pur¬ 
chasing the insurance through small 
group plans. Large associations like 
the AMA and larger state societies 
will have the "clout” to prevent cancel¬ 
lation or require that a successor in¬ 


financial security, he could drop the 
association policies as their rates in¬ 
crease with his age. The basic "non¬ 
can” protection would not increase in 
cost as he grows older. 

A professional corporation may 
adopt a plan to carry disability insur¬ 
ance for its employes. This approach 
presents a tax-saving advantage for 
an incorporated doctor, i.e., the deduct¬ 
ible corporate payment of his pre¬ 
miums for his benefit. But it also 
presents a potential disadvantage, for 
any benefits he receives upon dis¬ 


“We favor a physician’s ‘mixing’ in his disability 
portfolio some expensive non-cancellable coverage 
with some cheaper association policies.” 


surance company cover all previously 
insured members. Smaller specialty 
societies, county associations, and 
alumni groups are not likely to have 
enough members to wield this type of 
leverage. Thus, purchase of "associa¬ 
tion group” coverage should be made 
only through very large medical 
societies. 

Even so, the low price of association 
group coverage implies lower quality 
coverage. The test of disability insur¬ 
ance should not be how cheap it is but 
whether the company will pay quickly 
and willingly upon a policyholder’s 
illness. This will vary among compa¬ 
nies, and the lower price of mass cov¬ 
erage usually carries with it a lesser 
certainty of collecting. 

The advantage of the more expen¬ 
sive, private "non-cancellable” insur¬ 
ance is its excellent quality. Three or 
four companies have particularly out¬ 
standing reputations for realistic pol¬ 
icy definitions, generous provisions 
concerning partial return to work, and 
responsive handling of claims. In our 
view, a physician should have this 
coverage despite its higher cost. 

We favor a physician’s "mixing” in 
his disability portfolio some expensive 
non-cancellable coverage with some 
cheaper (but good) association 
policies. The expensive policy or 
policies would be his basic, essential 
protection, while the group insurance 
would enable him to augment it at an 
acceptable cost. If he prospers, and 
especially if his retirement plan(s) 
grows sufficiently to give him greater 


ability will be taxed to him as income 
if the policies were carried or financed 
by his employer corporation. 2 They 
would not be taxable to him if he paid 
the premiums personally. 

We often recommend a mixing of 
corporate and personal premium 
payment to best tax advantage. The 
corporation might carry the expensive 
"non-can” policy, thus obtaining tax 
deductibility for the major portion of a 
doctor’s total disability insurance 
costs. In case of illness, the income tax 
on the policy’s monthly benefits would 
probably not be at such high rates, for 
the benefits would probably be the 
only major source of taxable income 
after just a few months’ absence. In 
contrast, the doctor’s personal pay¬ 
ment of the cheaper association pre¬ 
miums is not too serious from a tax 
standpoint, but in case of illness the 
benefits will not pile up as further 
taxable income (at higher tax rates) on 
top of the other taxable benefits. 

We strongly oppose corporate pur¬ 
chase and ownership of disability in- 


2 A popular "gimmick” has been dis¬ 
cussed, but we have little faith in it. The 
doctor personally pays the premiums dur¬ 
ing a year and, if he does not become dis¬ 
abled, the corporation reimburses him at 
the end of the year. While it is suggested 
that receipt of disability benefits during 
the year would thus be non-taxable be¬ 
cause not employer-provided, we are con¬ 
vinced the argument will not stand IRS 
scrutiny. Various accountants have told us 
they could not ethically avoid reporting the 
benefits as taxable in such circumstances, 
and we agree with them. 
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surance on a uniform basis for each 
physician. It seems to be a favorite 
insurance approach, designed partly 
to assure that future physician- 
members must similarly be covered 
through the same agent. Instead, a 
corporation should adopt a plan which 
allows it to pay directly (or reimburse) 
a doctor’s premiums on whatever 
policies he wishes to carry. Each doc¬ 
tor will thus have the freedom and 
flexibility to obtain the insurance 
which best suits his own financial cir¬ 
cumstances, for there is no reason to 
assume that those circumstances will 
always be similar for different mem¬ 
bers of the same group. 

A corporate plan might express its 
undertaking to pay directly or reim¬ 
burse each physician-employe’s dis¬ 
ability insurance premiums up to 
some specific percentage of his basic 
salary. For a $60,000 per year doctor, a 
2 or 3 percent plan would permit fairly 
ample flexibility to run one or two ex¬ 
pensive "non-cancellable” policies 
through the tax-favored route. The 
cheaper policies could still be paid per¬ 
sonally by the doctor and not be in¬ 


volved in the corporate plan. 

As with medical/dental expense 
plans, disability insurance (termed 
accident and health insurance in the 
tax code) must also be under a plan 
"for employes.” Providing it only for 
the physician-shareholder(s) presents 
the same tax risks, and broadening 
the plan’s coverage to other employes 
would be very helpful. 

Some doctors actually provide 
shorter term disability coverage for all 
full-time staff as a self-serving but 
valuable fringe benefit. The cost of 
such coverage (sold through some 
medical societies under the sexist 
term "Girl Friday insurance”) is quite 
low, and yet it can justify reducing the 
length of time a practice will provide 
sick pay in case of an assistant’s ill¬ 
ness. In one example, we found the 
insurance cost would be offset if just 
one employe were absent for three 
weeks once in three years. 

As another possible approach, dis¬ 
ability insurance premiums might be 
lumped into the medical/dental ex¬ 
pense plan. Thus, a single plan cover¬ 
ing all employes (physicians and staff) 


for up to 5 percent of each person’s 
salary could provide for all three of the 
discussed fringes: medical (health) in¬ 
surance, disability insurance, and un¬ 
insured medical and dental expenses. 
For the $60,000 a year doctor, $3,000 
of such allowance may meet all his 
needs, while the cost of covering an 
$8,000 a year secretary will not be too 
costly. The physician may thus not 
have to provide disability insurance 
for his staff since they may instead use 
their 5 percent allowances otherwise. 

While not the primary incorpora¬ 
tion item, health-oriented fringe bene¬ 
fits offer real tax-saving oppor¬ 
tunities. Misuse can result in costly 
income taxes, so careful advice and 
planning is important. 

Even more importantly, proper 
health benefit programs are essential 
to a physician and his family. Failure 
to have the right insurance coverage 
can result in real financial catastro¬ 
phe. The physician should realisti¬ 
cally evaluate his own personal ar¬ 
rangements in light of his relationship 
with a professional corporation. □ 
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Twelfth Annual Main Line Conference 

Current Concepts in Medicine for the 

Practicing Physician 

April 13, 14, 15, 1978 

Valley Forge Hilton King of Prussia, PA 

sponsored by 

The Bryn Mawr Hospital 

Affiliated with Jefferson Medical College 

GUEST SPEAKERS INCLUDE: 

• Gunnar Biorck, M.D., FRCP 

Professor of Medicine 
Karolinska Institute, Stockholm: 

• Michael E. DeBakey, M.D. 

Chairman, Department of Surgery: 

President, Baylor College of Medicine 

• William Likoff, M.D. 

Director, Likoff Cardiovascular Institute 
President, Hahnemann Medical College 

Approved for 20 hours of prescribed AAFP, PMS, AMA Category I CME 
Credit, A0A and ACGP0MS approved. 

Registration Fee: $125 (includes 3 luncheons, cocktails and dinner) 

For Information Write: Harold J. Robinson, M.D., Director, Main Line 
Conference, The Bryn Mawr Hospital, Bryn Mawr, PA 19010. 
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1978 Officers’ Conference^ 

From 1 p.m., Wednesday, April 12, 1978 
until noon, Thursday, April 13, 1978 

at 

Hershey Motor Lodge and Convention Center 


Subjects include: 

PMS and the FTC 
The Anatomy of the Legislature 
Status Report on Act 111 
As the Press Sees Us 
A Taste of Practice Management 


Being invited to this leadership briefing are: 

Presidents, secretaries, and 
executive secretaries of county medical 
societies; presidents of specialty societies, 
chapter presidents of the American Medical 
Student Association; and deans of the medical 
schools. 



Cardilate (erythrityl tetranitrate) 

INDICATIONS: For the prophylaxis and long-term 
treatment of patients with frequent or recurrent 
anginal pain and reduced exercise tolerance 
associated with angina pectoris, rather than for 
the treatment of the acute attack of angina pectoris, 
since its onset is somewhat slower than that of 
nitroglycerin 

PRECAUTIONS: As with other effective nitrites, 
some fall in blood pressure may occur with 
large doses. 

Caution should be observed in administering the 
drug to patients with a history of recent cerebral 
hemorrhage, because of the vasodilation which 
occurs in the area. Although therapy permits 
more normal activity, the patient should not be 
allowed to misinterpret freedom from anginal 
attacks as a signal to drop all restrictions 
SIDE EFFECTS: No serious side effects have 
been reported. In sublingual therapy, a tingling 
sensation (like that of nitroglycerin) may some 
times be noted at the point of tablet contact with 
the mucous membrane. If objectionable, this may 
be mitigated by placing the tablet in the buccal 
pouch. As with nitroglycerin or other effective 
nitrites, temporary vascular headache may occur 
during the first few days of therapy. This can be 
controlled by temporary dosage reduction in 
order to allow adjustment of the cerebral hemo¬ 
dynamics to the initial marked cerebral vasodila¬ 
tion. These headaches usually disappear within 
one week of continuous therapy but may be mini¬ 
mized by the administration of analgesics. 

Mild gastrointestinal disturbances occur occa¬ 
sionally with larger doses and may be controlled 
by reducing the dose temporarily. 

HOW SUPPLIED: 10 mg chewable scored tablets, 
bottle of 100. Also 5. 10 and 15 mg oral/sublingual 
scored tablets in bottles of 100. 10 mg oral/ 
sublingual scored tablets also supplied in bottles 
of 1.000 

Also available: Cardilate"-P brand Erythrityl 
Tetranitrate with Phenobarbital* Tablets (Scored). 
(‘Warning may be habit-forming.) 
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Make your reservations early! —I 
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“Our sex life is nil...” A problem .of the first magnitude to many post 
infarct patients and their mates...patients are often reluctant to broach the 
subject; physicians may frequently overlook its implications. This new 
16mm film combines candid patient interviews with discussions by Drs. 
Herman Hellerstein, Thomas Hackett, Albert Kattus, Richard Stein, Carroll 
Witten and Lenore Zohman. Film and related monograph comprise 2 
AAFP credit hours. To arrange viewing, write Burroughs Wellcome Co., 
Educational Services Department, Research Triangle Park, N.C. 27709 or 
contact your B.W. Co. R representative. 

Sexandthe 
heart patient: 

A film every doctor should see. 


The energy cost of sex to the 
heart is relatively modest. 

Over 80% of post-coronary patients 
can ultimately resume sexual activity 
without serious risk. Hellerstein and 
Freedman demonstrate that mean 
maximal heart rate during orgasm 
with spouse (as opposed to extra- 
: marital sex] in 14 post-infarct pa¬ 
tients is lower than that during usual 
occupational activity. 


Representations below of actual 
EKG readings of an attorney, post 
Ml, illustrate the point: 
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A Working in office 
(about 90 
beats/min) 

B. Confrontation in judge's 
chamber (about 125 
beats/min) 
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1 C. Pre-orgasm sex 
activity (about 

90 beats/min) 

D Peaks at orgasm 
(120 beats/min) 



Fear of pain greatest deterrent 
to post Ml sex 

In the multitude of Ml patients with 
angina, pain is due to diminished 
coronary reserve and increased 
myocardial oxygen demand, pre¬ 
cipitated by sex, other excitement 
and improper exercise. Anginal 
pain, however, can be relieved, and 
its recurrence mitigated. 

Cardilate 8 (erythrityl 
tetranitrate) increases exercise 
tolerance. 

Cardilate relieves anginal pain and 
prevents its recurrence, thereby 
allowing increased activity. 
Commencing to work in as little as 
2 to 5 minutes, Cardilate protects 
against recurrence of angina for at 
least 2 hours. 

Available in both sublingual and 
chewable forms. Cardilate is a versa¬ 
tile, convenient agent to help make 
the angina patient's life more livable. 


Cardilate 

(erythrityl tetranitrate) 






























MDs in the news 


Mark S. Reed, M.D., Shillington, 
director of the department of pathol¬ 
ogy at Reading Hospital and Medical 
Center, was recently elected the 99th 
president of the Berks County Medical 
Society. Also elected were: Arnold V. 
Davis, M.D., Wyomissihg, president 
elect, and James F. Welsh, M.D., 
Mohnton, chairman of the executive 
council. 

Matthew T. Moore, M.D., 
F.A.C.P., emeritus professor of 
neuropathology at the University of 
Pennsylvania School of Medicine, re¬ 
cently had published the Archives of 
the International Congresses and So¬ 
ciety of Neuropathology. The work, 
published by Lea and Febiger, 
Philadelphia, is a historical account of 
the origin, organization, and devel¬ 
opment of the society from 1952 to 
1977. 

Victor F. Greco, M.D., Drums, has 
been appointed to the Advisory Com¬ 
mittee to the Director of the National 
Institutes of Health. Dr. Greco is a 
member of the Governor’s Advisory 
Committee for Anthracosilicosis and 
Lung Related Problems and is chair¬ 
man of the cancer commission and 
principal investigator of cancer detec¬ 
tion for the Luzerne County Medical 
Society. 



Dr. Greco 


Dr. Frankl 



William S. Frankl, M.D., Penn 
Valley, professor of medicine and di¬ 
rector of the cardiovascular division of 
the Medical College of Pennsylvania, 
has been awarded a Senior Interna¬ 
tional Fellowship from the Fogarty 
International Center of the National 
Institutes of Health. Dr. Frankl began 
his year-long study in January at the 
Cardiothoracic Institute of the Uni¬ 
versity of London. 


Stephen Barrett, M.D., a practicing 
psychiatrist in Allentown, has de¬ 
voted a lot of time to investigating 
and opposing quackery. In an 
interview in the November 1977 
issue of FDA Consumer, he dis¬ 
cusses the seriousness of com¬ 
mon health frauds and recom¬ 
mends some general guidelines 
for spotting quacks. Dr. Barrett 
has been chairman of the Lehigh 
Valley Committee Against Health 
Fraud, Inc. since 1970 and is co¬ 
editor of The Health Robbers— 
How to Protect Your Money and 
Your Life, a book on quackery writ¬ 
ten by physicians nutritionists, 
journalists, and health educators. 


At a recent meeting of the board of 
directors of the American Heart Asso¬ 
ciation, Mideastern Pennsylvania 
Chapter, five new board members 
were elected. They are: Gene H. 
Ginsberg, M.D., Charles A. Gor¬ 
don, M.D., Stephen R. Shore, M.D., 
and Geoffrey Toonder, M.D., all of 
Allentown, and Edwin A. Sweeney, 
M.D., of Lansford. 

Stewart Wolf, M.D., vice president 
of medical affairs at St. Luke’s Hospi¬ 
tal, Bethlehem, has been awarded an 
International Achievement Citation 
by the American Heart Association for 
his "unique contribution to interna¬ 
tional cardiology.” Wolf was cited for 
the outstanding service he has ren¬ 
dered throughout the world in up¬ 
grading cardiovascular disease pro¬ 
grams. 

Frank Theuerkauf, M.D., Erie, 
was elected recently to the board of the 
American Board of Colon and Rectal 
Surgery. Dr. Theuerkauf is director of 
the residency program in colon and 
rectal surgery at Saint Vincent 
Health Center and is a staff member of 
the division of proctology at Hamot 
Medical Center. 

Susan K. McLeer, M.D., German¬ 
town, has been appointed director of 
the division of women in medicine at 
the Medical College of Pennsylvania. 
Dr. McLeer’s new duties in the office of 
medical education will be performed 


in conjunction with her role as assist¬ 
ant dean for undergraduate medical 
education. 

Joseph C. Maroon, M.D., associ¬ 
ate professor at the University of 
Pittsburgh School of Medicine and 
chief of neurological surgery at 
Presbyterian-University Hospital, 
was elected recently to the executive 
committee of the Congress of Neu¬ 
rological Surgeons. In addition, 
Dr. Maroon will serve as the annual 
meeting chairman for the 1979 meet¬ 
ing of the congress. 

M. H. Samitz, M.D., acting chief of 
the department of dermatology at The 
Graduate Hospital, Philadelphia, re¬ 
cently received the prestigious Clark 
W. Finnerud Award presented an¬ 
nually by the Dermatology Founda¬ 
tion in recognition of outstanding ser¬ 
vice as a teacher and clinician. Dr. 
Samitz is emeritus professor of der¬ 
matology at the University of Penn¬ 
sylvania School of Medicine and the 
Pennsylvania College of Podiatric 
Medicine and served as chief of der¬ 
matology at The Graduate Hospital 
for 13 years. 



Dr. Samitz Dr. Sholevar 


Bahman Sholevar, M.D., Ph.D., 

Wynnewood, psychiatric resident at 
the Medical College of Pennsylvania, 
was one of a group of distinguished 
American and Iranian poets and 
novelists who recently participated in 
a poetry reading in New York City to 
benefit Iranian writers in their strug¬ 
gle against censorship in Iran. Before 
emigrating to the United States, Dr. 
Sholevar was a prominent Iranian 
novelist, poet, literary translator, and 
critic. At the benefit he read from his 
recent volume of poems, Singing 
America Again. 
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drops of water 
help make 

COLACEthe 

most widely use 
stool softener. 


COLACE 

dioctyl sodium sulfosuccinate 


COLACE works by stool-softening action alone, free from laxative 
stimulation. Simply by letting natural intestinal water permeate sto< 
COLACE helps to eliminate the hard, dry stools common to constipai 


COLACE works to prevent pain and straining at stool with minimum 
chance of griping or cramps, particularly in patients with delicate 
anorectal disorders. COLACE is safe and non-habit forming in short 
long-term therapy. COLACE—the simple water way to ease constipa 


from infancy to old age. Capsules, syrup or liquid. 
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Eastern Tiger Swallowtail Butterfly 
fPapi/io g/aucus) 




Does it influence your choice of 
a peripheral/cerebral vasodilator? 


Vasodilan-compatible with coexisting diseases 
(e.g., glaucoma, diabetes) 

Vasodilan has not been reported to affect the course of coexisting disease; it has 
not been reported to affect blood sugar levels or to raise intraocular pressure. 

Vasodilan-compatible with concomitant therapy 

Vasodilan has not been reported to affect the treatment of coexisting disease; 
it is compatible with such drugs as hypoglycemics and miotics. 

Vasodilan-compatible with your total regimen for 
vascular insufficiency 

Vasodilan can be a valuable adjunct in planning a total therapeutic program for 
vascular insufficiency. 


'Indications: Based on a review of this drug by the National Academy of 
Sciences-National Research Council and/or other information, the FDA has 
classified the indications as follows: 

Possibly Effective: 

1. For the relief of symptoms associated with cerebral vascular insufficiency. 

2. In peripheral vascular disease of arteriosclerosis obliterans, throm¬ 
boangiitis obliterans (Buerger’s Disease) and Raynaud’s disease. 

Final classification of the less-than-effective indications requires further in¬ 
vestigation. 


Composition: Vasodilan tablets, isoxsuprine HCI, 10 mg. and 20 mg. 

Vasodilan injection, isoxsuprine HCI, 5 mg., per ml. 

Dosage and Administration: Oral: 10 to 20 mg., three or four times daily. 
Intramuscular: 5 to 10 mg. (1 or 2 ml.) two or three times daily. Intramuscular 
administration may be used initially in severe or acute conditions. 
Contraindications and Cautions: There are no known contraindications to oral 
use when administered in recommended doses. Should not be given immediately 
postpartum or in the presence of arterial bleeding. 


Parenteral administration is not recommended in the presence of hypotension or 
tachycardia. 

Intravenous administration should not be given because of increased likelihood 
of side effects. 

Adverse Reactions: On rare occasions oral administration of the drug has 
been associated in time with the occurrence of hypotension, tachycardia, 
nausea, vomiting, dizziness, abdominal distress, and severe rash. If rash ap¬ 
pears the drug should be discontinued. 

Although available evidence suggests a temporal association of these reactions 
with isoxsuprine, a causal relationship can be neither confirmed nor refuted. 
Administration of single dose of 10 mg. intramuscularly may result in hypoten¬ 
sion and tachycardia. These symptoms are more pronounced in higher doses. 
For these reasons single intramuscular doses exceeding 10 mg. are not recom¬ 
mended. Repeated administration of 5 to 10 mg. intramuscularly at suitable in¬ 
tervals may be employed. 

Supplied: Tablets, 10 mg., bottles of 100,1000, 5000 and Unit Dose; Tablets, 
20 mg., bottles of 100, 500,1000, 5000 and Unit Dose; Injection, 10 mg. per 
2 ml. ampul, box of six 2 ml. ampuls. 

U S. Pat. No. 3,056,836 



Vasodilan 20-mg tablets 

(ISOXSUPRINE HCI) 


20 mg q.i.d. recommended dosage 


PHARMACEUTICAL DIVISION 
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mis asthmatic 

isn’t worried ahoul his nod hreath... 



he's active 
he's effectively 
maintained on 


contains theophylline (anhydrous) 150 mg 
and glyceryl guaiacolate (guaifenesin) 

90 mg. Elixir: alcohol 15% 



• high theophylline for 
effective around-the- 
clock therapy 

• 100% free theophylline 

• individualized 
theophylline dosage 
schedule 


Indications: For the symptomatic treatment of broncho- 
spastic conditions such os bronchial asthma, 
asthmatic bronchitis, chronic bronchitis, ond pulmonary 
emphysema. 

Dosage: Initial: Adults: 1-2 capsules or 1-2 tablespoon¬ 
fuls elixir every 6-8 hours, children 8-12: 1 tablespoonful 
or one capsule every 6-8 hours and children under 8: 

3 to 5 mg theophylline/kg body weight every 6-8 
hours. Theophylline dosage may be cautiously in¬ 
creased to 2000 mg/24 hr in adults or 7 mg/kg in 
children: monitoring of serum theophylline levels at 
higher dosages is recommended. 

Precautions: Do not administer more frequently than 
every 6 hours, or within 12 hours after rectal dose of 
any preparation containing theophylline or omino- 
phylline. Do not give other xanthine derivatives con¬ 
currently. Use in case of pregnancy only when clearly 
needed. 

Adverse Reactions: Theophylline may exert some stim¬ 
ulating effect on the central nervous system. Its admin¬ 
istration may couse local irritation of the gastric mucoso, 
with possible gastric discomfort, nausea ond vomiting. 
The frequency of adverse reactions is related to the 
serum theophylline level and ore not usually o prob¬ 
lem at serum theophylline levels below 20pg/ml. 

How Supplied: Capsules in bottles of 100 ond 1000 ond 
unit-dose pocks of 100; Elixir in bottles of 1 pint and 
1 gallon. 



PHARMACEUTICAL DIVISION 
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Office counseling 


Management of psychiatric emergencies 

Tjiauw-Ling Tan, M.D. 

Joseph Adlestein, M.D. 


A psychiatric emergency can be de¬ 
fined as any condition that de¬ 
mands prompt psychiatric attention. 
In most instances, however, a psychia¬ 
trist is not available and the primary 
physician is called upon to intervene. 

Because of the nature of psychiatric 
emergencies, the diagnosis usually is 
not clear and the physician must focus 
on the patient’s primary complaints 
and the immediate alleviation of 
symptoms. For these reasons, it is 
easiest to deal with emergency 
psychiatric problems by grouping 
them into primary symptom 
categories instead of diagnostic clas¬ 
sifications. 

In this article, we will first describe 
the basic principles of crisis interven¬ 
tion and then discuss the management 
of specific problems as defined by their 
primary symptoms. 

Crisis intervention 

The relief of acute symptoms in 
psychiatric emergencies or crises can 
be achieved through careful observa¬ 
tion, verbal communication, a thor¬ 
ough physical examination, phar¬ 
macologic treatment, and/or envi¬ 
ronmental manipulation. 

Listen and observe —During the 
intervention process, the physician 
has to use his common sense and his 
intuitive resources. He should be 
aware of his own emotional responses, 
be capable of tolerating anxiety- 
provoking situations, and be able to 
contend tactfully with fear and anger. 

The interview should be conducted 
in a calm and considerate manner. A 
relaxed, interested inquiry about the 
patient’s difficulties encourages him 


to yield information about himself. In 
many cases, psychiatric emergencies 
can be managed by helping the patient 
to understand the crisis intellectually, 
to express his feelings properly, to 
identify his coping mechanisms and 
support systems, and to reopen his so¬ 
cial world. 

Information from others —A clin¬ 
ical assessment is complete only when 
relevant information is obtained from 
sources other than the patient, includ¬ 
ing relatives, friends, neighbors, and 
bystanders. Although gathering this 
information may be time consuming, 
the efforts are necessary to avoid er¬ 
rors of management and indecisive 
treatment. 

Physical examination —To de¬ 
termine whether the manifest 
psychopathology is caused by medical, 
psychological or pharmacological fac¬ 
tors, the total evaluation for a 
psychiatric emergency should include 
a thorough assessment of the patient’s 
general medical status. In addition, 
certain laboratory studies may be in¬ 
dicated. 

Medication —The indications for 


Dr. Tan is director of the inpatient 
psychiatry unit and of emergency 
psychiatry services of the depart¬ 
ment of psychiatry at The Pennsyl¬ 
vania State University College of 
Medicine, Hershey. Dr. Adlestein is 
chief of psychiatry and director of 
emergency psychiatry services at 
Harrisburg Hospital Mental 
Health/Mental Retardation Center. 


the use of psychotropic medication de¬ 
pend on the severity of the symptoms. 
In psychiatric emergencies, such med¬ 
ication is used judiciously and is most 
often utilized for the target symptoms 
of agitation, excitement, anxiety, 
ideas of persecution, and hostility. 

Community resources —Many re¬ 
sources are available within the com¬ 
munity to assist the physician with 
the resolution of psychiatric emergen¬ 
cies (Table 1). The primary resource 
for supportive help is the local county 
mental health and mental retardation 
(MH/MR) program. 

Psychiatric referral —In manag¬ 
ing a psychiatric emergency, it is often 
difficult to decide whether the patient 
should be hospitalized or allowed to 
return home with the option of 
follow-up care. When there have been 
longstanding emotional conflicts prior 
to the emergency, more intensive 
psychiatric treatment is usually indi¬ 
cated. 

The suicidal patient 

Suicide ranks among the first ten 
causes of adult death in this country. 
Suicide attempts and threats are even 
more frequent. The typical suicide at¬ 
tempt is made by a white female, 
twenty to forty years old, who ingests 
pills, usually after an interpersonal 
conflict. The "successful” suicide is 
typically forty-five years of age or 
older, male, white, living alone, 
probably unemployed or retired, and 
often separated, widowed, or divorced. 
Historical factors of poor physical 
health, medical care within the previ¬ 
ous six months, evidence of psychiat¬ 
ric disturbance (including alcoholism 
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Primary physicians often must intervene in 
psychiatric emergencies when a psychiatrist 
is not available. The authors examine the 
basic principles of crisis intervention and dis¬ 
cuss management of primary symptoms. 


and drug abuse), and previous suicide 
attempts or threats are common in 
those who have committed suicide. 

Clues to suicidal intent —The pa¬ 
tient may verbalize his intentions in¬ 
directly by making tangential refer¬ 
ence to dying ("Things would be better 
off without me”), or by making direct 
threats ("I’m going to end it all”). 
Life-threatening behavior may be ex¬ 
pressed indirectly through actions 
which imply that death is expected, for 
example, making a will or giving 
away prized possessions. 

Among the situations creating a 
sense of despair, despondency, and iso¬ 
lation are the diagnosis of a terminal 
illness, body-disfiguring surgery, and 
death of a close relative or friend. Cer¬ 
tain symptoms or syndromes carry a 
higher risk of suicide: these include 
depression, disorientation, and 
schizophrenia with auditory halluci¬ 
nations commanding a person to kill 
himself. 

The method of suicide that the pa¬ 
tient has chosen is another extremely 
important index of the seriousness of 
his intent. Three factors are signifi¬ 
cant: 

• Availability—The likelihood of 
suicide increases with the availability 
of an instrument of death. The threat 
is greater, for example, if the individ¬ 
ual is a sportsman who owns guns 


rather than someone who does not 
have access to one. 

• Specificity—A threat of, "I’m 
going to shoot myself in the bedroom 
right after work tomorrow,” is far 
more serious than, "I’m thinking 
about killing myself.” 

• Lethality—Lethality refers both 
to the rapidity of the method’s effect 
and its nonreversibility. A loaded gun 
in the hand of a depressed person is far 
more serious than a handful of aspirin. 

The management of a patient with 
suicidal intent involves precautions 
against self-harm and often requires 
hospitalization. When a definite risk 
is suspected, every precaution must be 
taken to prevent the patient from 
harming himself. Until final disposi¬ 
tion is made, the patient should be ob¬ 
served on a one-to-one basis and 
should not be left alone under any cir¬ 
cumstances. In arranging disposition, 
the physician has legal powers which 
must be used when necessary. Invol¬ 
untary commitment can be arranged 
through the local MH/MR administra¬ 
tion (Table 1). 

The assaultive patient 

Contrary to popular belief, 
psychiatric patients seldom behave 
aggressively. Actual risk of physical 
harm to the physician is usually exag¬ 


gerated. There are, however, some 
mental conditions and disorders that 
increase the risk of assaultive behav¬ 
ior: these include certain types of 
schizophrenia, especially paranoid 
schizophrenia; psychomotor epilepsy; 
antisocial and explosive personality 
disorders; and conditions induced by 
alcohol or other drugs. 

The self-referred patient who ex¬ 
presses fear of losing self-control 
should be taken seriously because he 
perceives himself to be a threat to oth¬ 
ers. Noteworthy characteristics of the 
potentially assaultive patient are 
acute anxiety and panic, fear of losing 
control, ambivalent feelings toward 
those in the environment, and undis¬ 
guised, straightforward hatred and 
anger. The more intense these 
symptoms, the more probable is the 
occurrence of violent behavior. 

The management of patients with a 
high risk of assaultive behavior de¬ 
mands patience, willingness to under¬ 
stand and to provide clarification and 
assurance, and the ability to aid the 
patient in marshalling his own re¬ 
sources for self-control. 

In cases in which immediate and 
effective sedation is required, halo- 
peridol can be given intramuscu¬ 
larly in a dose of 3-5 mg according to 
the patient’s weight and physical con¬ 
dition. If the response is inadequate, a 
similar or smaller dose may be given 
in about one hour. Previously, chlor- 
promazine was commonly used with 
such patients, but this drug has a 
hypotensive side effect which is not 
characteristic of haloperidol. 

Decisive and effective physical con¬ 
trol over the disturbed patient is 
usually needed. Adequate assistance 
and resources should be assembled be¬ 
fore any necessary force is employed 
since a patient confronted with am¬ 
biguous and hesitant restraint can be¬ 
come more fearful and hostile, and 
therefore more dangerous. 

Whenever homicidal risk is evident, 
hospitalization becomes mandatory. 

The confused patient 

Confusion and mental disorganiza¬ 
tion may represent an acute episode of 
psychosis on an organic or a functional 
basis. 

Organic brain syndrome —Acute 
organic brain syndrome is the result of 
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an alteration in cerebral metabolism 
caused by toxic, metabolic, traumatic, 
vascular, neoplastic, or degenerative 
processes. The basic symptoms are the 
result of impairment of all intellectual 
functions, such as comprehension, cal¬ 
culation, knowledge, and learning. 
Hallucinations and delusions may be 
present. 

The confusion and disorganization 


will improve as the underlying 
etiologic process is treated. If the pa¬ 
tient remains somewhat alert, reas¬ 
sure him and explain what is happen¬ 
ing to him in a simple way. A calendar 
and family pictures in the room help to 
orient the patient by day and a night 
light usually prevents the confusion 
and disorientation that may result 
from the room being too dark. When a 


patient becomes unmanageable, a low 
dose of antipsychotic medication, such 
as 0.5 to 1 mg of haloperidol, may be 
helpful. Central nervous system de¬ 
pressants, such as barbiturates, are 
contraindicated because they may add 
to the patient’s confusion. 

Drug psychosis —The clinical pic¬ 
ture of drug psychosis reflects an in¬ 
teraction of the premorbid personality 



Table 1. Community Resources for Psychiatric Emergencies 

Problem 

Community Resource 

Sponsor 

Life-threatening behavior 

Crisis intervention 1 

County MH/MR 2 

Violent and/or irrational 
behavior 

Crisis intervention 

County MH/MR 

Acute family crisis 

Crisis intervention 

County MH/MR 

Involuntary hospitalization 

Crisis intervention 

County MH/MR 

Drug abuse 

Addictive disorder clinic— 
outpatient 

Local drug & alcohol 
program (may be part 
of MH/MR or independent) 


Methadone maintenance— 
outpatient 

Special drug treatment 
program at local base 
service unit—outpatient 3 

Local drug & alcohol program 

Local drug & alcohol program 


Residential treatment 
facility 

Local drug & alcohol program 

Alcohol abuse 

Alcohol treatment 
center—outpatient 

Local drug & alcohol program 


Special alcohol program 
at base service unit— 
outpatient 

Local drug & alcohol program 


Detoxification center 

Local drug & alcohol program 


Rehabilitative residential 

treatment 

Local drug & alcohol program 


Alcoholics Anonymous 
(including Alanon and 

Alateen help for 
spouse and family) 

Independent 

Rape 

Rape crisis center 

(if not available, 

refer to base service unit) 

Usually independent group 
of concerned citizens 

Other emergency problems 

All county MH/MR Units are required to provide a central information and referral service 

' If your community does not provide crisis intervention service, the 24-hour emergency service of the county MH/MR can be used. 

2 County mental health and mental retardation service. 

3 The base service unit is the chief administrative and treatment area of the MH/MR service. 
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and physical health of the user, the 
characteristics of the environment, 
the number and types of drugs used 
(e.g., heroin, methadone), the dose of 
drug, and the method of administra¬ 
tion. 

The symptoms of amphetamine or 
cocaine psychosis are similar and are 
virtually indistinguishable from 
paranoid schizophrenia, which is 
characterized by paranoid ideation 
with delusions of persecution associ¬ 
ated with a clear sensorium. When 
these drugs are withdrawn, the 


room with a minimum of disturbance. 
If this approach fails, control is best 
achieved by oral or intramuscular 
administration of 50-100 mg of chlor- 
diazepoxide or 10-20 mg of diazepam. 
In all cases, the lower doses of these 
drugs should be tried first because the 
drugs may potentiate the effects of the 
alcohol. 

Functional psychoses —Func¬ 
tional psychoses associated with 
schizophrenia are characterized by 
primary symptoms of conceptual dis- 


pharmacologic intervention with an¬ 
tidepressant medication or lithium 
should be considered. 

The rape victim 

Psychological management of the 
rape victim follows the general princi¬ 
ples of crisis intervention. This in¬ 
cludes allowing the patient to venti¬ 
late her feelings adequately, em- 
pathetically focusing on her present 
problems, and encouraging her return 
to normal functioning as soon as pos- 


ln many cases, psychiatric emergencies can be managed by helping the patient to 
understand the crisis intellectually, to express his feelings properly, to identify his 
coping mechanisms and support systems, and to reopen his social world. 


symptoms generally pass. Haloperidol 
can be prescribed to treat the excite¬ 
ment that occurs with acute intoxica¬ 
tion. 

Hallucinogenic psychosis can occur 
within one hour of ingestion of one or 
more hallucinogens (e.g., LSD, mes¬ 
caline, DMT, psilocybin, STP, etc.), 
but it usually resolves without treat¬ 
ment in 4 to 16 hours. If there is a 
strong anxiety or panic component, 
15-30 mg of diazepam should be given 
orally or intramuscularly. Medication 
should be repeated in the same dosage 
range if the patient does not respond 
within an hour. If there is no signifi¬ 
cant response within six hours, hospi¬ 
talization may be necessary. 

Alcohol intoxication —A patient 
who behaves abnormally and also 
smells of alcohol does not necessarily 
have a primary problem of alcohol in¬ 
toxication. It is possible that other 
psychiatric or medical conditions also 
are present. For example, schizo¬ 
phrenics occasionally drink excessive¬ 
ly to relieve their symptoms, and 
depressed patients often drink heav¬ 
ily- 

Because the patient with acute al¬ 
cohol intoxication is already confused 
due to an impairment of higher corti¬ 
cal control, he should be allowed to 
metabolize the alcohol without being 
given additional medication. The 
physician should try to avoid argu¬ 
ments, and the patient should be set¬ 
tled comfortably in a quiet, darkened 


organization which may lead to misin¬ 
terpretation of reality and sometimes 
to delusions and hallucinations. Func¬ 
tional psychosis may also be related to 
a major affective disorder, such as 
mania or depression. In these cases, 
the psychosis is characterized by ex¬ 
treme depression or elation that 
dominates the life of the patient and 
may result in a loss of contact with the 
environment. 

Schizophrenia —In acute schizo¬ 
phrenic episodes, the symptoms most 
often noted are bizarre and idiosyn¬ 
cratic speech, delusions, hallucina¬ 
tions, and inappropriate affect; there 
is no disturbance of orientation or 
memory. The management of this 
condition includes referral for hospi¬ 
talization and antipsychotic medica¬ 
tion. If the patient is cooperative dur¬ 
ing the interview, sedation may not be 
necessary. If the patient is initially 
agitated or becomes so agitated that 
he cannot be interviewed, medications 
such as haloperidol (5 mg) or chlor- 
promazine (50-100 mg) may be given 
parenterally. 

Affective disorder —The most 
common symptoms associated with af¬ 
fective disturbance are depression, 
psychomotor retardation, manic or 
hypomanic excitement, guilt, hope¬ 
lessness, and self-deprecation. When 
these symptoms are severe, medica¬ 
tion for agitation, such as haloperidol 
or chlorpromazine, may be necessary. 
Referral for hospitalization and 


sible. On occasion, when there appears 
to be a more fundamental psychiatric 
problem that may have predisposed 
the patient to assume the risks that 
led to the rape, such as schizophrenia 
or alcoholism, she should be referred 
for follow-up psychiatric care. 

The medical management of the 
rape victim should include: 

• Obtaining a specimen from the 
vaginal fornices for the police labora¬ 
tory to inspect for acid phosphatase 
and blood antigen of the semen. Both 
cervical and rectal cultures should be 
taken for gonorrhea and a serology 
should be obtained for syphilis. 

• Prescribing antibiotics for the 
prevention of venereal disease. A 
serology for syphilis and a test for 
gonorrhea should be obtained again 
after six weeks. 

• Offering methods to prevent 
pregnancy. Oral administration of 
methoxyprogesterone or diethylstil- 
bestrol for five days has been recom¬ 
mended. If menstruation does not 
occur within one week after cessation 
of the estrogen, all alternatives, in¬ 
cluding abortion, should be made 
available to the patient. 

Physicians may be called upon to 
testify in court for the rape victim. It 
should be understood that the decision 
of whether rape has occurred is not a 
medical diagnosis but a legal deter¬ 
mination. The examining physician’s 
primary legal responsibility is to ac¬ 
curately document his findings. □ 
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‘STUDY SCANDINAVIA 1 

A workshop tour of Sweden, Norway and 

Denmark 

Scandinavian medicine holds an interest for American physicians 
because of technical advances in many specialties, innovative 
relationships with the social services, and concern for the promo¬ 
tion of good health. Manifestations are the infant mortality rate, 
one of the lowest in the world, developments in delivering 
emergency and outpatient services, and preventive medicine. 

The workshop will give you a firsthand view of primary care, 
emergency services, basic research and hospital medical serv¬ 
ices. You will talk with government officials, medical and technical 
specialists, university professors, and doctors in local practice. 

Take advantage of one of two nine-day learning experiences. Visit 
three major cities, Stockholm, Oslo, and Copenhagen, to learn 
more about the health services in the Scandinavian Countries. 

May 7-15, 1978 or September 24-October 2, 1978 

Round trip jet air transportation via Scandinavian Airlines 747 
All first class hotel accommodations. 

Continental breakfast daily, most lunches and dinners. 

Three days in Stockholm, two days in Oslo, three days in Copenhagen. 
Overnight train trip to Copenhagen. 

Guided orientation and cultural tour in each country. 

Only 20 individuals on each workshop tour. 

10 hours Category I credit for PMS-CME membership requirement. 

Cost - $980 per person, double occupancy 

This travel program meets all the "guidelines for foreign convention tax expense" under the Tax Reform Act of 1976 as 
interpreted by the American Society of Association Executives. Under the new law, deductions can be allowed for expenses 
incurred in foreign travel. The limits are air fare and per diem allowances. The workshop tour can also be considered as a deduction 
for education to maintain and improve skills required in a trade or business. Complete attendance records and other tax deduction 
information will be furnished so that member physicians can consult with their accountants for deductions on individual tax returns. 
For full itinerary and full tax information, write to Council on Education and Science, Pennsylvania Medical Society, 20 Erford Road, 
Lemoyne, Pennsylvania, 17043, using the application below. 

Council on Education and Science 

Pennsylvania Medical Society, 20 Erford Road, Lemoyne, PA 1 7043 

Please send me full details on the Study Scandinavia Workshop 

Indicate which workshop tour interests you: □ May 7-15, 1978 

□ Sept. 24-Oct. 2, 1978 

Name: _ 

Address:_ 

Telephone: _ 











Now open to all Pennsylvania 
Medical Society members. 

Pannaylvania MEDICAL Cooperative 

Start saving today—no membership fee, 
no minimum purchase—just lots of savings. 

Now the benefits of Cooperative savings are available to all PMS members as a 
free member benefit. When you buy from the Co-op you get: 

a wide selection of products—over 2,000 items including most major brand 
names; 

prompt delivery—orders processed within 24 hours, delivery, in most cases, 
within 48 hours; 

unconditional guarantee—60 day credit or refund policy on all returned items; 
special offers—even lower prices on periodically run Co-op specials. 

IT ALL ADDS UP TO QUALITY, SERVICE, AND SAVINGS! 

Pennsylvania Medical Co-op sells you medical supplies at the lowest price 
possible. In most cases, that means at least 10 percent below the current 
retail price. 

Just listen to what physicians who buy from the Co-op regularly are saying: 

One physician recently told us of a survey he took. The results—he is saving 
an average of 10-15 percent on his orders since switching to the Co-op! 

A new physician who submitted a large order to set up his practice compared 
our prices to those of other suppliers and found out that with his very first 
order, he had saved over $100. 


Give yourself peace of mind know¬ 
ing that you’re getting the best 
possible prices and using your 
money to its fullest. Begin buying 
from the Co-op. Your new 1978 
Co-op catalog is on its way to you 
now! 


Pennsylvania Medical Cooperative, 20 Erford Rd., Lemoyne, PA 17043 
Telephone (717) 761-8215. 

THE NATION’S FIRST MEDICAL COOPERATIVE 
RUN BY PHYSICIANS, FOR PHYSICIANS. 













Revelation of a second death, and new 
animal studies, indicate Laetrile can 
cause fatal poisoning., .Georgia research¬ 
ers will test laser beams for arthritis treat¬ 
ment ... In Alabama, a vaccine for 
protection against dental caries is being 
studied... New York and Swedish clini¬ 
cians unveil two noninvasive screening 
methods for detection of breast cancer.. v> 


Important things are happening that 
you should know about right away. 
You’ll find them on your desk every two 
weeks in Medical World News, the 
newsmagazine of medicine. 

Read this one first. 


medscal 









editorials 


Life styles and health costs 

Have you ever had to tell a patient that you could 
prescribe to relieve the symptoms but could not cure 
the underlying disease? The situation is frustrating 
to the physician and incomprehensible to the patient. 
Yet this is the problem confronting physicians, the 
public, and the health care financing system in this 
country. 

In 1974 the leading causes of death in the United 
States, according to Vital Statistics, were: (1) heart 
disease (38.2%), (2) cancer (18.6%), (3) stroke (10.7%), 
(4) accidents (5.4%), ... (7) cirrhosis (1.7%), (8) ar¬ 
teriosclerosis (1.7%) . . . (12) emphysema (1.0%). 
Many of these deaths could have been prevented if 
the disease had been delayed in onset with alteration 
of life styles, i.e., proper diet, exercise, abstention 
from cigarettes and alcohol, and use of seat belts and 
shoulder harnesses. 

William B. Kannel, M.D., of Framingham study 
fame, has said that tobacco is estimated to cause 
approximately 325,000 premature deaths per year. 
Alcohol use and abuse is directly related to the devel¬ 
opment of cirrhosis, and indirectly to automobile ac¬ 
cidents and obesity. The American problem of over¬ 
weight is a significant contributor to diabetes mel- 
litus, heart disease, and stroke. There has been an 
apparent decline in the number of auto accident- 
related deaths since 1973, when the speed limits on 
the nation’s highways were reduced. There would be 
another reduction if more drivers could be induced to 
use seat belts and shoulder harnesses. 

The cost of medical care in the United States has 
continued to climb over the last 25 years and no end is 
in sight. In 1950 total health care expenditures were 
$12 billion, or 4.6 percent of the gross national prod¬ 
uct; in 1965, $38.9 billion, or 5.9 percent of the GNP; 
in 1975, $118.5 billion, or 8.3 percent of the 
GNP. Despite these increases, no miraculous 
breakthroughs have occurred. During this same 
period government expenditures for health have in¬ 
creased from $3.1 billion to $49.9 billion. 

Although the government continues to allocate 
more money for health, these massive spending pro¬ 
grams and attendant government regulations have 
failed to significantly improve our national health. 

Is the government treating symptoms instead of 
disease like the hypothetical physician above? The 
answer, unfortunately, is yes. Agricultural subsidies 
to the tobacco industry contribute to the production 
and manufacture of cigarettes. Like the dog chasing 
its tail, this policy is counterproductive to efforts to 
decrease the major killer diseases. The fire is being 
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fueled while desperate, expensive efforts are being 
made to quell the flames. 

Although accidents are the fourth leading cause of 
death in the United States, precious little has been 
done to control the drinking driver or to impose 
penalties for failure to wear seat belts. Americans are 
sadly ignorant of what constitutes a proper diet and 
are largely guided by the advertising industry. With 
little proof of improvement in national health, 
"health foods” are a successful fad. 

Cut costs? PSRO, HSA, the plan for a 9 percent cap 
on hospital revenue increases, and all the other gov¬ 
ernment regulations have limited chances of success 
and may damage the present system beyond recogni¬ 
tion without preventing anything. Why? Primarily 
because the source of the diseases is allowed to con¬ 
tinue unchecked. A reemphasis of an old approach is 
needed, one that is aimed at the reduction and eradi¬ 
cation of the causes of disease. The price of prevention 
is far cheaper in the long run than the futile, ineffec¬ 
tive way we are now dealing with the problem. 

We must become involved in more and expanded 
programs to educate the American public that our 
life styles are the cause of many serious diseases. 
Prevention must be paid more than lip service. Pre¬ 
vention means more than immunization against in¬ 
fectious diseases. It provides us with the most effec¬ 
tive method to control the growing demands on our 
health care resources. 

David A. Smith, M.D. 

Medical Editor 


correspondence 

‘Other side’ on request 

To the editor: 

As I understand it, editorship involves the airing of 
two sides of a question. 

I appeal to you to publish this letter in PENNSYL¬ 
VANIA MEDICINE if you subscribe to this principle. 

Elizabeth Hooton McNeal M.D. 

Dr. William J. Kelly, President 
Pennsylvania Medical Society 

Just a few years ago I carried my medical malprac- 
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tice insurance with a local insurance agent whom I 
respect, with a company which enjoys a good reputa¬ 
tion. 

A full page ad in PENNSYLVANIA MEDICINE (De¬ 
cember 1973) urged me to join Argonaut poli¬ 
cyholders. 

I changed my insurance policy to Argonaut. Within 
a year or two the rumblings began, indicating that all 
was not well with Argonaut. 

Then came word that after January 1, 1978, no 
Argonaut insurance would be issued. 

I telephoned my local insurance representative, 
reminded him that I had dropped my insurance with 
him, and asked if medical malpractice insurance 
were obtainable again with my old company. After 
investigating, his answer was that it could be ob¬ 
tained through JUA only. 

Subsequent to this, I received a letter dated Oc¬ 
tober 3, 1977, stating that there is a mandatory as¬ 
sessment for the set-up of an insurance company by 
my Pennsylvania Medical Society, which had previ¬ 
ously urged me to "go Argonaut.” Not only that, but I 
am threatened by ineligibility in my county, state, 
and AMA medical societies, should I not pay my 
mandatory assessment. 

I do not believe that the answer to any problems is 
the establishment by a medical group of an industry 
competitive with private industry. An outstanding 
example is the establishment of the Pennsylvania 
Medical Society-backed Cooperative for selling 
supplies to the profession at lower prices. My col¬ 
leagues and I have found that, instead of being com¬ 
petitive, items can be obtained more inexpensively 
on the open market. 

I have no intention of paying this "mandatory” 
assessment to establish a Pennsylvania Medical So¬ 
ciety insurance company. If suspension from county, 
state, and national medical societies is the result, so 
be it. 

The pity is that this unjust measure is taken at the 
expense of my rights, by my own colleagues. 

Elizabeth Hooton McNeal, M.D. 

Easton 

Editor’s Note: Additional facts are needed to under¬ 
stand this case. The doctor’s original insurance policy 
was with Aetna. Aetna withdrew from the medical 
malpractice insurance market in Pennsylvania, 
leaving some 1,200 physicians without coverage at 
the height of the crisis. Thanks to the efforts of the 
Pennsylvania Medical Society, there was a place to 
turn for those physicians deserted by Aetna. 

The Society had a contract with Argonaut provid¬ 
ing guaranteed coverage to members through May 
31, 1979. PMS has forced Argonaut to abide by this 
agreement through court action while seeking a 
permanent alternative. 


If the Society had not been vigilant in this regard, 
all physicians in the state by now would have been 
forced to turn to the Joint Underwriting Association. 
Why? Because the Insurance Commissioner would 
have been forced to declare the Joint Underwriting 
Association the exclusive source for medical mal¬ 
practice insurance when those physicians in Classes 
III, IV, and V covered by Argonaut sought in vain for 
coverage elsewhere. This would have meant that the 
thousands of physicians with Medical Protective cov¬ 
erage would be forced into the JUA also. While Medi¬ 
cal Protective writes new policies for a few physicians 
in all risk classes, it does so only as its current 
number of insureds drops in the individual risk class 
because of retirement or death. 

If there existed a competitive open market for med¬ 
ical malpractice insurance in Pennsylvania, the So¬ 
ciety’s company would not have been needed, and 
would not be formed. 

Rather than being "competitive with private in¬ 
dustry,” as Dr. McNeal says, the forming of PMSLIC 
is making it possible for the private malpractice in¬ 
surance industry to operate in Pennsylvania. 

D. A. S. 

September issue mail continues 

To the Editor: 

The article, "Home Health Care—Another Way to 
Reduce Costs,” (September 1977) was very timely. As 
the author points out, "Home health care’s use has 
been limited, possibly due to physicians’ lack of 
awareness or understanding of the services.” A 
follow-up article on the specific activities of Area 
Agencies on Aging might be in order. 

For example, the Philadelphia Corporation for Ag¬ 
ing, which is the Area Agency on Aging for Philadel¬ 
phia, provides in-home services through an organi¬ 
zational structure which utilizes a blend of technical 
expertise and efficient management techniques. In 
this way, it is assured that the maximum amount of 
dollars go into direct services, rather than being dis¬ 
sipated. The PCA model also separates the functions 
of service delivery from those of evaluation of service 
quality. 

At present, PCA’s In-Home Service Department is 
involved with 800 to 900 clients for homemaker ser¬ 
vices; 350 clients receiving meals; and 225 clients 
who have received chore services. 

The Philadelphia Corporation for Aging is de¬ 
monstrating daily that it is possible to give signifi¬ 
cant help to the elderly by mixing management with 
social consciousness. 

Rodney D. Williams, Executive Director 
Philadelphia Corporation for Aging 
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in my opinion 


Standardized informed consent—clearing ‘muddied water’ 


At the March 1977 AMA—ABA meeting in San 
Francisco, Judge C. Kimball Rose of Phoenix, 
Arizona suggested that informed consent be stan¬ 
dardized. 

The Mercer County Medical Society introduced a 
resolution on standardized informed consent at the 
House of Delegates meeting of the Pennsylvania 
Medical Society in October. There was no opposition 
to this resolution and it was referred to the Interspe¬ 
cialty Committee for further study and possible im¬ 
plementation. 

One of the main reasons that informed consent is 
such a problem today is that physicians are using 
different consent forms. For example, let us assume 
there are 200 radiologists doing angiography in 
Pennsylvania. They are probably using 180 different 
consent forms. Some of these forms are very short and 
general and some are very long and complex. This is 
what the trial lawyers love. "Doctor, why didn’t you 
warn your patient of the possibility of a pulmonary 
embolus?” "Are you aware, Doctor, that Dr. Jones 
who practices radiology just 10 miles away warns all 
his angiography patients of the possibility of a pul¬ 
monary embolus?” 

It seems logical that all physicians doing the same 
medical or surgical procedure should be using the 
same consent form, one devised by physicians who 
are doing that particular procedure. We think the 
Pennsylvania Radiological Society should appoint 
five angiographers to devise a consent form agreed 
upon by all. It should be as short and simple as possi¬ 
ble and still conform to the reasonable man concept. 
Then when a physician is asked in the court room 
why he didn’t warn his patient of the possibility of a 
pulmonary embolus he can say, "I am a member of 
the Pennsylvania Radiological Society. That organi¬ 
zation appointed five distinguished angiographers to 
review the problem of informed consent for angiog¬ 
raphy. After much study they devised a form that is 
reasonable and best for the patient from a medical 
point of view. This form has been recommended by 
the Pennsylvania Radiological Society to all of its 
members and this is the form that I have used.” 

Three points of the informed consent law are: (1) 
you must warn your patient of all risks that a reason¬ 
able man would want to know; (2) in each malpractice 
case the jury must decide what a reasonable man 

Dr. Allen is secretary of the Mercer County Medi¬ 
cal Society and a leading proponent of the resolu¬ 
tion to standardize informed consent. 


would want to know; and (3) to assist the jury in 
deciding what a reasonable man would want to know, 
expert testimony can be given as to the standard of 
medical practice. \ 

If 80 percent of the angiographers are using the 
same consent form, this would be the standard of 
medical practice. 

We have two main objectives in introducing this 
resolution: (1) if all doctors are using the same con¬ 
sent form and if that form is the standard of medical 
practice, then informed consent is less likely to be an 
issue in malpractice cases; and (2) everyone will 
know that physicians and physicians alone will set 
their own standards of medical practice. We must 
insist that what a physician tells a patient prior to a 
medical or surgical procedure is part of the practice of 
medicine and therefore only physicians are qualified 
to set standards of informed consent. Informed con¬ 
sent today is in a state of chaos because it is a medical 
problem that we have attempted to solve with legal 
opinions. As long as physicians think they have to 
ask attorneys what to tell patients before a medical or 
surgical procedure, informed consent will remain in a 
state of chaos. 

The Pennsylvania Radiological Society has al¬ 
ready taken several steps in standardizing informed 
consent. At the May 1977 meeting a resolution was 
passed unanimously that radiologists should not ob¬ 
tain informed consent for IVPs. Since anxiety and 
apprehension increase the incidence of IVP re¬ 
actions, it was decided that from a medical point of 
view it was best not to obtain informed consent for 
excretory urography. The obligation of any physician 
is to do what is medically correct for his patient 
rather than what he thinks may be legally best for 
himself. At the meeting of the Board of Directors of 
the Pennsylvania Radiological Society in October a 
resolution was passed that five angiographers would 
be appointed to study the possibility of devising a 
standard angiography consent form. 

Physicians may decide to use a written consent 
form, oral informed consent with a note on the chart 
or, as in the case of the IVPs, no informed consent at 
all. 

There is not much that we can do as physicians to 
ease the malpractice crisis or to lessen the involve¬ 
ment of our legal brethren in the practice of medicine. 
We think that standardizing informed consent will 
help just a little in both of these areas. 

Robert W. Allen, M.D. 

Sharon 
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Functional and pharmacological considerations 

Relationship of hypertension to heart failure 


Michael J. Reichgott, M.D., Ph.D. 
C. Venkata S. Ram, M.D. 


Figure 1. Effects of Hypertension on 
Cardiac Performance 


Chronic Hypertension 


Increase in myocardial 
wall tension 


Accelerated 

atherosclerosis 


Left ventricular 
hypertrophy 


Coronary artery 
disease 


Diminished myocardial contractility 


Congestive heart failure 


H ypertension and congestive 
heart failure (CHF) are common 
cardiovascular diseases that are 
closely interrelated and that may 
occur simultaneously in the patient. 
Effective therapy exists for each of 
these diseases. But when they are co¬ 
incident, modifications of treatment 
strategy may be necessary in order 
that therapeutic interventions appro¬ 
priate for one condition do not ad¬ 
versely influence the other. 

Much is known about the 
pathophysiologic mechanisms of both 
hypertension and CHF. Similarly, the 
pharmacologic actions of available 
drugs are also well understood. Ther¬ 
apeutic interventions can be tailored, 
using this knowledge, to deal directly 
with presumed pathophysiology, and 
the risk of untoward drug reactions 
can thereby be reduced. In this com¬ 


munication we review the interac¬ 
tions between hypertension and CHF 
and outline the considerations which 
could influence choice of therapy. 

Pathophysiologic interactions 

Hypertension is present in a large 
proportion (as high as 20 percent) of 
the adult American population. 1 Drug 
therapy has been demonstrated to ef¬ 
fectively reduce the morbidity in this 
condition. 2 Nonetheless, CHF is a 
common complication of long¬ 
standing hypertension; in the Fra- 


The authors are associated with 
the hypertension and clinical 
pharmacology section of the Hos¬ 
pital of the University of Pennsyl¬ 
vania, Philadelphia. 


mingham study, hypertension has 
been shown to precede heart failure in 
75 percent of patients between the 
ages of 35 and 62 who developed this 
problem. 3 

Figure 1 illustrates the effects of 
hypertension on cardiac performance. 

The myocardium can compensate, 
by hypertrophy, for prolonged pres¬ 
sure loading. 4 However, even the 
hypertrophied ventricle will fail if not 
relieved of prolonged hypertension. In 
addition, hypertension may be a sig¬ 
nificant risk factor in the development 
of coronary vascular arteriosclerotic 
disease. This can limit delivery of oxy¬ 
gen and energy substrates necessary 
for myocardial function, and can con¬ 
tribute to the development of heart 
failure. 

The role of hypertension in the 
pathogenesis of CHF is well under¬ 
stood. Less generally appreciated, 
however, is the fact that hypertension 
can be a consequence of myocardial 
failure. This occurs as a result of the 
compensatory mechanisms which 
support the myocardial contractility 
in the event of cardiac decompensa¬ 
tion. 

When myocardial contractility be¬ 
gins to diminish, long before symp¬ 
tomatic CHF is evident, compen¬ 
satory mechanisms which act to main¬ 
tain adequate cardiac output respond. 
These compensatory mechanisms can 
cause elevation of the blood pressure. 
Elevation of the blood pressure, by in¬ 
creasing myocardial work, could op¬ 
pose such compensatory mechanisms. 
Ultimately, despite intrinsic compen¬ 
sation, symptomatic congestive fail¬ 
ure may supervene. Because the 
mechanisms for compensation may 
cause elevation of blood pressure be¬ 
fore other symptoms of failure are evi¬ 
dent, changes in the status of blood 
pressure control should be viewed as a 
possible manifestation of "occult” con¬ 
gestive heart failure in patients at 
risk. 

Two compensatory mechanisms 
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exist. The first, sympathetic nervous 
system reflexes, are rapidly respon¬ 
sive. 5 The stimulus for this reflex is 
decreased effective cardiac output. 
This is detected by the carotid and aor¬ 
tic baroreceptors and increased sym¬ 
pathetic nervous out-flow results. A 
multi-fold response, including ven- 
oconstriction, arteriolar constriction, 
and increased cardiac rate and con¬ 
tractility, results. 

Venoconstriction results in in¬ 
creased venous return to the heart 
(pre-load) and, in conjunction with in¬ 
creased cardiac rate and contractility, 
causes increased cardiac output. Ar¬ 
teriolar constriction, however, serves 
only to raise peripheral vascular resis¬ 
tance. Because blood pressure is the 
product of cardiac output and 
peripheral vascular resistance, in¬ 
creases in both of these functions re¬ 
sults in the elevation of the blood pres¬ 
sure. 

The second, more slowly operating, 
compensatory mechanism is that of 
blood volume expansion. Reduction in 
effective cardiac output diminishes 
renal blood flow. As a result, sodium 
and water are retained. In addition, 
diminution of effective renal blood 
flow results in stimulation of renin 
secretion which in turn leads to 
hyperaldosteronism and the latter 
serves to perpetuate the volume reten¬ 
tion. 

Expanded blood volume increases 
ventricular pre-load and the Starling 
effect of stretching myocardial muscle 
fibers increases intrinsic myocardial 
contractility. Restoration of contrac¬ 
tility by volume-Starling mechanisms 
may reduce the need for excess sympa¬ 
thetic tone, and blood pressure may 
return to normal. If progressive 
myocardial failure occurs, however, 
both neurogenic and volume compen¬ 
satory mechanisms will remain act¬ 
ive. Continuous elevation of periph¬ 
eral vascular resistance will be man¬ 
ifested by elevations of diastolic blood 
pressure. 

The clues to "occult” heart failure 
are: unexplained tachycardia, hyper¬ 
tension (often with further diastolic 
elevation upon assumption of the up¬ 
right posture), weight gain, and fa¬ 
tigue. Only later do the more classic 
signs of CHF become manifest. At¬ 
tempts to control only hypertension, 
without recognition of possible 


myocardial failure, may make the sit¬ 
uation worse since several drugs that 
are useful for hypertension may block 
the cardiac compensatory mecha¬ 
nisms. 

Pharmacologic interactions 

The reduction of blood pressure is 
accomplished by reduction of cardiac 
output (either directly or by volume 
control), by reduction of peripheral re¬ 
sistance, or by combination of these 
factors. Obviously, when CHF is 
present, reduction of cardiac output or 
alteration of sympathetic reflexes 
could be detrimental. Conversely, 
support of myocardial contractility 
should exert no negative influence on 
blood pressure and could obviate the 
need for antihypertensive therapy by 
removing the possible cause of hyper¬ 
tension. 

With these principles in mind, it is 
possible to categorize available phar¬ 
macologic agents as follows: 

1. Drugs beneficial in both hyper¬ 
tension and congestive failure (diuret¬ 
ics); 

2. Drugs specific for either hyper¬ 
tension or congestive failure and indi¬ 
rectly useful in management of the 
other process (vasodilators in hyper¬ 
tension, digitalis in congestive heart 
failure); 

3. Drugs specific for hypertension 
which may be detrimental in conges¬ 
tive heart failure (propranolol, other 
sympatholytic agents). 

Diuretics —Volume reduction, using 
diuretic agents, is the cornerstone of 
management of both hypertension 
and symptomatic CHF. In conjunction 
with specific antihypertensive agents 
or with digitalis, either disease can be 
managed. Several classes of diuretic 
agents are available, and their selec¬ 
tion is usually dictated by considera¬ 
tions of cost, compliance, and hyper¬ 
sensitivity or untoward biochemical 
events. 

Two considerations are of specific 
importance when using diuretics in 
the context of hypertension and con¬ 
gestive failure. First, if digitalis is to 
be used for treatment of failure, the 
kaliuretic effect of thiazide or loop 
diuretics must be considered. Hy¬ 
pokalemia increases the risk of 
digitalis-induced cardiac arrythmias. 
When hypertension is present, 


diuretic-induced kaliuresis may be¬ 
come easily manifest, due to primary 
or secondary hyperaldosteronism. 
Therefore, either potassium sparing 
diuretics should be selected (provided 
that renal function is normal) or ade¬ 
quate potassium replacement must be 
provided, if necessary, to maintain ad¬ 
equate serum potassium. 

Second, if potent diuretic therapy is 
selected in the context of "occult” con¬ 
gestive heart failure, the results may 
be paradoxic. Excessive diuresis may 
reduce effective cardiac output by re¬ 
moving volume necessary to maintain 
the Starling effect. Sympathetic tone 
may then be substituted, and the rise 
in peripheral resistance may result in 
elevation of blood pressure. Associ¬ 
ated phenomena would be significant 
tachycardia and prerenal azotemia. 
These events should alert the clinician 
to the concurrent phenomena of 
myocardial failure and hypertension. 
Digitalis —This family of glycosides 
directly effects myocardial muscle to 
increase contractility. Little, if any, di¬ 
rect effects on blood pressure would be 
expected with this agent. But by re¬ 
moving the need for volume or sympa¬ 
thetic compensation for failure, digi¬ 
talis therapy can indirectly influence 
the blood pressure. 

There are no hard guidelines to in¬ 
dicate when digitalis is beneficial in 
the hypertensive patient in the ab¬ 
sence of symptomatic heart failure. A 
high index of suspicion of "occult” 
heart failure, attention to details of 
history such as increasing fatigue, de¬ 
creasing exercise tolerance or subtle 
changes in pre-existing patterns of 
angina pectoris, physical signs such as 
tachycardia, and especially increasing 
hypertension despite continuation of 
previously successful antihyperten¬ 
sive therapy, may dictate the need for 
a trial with digitalis. Maintenance 
digitalis may be of special value in 
some patients, especially when sym¬ 
patholytic agents are added for control 
of hypertension. 

Vasodilators —Vasodilators have 
been useful in the management of 
hypertension in acute and chronic sit¬ 
uations. Hydralazine, prazosin, and 
minoxidil are the orally effective 
drugs, while nitroprusside and 
diazoxide and occasionally hyd¬ 
ralazine are given parenterally. 

In general, vasodilators can cause 
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reflex tachycardia (with the exception 
of nitroprusside and the new agent 
prazosin). In patients with CHF, 
tachycardia is undesirable because 
the ventricular filling may be reduced 
and because in the presence of coro¬ 
nary insufficiency, increased myocar¬ 
dial oxygen demands may not be 
satisified. 

Nitroprusside, however, usually 
does not cause tachycardia and is 
highly effective in the management of 
hypertensive emergencies. Nitroprus¬ 
side has been successfully used to 
ameliorate the symptoms of refractory 
congestive heart failure 6 by reducing 
the impedence in the resistance ves¬ 
sels, resulting in the improvement of 
left ventricular function. 

Diazoxide is another parenteral 
drug used in hypertensive emergen¬ 
cies. Reflex tachycardia and angina¬ 
like syndrome 7 have been reported 
with the use of this drug, and we be¬ 
lieve that diazoxide should be avoided 
in patients presenting with dual 
phenomena of CHF and severe hyper¬ 
tension, a situation that is best han¬ 
dled with nitroprusside infusion. 

Hydralazine is known to cause 
tachycardia; hence, its use in the pa¬ 
tient with ischemic heart disease 
anchor CHF has been justifiably cau¬ 
tious. Recent work by Franciosa et al. 8 
has suggested that hydralazine may 
be useful in patients with chronic left 
ventricular failure, by mimicking the 
hemodynamic effect of nitroprusside 
in the similar situation. Although this 
study has demonstrated the efficacy of 
hydralazine in the setting of left ven¬ 
tricular failure per se, it was not tested 
in patients with hypertension and 
concomitant CHF. 

It is of considerable interest to note 
that the new antihypertensive drug 
prazosin, a vasodilator, does not cause 
significant tachycardia. This property 
is attributed to phosphodiesterase in¬ 
hibition by prazosin, permitting the 
accumulation of cyclic GMP in the 
heart. 9 If this drug truly does not im¬ 
pair the myocardial function, it may 
have a special utility in the manage¬ 
ment of patients with CHF and hyper¬ 
tension. 

If oxygen supply to the myocardium 
is not limiting, the reflex sympathetic 
response to acute vasodilation would 
improve contractility and thereby re¬ 
duce congestive failure. It is unlikely, 


however, that vasodilators alone could 
successfully control significant hyper¬ 
tension. Blockade of the sympathetic 
reflex responses with sympatholytic 
agents is usually required for ade¬ 
quate pressure control. This places the 
patient with occult failure at further 
risk. 

Sympatholytic agents —Sympatho¬ 
lytic agents are commonly used an¬ 
ti hypertensive drugs. In patients with 
diminished myocardial reserve, how¬ 
ever, these agents should be used with 
great care or avoided at times. Ad¬ 
renergic nervous system plays an im¬ 
portant role in the circulatory ad¬ 
justments of a failing myocardium 10 
and deprivation of this role by a sym¬ 
patholytic agent could be detrimental 
in patients with CHF. 

Beta-adrenergic blocker, propran¬ 
olol, is a well known negative ino¬ 
tropic agent which should be avoided 
in patients with compromised cardiac 
function. The other commonly used 
sympatholytic agent, methyldopa, has 
been shown to reduce cardiac output 
in patients with CHF. 11 Similar ad¬ 
verse effects on cardiac function have 
been documented with the use of 
guanethidine in CHF. 10 

Most sympatholytic agents cause 
sodium and volume retention of vary¬ 
ing degree and this has to be viewed as 
disadvantageous in patients with 
CHF. For these reasons, indiscrimi¬ 
nate administration of large doses of 
sympatholytic agents to patients with 
CHF and hypertension should be re¬ 
garded as potentially harmful. 

Comment 

From the above discussion it is clear 
that congestive heart failure and 
hypertension are closely interrelated. 
When hypertension appears or be¬ 
comes more difficult to control in the 
elderly, in patients with long¬ 
standing hypertension, or in patients 
with known myocardial disease, the 
possibility must be considered that 
this is a manifestation of occult con¬ 
gestive failure. Therapy must be 
selected with care lest treatment of 
the blood pressure per se make the 
congestive heart failure symptomatic. 

Diuretic therapy may itself be suffi¬ 
cient in the initial management of a 
patient with hypertension and CHF. 
But simple diuretic therapy may not 
be adequate for the long-term control 


of CHF, which requires the use of digi¬ 
talis and possible removal of factors 
perpetuating the heart failure, if such 
can be identified. We therefore 
suggest a trial of digitalis therapy in 
such situations before intensifying the 
antihypertensive therapy. 

The need for digitalis in a patient 
with hypertension and suspected car¬ 
diac decompensation must be assessed 
on the basis of history and physical 
findings (subtle at times), and therapy 
must be strictly individualized. When 
clinical features unequivocally 
suggest a recent cardiac decompensa¬ 
tion in a hypertensive patient, the 
trial with diuretics must be followed 
by use of digitalis. The introduction of 
digitalis in this setting is particularly 
advantageous because it increases the 
cardiac output while it lowers or 
leaves unchanged the peripheral re¬ 
sistance. 12 

Sympatholytic agents are disadvan¬ 
tageous in patients with CHF and 
hypertension and, if they are essential 
to control blood pressure, ancillary 
measures such as natriuresis and digi¬ 
talization are indicated. □ 
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Case study 


Sedimentation of 


leukocytes within the 
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D etermination of the number and 
kind of leukocytes in synovial 
fluid is probably the most important 
part of synovial fluid analysis, allow¬ 
ing the differentiation of inflammato¬ 
ry from non-inflammatory arthritis. 

Extracellular release of leukocytic 
lysosomal enzymes plays a major role 
in the pathogenesis of cartilage de¬ 
struction. 1 The synovial fluid leuko¬ 
cyte count and proportion of neutro¬ 
philic granulocytes therefore offers an 
indirect measure of the rate of joint 
destruction. Thus, in addition to mak¬ 
ing the diagnosis of inflammatory ar¬ 
thritis, the leukocyte count dictates 
the required tempo of evaluation and 
therapy of joint disease. 

It is essential that the clinician ex¬ 
amine a representative sample of 
synovial fluid from a given joint in 
order to draw valid conclusions. 

We have noted that joints which 
have been motionless for a period prior 
to arthrocentesis have the greater 
proportion of intra-articular leuko¬ 
cytes in the dependent regions of the 
intrasynovial space. These cells and 
other debris are not removed until 
near the end of an aspiration from the 
superior portion of the joint. This sed¬ 
imentation of particulate matter can 
cause different leukocyte counts in 
specimens removed from the same 
joint. 

The following two cases illustrate 
this phenomenon. A third case demon¬ 
strating loculation of synovial fluid is 
presented for comparison. 

Case # 1 

An 18-year-old man with sickle cell 


disease was admitted to the hospital 
with left shoulder pain of 3 to 4 weeks 
duration. This was one of a series of 
admissions for sickle cell crises. He 
previously had multiple episodes of 
joint pain and x-rays documented 
bony infarcts. The shoulder was 
warm, painful, and swollen. No mo¬ 
tion was possible because of guarding. 
For several hours prior to arthrocen¬ 
tesis, the patient had been seated up¬ 
right in bed without shoulder move¬ 
ment. 

While in this position, aspiration 
was performed using a 19 gauge nee¬ 
dle from an anterior approach, 
supero-lateral to the coracoid process. 
The aspiration was atraumatic and 
fluid easily entered the syringe. 

The first 10 ml of fluid was slightly 
homogeneously blood tinged. As aspi¬ 
ration proceeded, however, the char¬ 
acter of the fluid entering the syringe 
gradually changed and the last 5 ml 
was opaque, grayish, purulent- 
appearing material. This change was 
not associated with change in needle 
position or interruption of flow. 

A leukocyte count of the entire spec¬ 
imen was greater than 100,000/mm 3 
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joint space 


with 95 percent neutrophils. There 
was abundant, poorly defined cellular 
and particulate debris. Most of the 
many red blood cells present were 
sickled. Gram stain and culture were 
negative. No crystals were seen. An 
x-ray showed no bony abnormalities. 
A technesium pyrophosphate bone 
scan raised the question of increased 
uptake in the left shoulder. 

The clinical impression was of sickle 
cell joint disease with possible bone 
infarction. A repeat aspiration the 
next morning yielded less than 1 ml of 
slightly bloody fluid with a leukocyte 
count of 2000/mm 3 . The patient recov¬ 
ered complete function of the shoul¬ 
der. 

Case # 2 

A 30-year-old paraplegic man with 
complete sensory and motor loss in the 
lower extremities was evaluated for 
inflammatory arthritis of the knee of 
uncertain duration. The right knee 
was grossly swollen and warm, but 
painless. 

Arthrocentesis was performed after 
the patient had been lying motionless 
on his back for several hours. Without 
moving the knee, the intra-articular 
space was easily entered from a me¬ 
dial subpatellar approach. 

The first 20 ml of fluid to appear in 
the syringe was slightly cloudy and 
yellow, but the last 10 to 15 ml grad¬ 
ually changed to opaque, purulent, 
white material with clumps of cells 
and fibrin. The procedure was atrau¬ 
matic, the needle was not moved, and 
the flow of fluid was unimpeded. 

A leukocyte count of the entire spec- 
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imen was 43,000/mm 3 with 92 percent 
neutrophils. No crystals were seen, 
and cultures were negative. No defi¬ 
nite diagnosis was possible despite 
careful followup. Slow resolution oc¬ 
curred. 

Case # 3 

A 65-year-old coal miner with a his¬ 
tory compatible with rheumatoid ar¬ 
thritis developed increasing pain and 
swelling in the right knee. The condi¬ 
tion was treated conservatively 
elsewhere for about 8 weeks. The knee 
was warm, tender, and grossly dis¬ 
tended with effusion. 

The aspirating needle was inserted 
medially beneath the patella and 100 
ml of slightly cloudy yellow fluid was 
obtained. The suprapatellar area re¬ 
mained very swollen, so the needle 
was partially withdrawn and ad¬ 
vanced more superiorly. Surprisingly, 
another 50 ml of foul smelling, 
opaque, chocolate-colored fluid was 
aspirated in a new syringe. 

The leukocyte count from the first 
fluid was 10,000/mm 3 with 98 percent 
neutrophils. The gram stain was 
negative. The leukocyte count of the 
second fluid was in excess of 
100,000/mm 3 and gram stain demon¬ 
strated gram-positive cocci in pairs 
and clusters. 

Cultures of both fluids grew out 
Staph aureus. Compartmentalization 
of the synovial fluid by fibrous adhe¬ 
sions was thought to be responsible for 
the difference in the fluids. 

We are not aware that this 
phenomenon has ever been em¬ 
phasized, and have found no comment 


in discussions of the procedure of ar- 
throcentesis and synovial fluid analy¬ 
sis in authoritative sources. 2 ' 5 Al¬ 
though the fluids from the first two 
patients were collected in single 
syringes, the change in character of 
the fluid was gradual, with a marked 
change from mildly inflammatory to 
grossly purulent. Unlike the proce¬ 
dure with the third patient, there was 
no change in needle position or rate of 
flow to suggest that loculation of fluid 
had occurred. 

Effect of sedimentation 

When synovial fluid is allowed to sit 
in test tubes in vitro, sedimentation of 
the cells and other particulate mate¬ 
rial is apparent within a few hours, 
depending on the viscosity of the fluid 
0 unpublished observation). There is no 
reason not to expect the same 
phenomenon to occur in vivo. Cells and 
particulate material would then ac¬ 
cumulate in dependent portions of the 
joint. 

Ordinarily, arthrocentesis immedi¬ 
ately follows physical examination 
during which the joint is put through 
its range of motion. In the cir¬ 
cumstances described, the involved 
joints were immobile for a period of 
several hours before aspiration. Had 
these joints been incompletely aspi¬ 
rated, a falsely low leukocyte count 
would have resulted. 

There is a natural tendency to use 
the initial fluid for cytologic and 
chemical studies, since near the end of 
arthrocentesis, as the joint space 
closes, blood often appears in the 
syringe from the trauma of the needle. 


As we have illustrated, under some 
circumstances this practice may un¬ 
derestimate the intrasynovial leuko¬ 
cyte count. 

Complete aspiration of a joint is in¬ 
dicated in virtually all arthrocenteses 
to remove leukocytes, products of in¬ 
flammation, and crystalline material 
causing inflammation, and to reduce 
intra-articular pressure. In some situ¬ 
ations, movement of the joint may be 
indicated before aspiration to ensure 
adequate sampling. 

Compartmentalization of synovial 
fluid in septic arthritis is often consid¬ 
ered to be an indication for surgical 
drainage of an infected joint. 6 The fre¬ 
quency of this occurrence is unknown, 
but in all likelihood is quite rare. We 
have not encountered a second case of 
loculation in our large medical center 
for over three years. Care must be 
taken that sedimentation of the syno¬ 
vial contents is not confused with locu¬ 
lation. □ 

REFERENCES 

1. E.D. Harris, H.G. Parker, E.L. Radin, and S.M. 
Krane Effects of proteolytic enzymes on structural and 
mechanical properties of cartilage. Arthritis Rheum. 
15:497-503, 1972. 

2. M.W. Ropes and W. Bauer Synovial Fluid Changes 
in Joint Disease. Cambridge, Harvard University Press, 
1953. 

3. R.A. Jessar. The study of synovial fluid. In Arthritis 
and Allied Conditions (J.L. Hollander and D.J. McCarty, 
eds.), p. 67-81. Philadelphia, Lea and Febiger, 1974. 

4. A.S. Cohen, K.D. Brandt, and P.R. Krey. Synovial 
fluid. In Laboratory Diagnostic Procedures in the Rheu¬ 
matic Diseases, 2nd edition (A.S. Cohen, ed ), p. 1-62. 
Boston, Little Brown and Co., 1975. 

5. H.R. Schumacher: Synovial fluid analysis. In Rheu¬ 
matic Diseases, Diagnosis and Management (W.A. Katz, 
ed.), p. 279-288. Philadelphia, J.B. Lippincott, 1977. 

6. D.L. Goldenberg and H.S. Cohen. Acute infectious 
arthritis: A review of patients with nongonococcal joint 
infections (with emphasis on therapy and prognosis). Am. 
J. Med. 60:369-377, 1976. 


Pennsylvania Medicine, February 1978 


55 






one tablet usually brings 
gentle, overnight relief 


WARREN-TEED 

LABORATORIES, INC. 

DIVISION OF AORIA LABORATORIES INC. 

COLUMBUS. OHIO 43215 




CHAIRMAN 

Department of 
Gynecology 

300-bed, center-city 
Philadelphia teaching 
hospital, affiliated with 
University of Pennsylvania 
School of Medicine. New, 
modern facility now in 
construction. Academic 
appointment and obstetrical 
privileges at University 
Hospital. Applicant must be 
fully qualified, Board 
certified, Penna. 
licensed . . . with proven 
ability as clinician, teacher, 
scholar, administrator; 
must exhibit leadership to 
develop a superior 
department and supervise 
resident training. 

Applicants should send 
curriculum vitae and 
bibliography to: Theodore 
H. Mended, M.D., 
Chairman, Search 
Committee, Graduate 
Hospital, 19th & Lombard 
Sts., Philadelphia, Pa. 
19146. Equal opportunity 
employer. 

GRADUATE 

HOSPITAL 


Hahnemann Medical College 
And Hospital 
Department of Surgery 

Announces 

SYMPOSIUM ON 
VASCULAR SURGERY 
March 2S, 30, 31, 1378 

For program details, write: 


Teruo Matsumoto, M.D., Ph.D., F.A.C.S. 

Professor and Chairman 

Department of Surgery 

Hahnemann Medical College & Hospital 

230 N. Broad Street 

Philadelphia, PA 19102 


This symposium is approved for 18 hours of Cat¬ 
egory 1 credit. 






















Know your taxes 


New jobs tax credit reduces hiring costs in 1977-78 

Donald L. DeMuth, C.P.A. 

Edward H. Achom, M.Adm., C.P.A. 


P hysicians adding employes this 
year or last or physicians starting 
practice within that time period may 
find the cost of hiring is less than they 
expected. Uncle Sam is picking up 
part of the tab via a tax credit to en¬ 
courage fuller employment. This 
credit applies to any new employes, 
including physicians. For many prac¬ 
titioners, this could be the biggest tax 
savings device of the year. 

Determining tax credit 

Examine the general rules used to 
determine the credit: 

1. Multiply the first $4,200 earned 
in 1977 by number of employes. If an 
employe has earned less than $4,200 
this year, add the actual amount he 
earned to the previous product. 

2. Make the same calculation for 
1976 wages and salaries. 

3. Multiply the 1976 figure by 1.02 
and subtract this from the 1977 com¬ 
putation. Multiply the difference by 
50 percent. 

If a physician had three aides in 


1976 who earned $7,500 each and 
— 


Table 1. 

Computation of New Jobs Tax Credit 

First $4,200 earned 
x 4 employes 
in 1977 


$16,800 

First $4,200 earned 
x 3 employes 
in 1976 

12,600 
x 1.02 

12,852 

$ 3,948 
x50% 

1977 new jobs 
tax credit 


$ 1,974 
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added a fourth aide who earned $6,000 
in 1977, he stands to benefit from the 
credit as shown in Table 1. 

Remember, this is a credit, not a 
deduction. A credit is subtracted di¬ 
rectly from the tax computed, whereas 
a deduction is subtracted from income 
to determine taxable income. 

The example is not complete at this 
point. Uncle Sam is part Indian giver 
with the new jobs tax credit. He re¬ 
quires that the taxpayer subtract the 
credit from salaries and wages before 
computing taxable income. Essen¬ 
tially, the doctor is increasing his tax¬ 
able income by the credit as illustrated 
in Table 2. 

In this case, taxable income in¬ 
creased by $1,974, the amount of the 
new jobs tax credit. Despite this, the 
tax payable was virtually $1,000 less 
when the credit was applicable. 

In line with a progressive income 
tax system, the credit is designed to 
help those in lower tax brackets more 
than those in higher brackets. Al¬ 
though Congress did not intend this 
outcome, professional corporations, 
which should almost always be in the 
20 percent tax bracket, will benefit 
more from the credit than unincorpo¬ 
rated practitioners, who are invar¬ 
iably in brackets above 20 percent. 

There are provisions to carry the 
new jobs tax credit back for up to three 
years and forward up to seven years. If 
it exceeds the amount of tax computed 
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this year, however, the incorporated 
physician may prefer to keep some in¬ 
come in the corporation to use the 
credit and pay out the earnings re¬ 
tained, or a portion, as a dividend. 

This helps dispel an IRS unreason¬ 
able compensation attack that part of 
the income paid the physician is a div¬ 
idend for his stock investment. Also, 
since the credit keeps the corporation 
from paying tax on the income, the 
"double taxation” argument against 
paying dividends is overcome. Before 
making this sort of decision, the 
physician should consult his tax ad¬ 
visor. 


Table 2. 

Tax When Credit Is or Is Not Applied 

Credit not applied 

Taxable income before 
salaries and wages 

$80,000 

Salaries and wages 
(no new 1977 
employes) 

28,500 

Taxable income 

$51,500 

Income tax 1 

$17,630 

Credit applied 

Taxable income before 
salaries and wages 

$80,000 

Salaries and wages 28,500 
New jobs tax credit -1,974 
Salaries and wages 
deductible 

26,526 

Taxable income 

$53,474 

Income tax 1 on $53,474 

$18,608 

New jobs tax credit 

-1,974 

Income tax payable 

$16,634 

'The tax is computed assuming the doctor is a mar- 

ried, unincorporated practitioner. 



Wage limitation 

To prevent a potentially dysfunc¬ 
tional abuse of the new jobs tax credit, 
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Congress included a wage limitation 
on the credit. After computing the 
credit, it cannot exceed 50 percent of 
the difference between the 1977 
payroll and 105 percent of the 1976 
salaries and wages. An example fol¬ 
lows to illustrate the wage limitation. 
Table 3 demonstrates the computa¬ 
tions involved. 


Table 3. Computation of Tentative 
Credit and Wage 
Limitation 


Tentative credit 
First $4,200 earned x 6 


employes in 1977 


$25,200 

First $4,200 earned x 3 


employes in 1976 

12,600 


Tentative new jobs 

x 1.02 

12,852 

$12,348 
x 50% 

tax credit 


$ 6,174 

Wage limitation 

1977 total payroll 


$29,400 

1976 total payroll 

25,200 



x 1.05 

26,460 

$ 2,940 
x 50% 

1977 new jobs tax 

credit allowed 


$ 1,470 


A family practitioner has three 
aides who earned $8,400 each in 1976. 
Halfway through 1977, two of the 
aides leave. He replaces the two and 
hires a fourth aide. All are paid $8,400 
per year. At the end of the year the 
new jobs tax credit is computed. The 
physician had six employes who 
earned at least $4,200 in 1977—the 


aide employed the entire year, the two 
who departed during the year, their 
two replacements, and the aide in the 
new position. 

When the credit was initially com¬ 
puted, the $6,174 credit was greater 
than the $4,200 increase in the total 
aides payroll—an enviable but un¬ 
realistic position. The physician was 
treated as having six employes for 
credit computation purposes, even 
though he had at most four employes 
at any one time. This caused the too- 
good-to-be-true tentative credit. The 
wage limitation test held the credit to 
$1,470. 

There is also a $100,000 ceiling on 
the new jobs tax credit. It is a rare 
practice that need concern itself with 
this limitation. 

Thus far the article has indicated 
how the established practitioner with 
more employes this year than last can 
benefit from the new jobs tax credit. 
But how can the new physician just 
beginning private practice take ad¬ 
vantage of it? 

Rapidly expanding business 
limitation 

For practices in which the first 
$4,200 earned by each employe this 
year times 50 percent is greater than 
the first $4,200 earned the previous 
year times 102 percent (which cer¬ 
tainly applies to the new practitioner), 
there is a limit to the amount of the 
credit that can be taken. The credit is 
limited to 25 percent of the first $4,200 
earned per employe in the current 
year. 


For example, an internist starting 
practice in 1978 hires two aides and 
pays each $7,000 during the year. The 
first $4,200 paid each aide times 50 
percent is greater than 102 percent 
times the first $4,200 earned in 1977, 
since neither aide was employed by 
him in 1977. His credit is $2,100 as 
determined in Table 4. 


Table4. Rapidly Expanding Business 

Limitation 


First $4,200 earned x 2 


employes in 1978 

$8,400 

First $4,200 earned x 0 


employes in 1977 0 


x 102% 

0 


$8,400 

Rapidly expanding business 


limitation 

x 25% 

1978 new jobs 


tax credit 

$2,100 


The rapidly expanding business 
limitation applies to established prac¬ 
titioners as well as the fledgling prac¬ 
titioner. It is apt to apply most often to 
the physician hanging his shingle for 
the first time. 

The doctor who increased the 
number of his employes in 1977 will 
benefit from this change in the tax 
law. And others can plan for this when 
increasing their staffs in 1978, for the 
credit is for 1977 and 1978. 

The new jobs tax credit could prove 
to be the biggest tax bonanza for the 
medical practitioner in the Tax Re¬ 
duction and Simplification Act of 
1977. □ 
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function, with resultant oligospermia and decrease in 
ejaculatory volume. Use cautiously in young boys to 
avoid premature epiphyseal closure or precocious sexual 
development. Hypersensitivity and gynecomastia may 
occur rarely. PBI may be decreased in patients taking 
androgens. Hypercalcemia may occur, particularly during 
therapy for metastatic breast carcinoma. If this occurs, 
the drug should be discontinued. ADVERSE 


REACTIONS: Cholestatic jaundice • Oligospermia and 
decreased ejaculatory volume • Hypercalcemia 
particularly in patients with metastatic breast carcinoma. 
This usually indicates progression of bone metastases • 
Sodium and water retention • Priapism • Virilization in 
female patients • Hypersensitivity and gynecomastia. 
DOSAGE AND ADMINISTRATION: Dosage must be 
strictly individualized, as patients vary widely in 
requirements. Daily requirements are best administered 
in divided doses. The following is suggested as an 
average daily dosage guide. In the male: Eunuchoidism 
and eunuchism, 10 to 40 mg.; Male climacteric symptoms 
and impotence due to androgen deficiency, 10 to 40 mg.; 
Postpuberal cryptorchism, 30 mg. REFERENCE: Robert 
B. Greenblatt, M.D., and D. H. Perez, M.D.: The 
Menopausal Syndrome," Problems of Libido in the 
Elderly, pp. 95-101. Medcom Press, N.Y., 1974. HOW 
SUPPLIED: 5, 10, 25 mg. in bottles of 60. 250. Rx only. 


l5w<MJ3fc THE BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 


Write for Reprints and Samples. 
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WOMAN SUFFRAGE 


Social Security Bill Is Signec 
Gives Pensions to Aged, Jo l 


Signs Certificate of Ratification 
at His Home Without 
Women Witnesses. 


Roosevelt Approves Message Intended to Benefit 30,0 

i-HC 


Persons When States Adopt Cooperating Laws 
the Measure ‘Cornerstone’of His Economic Prog n 


MILITANTS VEXED AT PRIVACY. 


Wanted Movies of Ceremony, 


But Both Factions Are 



SENATE APPROVES 
18-YEAR OLD VOTE 
IN ALL ELECTIONS 


Amendment to Constitution 
is Sent to House, Where 
Passage is Expected 


WASHINGTON, Aup. 1, 
The Social Security Bill, rc 
a broad program of unei lo 
insurance and old age »e 
and counted upon to be fij 
20,000,000 persons, beca * 
day when it was signed 
dent Roosevelt in the p 
those chiefly respon^ibl 
ting it through < 

Mr. Rot sevelt cai 
“the cc erstone 
wh 4 ■ >eing ’ 1 


TRUMAN CLOSES 


WASHINGTON,MarchlO, 
1971—The Senate approve 1 

todav ; 94-to-O ser 



mm PLEA TO TRANSLAT 
CHARTER INTO DEEDS 


NEW WORLD HOPE 




President Hails ‘Great 
Instrument of Peace,’ 
Insists It Be Used 




HISTORIC LANDMARK 



"If we fail to use it,” he declared 
to the solemn final meeting of the 
delegates, 'we shall, betray all of 
those who have died in order that 
we might meet’here in freedom and 
safety to create it.’ 

"If we seek to use itselfishly-for 
the advantage of any one nation or 
any small group of nations—we 
shall be equally guilty of that be¬ 
trayal.” 

Fervent Interpolation 

The President, speaking in the 
auditorium of the War Memorial 
Opera House, built in memory of 
sons of the Golden Gate city who 
gave their lives in the first World. 
War, in which he himself served, 
seemed to give unconscious expres¬ 
sion to the solemn feeling of the 
occasion when, at the outset of his 
speech, he interpolated the words, 
half a hope, half a prayer: . 

"Oh, what a great day this cart 
he in history!” 

Just before the plenary session, 
the President accompanied the 



WASHINGTON, Jan. 27, 
1973—“With the signing of 
the peace agreement in 
Paris today, and after re¬ 
ceiving a report from the 
Secretary of the Army that 







































PATIENT PACKAGE INSERTS: A 
CONCEPT WHOSE TIME HAS COME? 


The consumer’s right to know is an ir¬ 
reversible and desirable trend of the 
Seventies. It extends, and properly, to a 
patient’s right to know more about his 
or her prescription medications, (hie 
way, gaining favor, is through patient 
package inserts. Wisely-prepared and 
properly distributed when medically in¬ 
dicated, they could markedly improve 
patient knowledge and drug therapy— 
laudable goals by anyone’s standards. 

The PMA endorses these goals and 
will work with government, the health 
professions and consumers to achieve 
them. 

_ The Advanta ges_ 

The concept holds promise of benefits: 
better patient understanding of the 
product prescribed, better adherence 
to the treatment plan, and more aware¬ 
ness of possible side reactions. 

Every doctor has had patients 
who fail to finish antibiotic regimens 
because they feel better. Some patients 
assume that if one tranquilizer or 
analgesic is good, two may be twice as 
good. Still others fail to report dizzi¬ 
ness while on antihypertensive therapy 
—and so on. 

Problems like these might arise 
less often if the patient received writ¬ 
ten information in addition to verbal 
instructions. Some studies suggest 
that patients are more receptive to 
such materials, and they more often 
understand the verbal instructions and 
follow them, when inserts are used. 

The Disadvanta ges_ 

There are also some potential prob¬ 
lems. Obviously, the inserts must be 
clearly phrased, without extraneous or 
complex detail. How much information 


is enough? How can it be kept current? 
Should all patients receive the same 
information? Should inserts be in¬ 
cluded with all drugs? Should only 
potential problems be listed or are 
patients better off with a “fair balance” 
presentation that describes usefulness 
as well as drawbacks? 

These and similar questions 
require answers, since model inserts 
have yet to be properly developed and 
tested. Despite the need for these 
studies, the FDA is proceeding pre¬ 
maturely with inserts on selected 
products. We think the Congress is the 
only place where the matter can be 
given the proper legal status and 
direction, particularly since it repre¬ 
sents a conceptual change in the legal, 
medical and social framework of the 
nation’s prescription drug information 
system. 

_ The Solution _ 

The PMA believes that carefully- 
devised pilot studies of various kinds 
of inserts are needed. They should be 
developed and implemented with full 
participation by doctors, pharmacists, 
consumers, communications experts 
and the drug industry. Such studies 
will provide reliable pathways to 
follow, so that inserts will be useful 
aids to medical practice. 

And particularly we think that 
you should be closely involved in this 
debate and in these studies and deci¬ 
sions. Otherwise, people with less 
experience and qualifications may 
control the purposes, content and use 
of a tool with considerable promise for 
improved patient care. It could make a 
difference in your practice tomorrow, 
and more importantly, in the health 
of your patients. 


BWk 

THE PHARMACEUTICAL MANUFACTURERS ASSOCIATION 
1155 FIFTEENTH ST., N. W„ WASHINGTON, D C. 20005 

















Hospital rounds nurse concept expanded, evaluated 


Joel H. Merenstein, M.D. 
Donna Maria Barbaro 
Kathleen M. Barker 
Harvey Wolfe, Ph.D. 


E xtended roles for nurses have 
been developed in an attempt to 
improve the quality of nursing prac¬ 
tice and overcome deficiencies in pa¬ 
tient care. Foremost among these 
have been the clinical nurse specialist 
and the nurse practitioner. 1 Although 
there are many variations in functions 
and responsibilities, the emphasis in 
the extended role is on a highly 
trained individual who relates to the 
patient and various other profession¬ 
als as a decision maker. 

Combining some of the skills and 
functions of both these nursing spe¬ 
cialists, we developed the concept of a 
hospital rounds nurse (HRN) who 
works with a group of physicians and 
aids patients and families in adjusting 
to hospitalization. Such an individual 
assumes some of the duties of a clinical 
nurse specialist while maintaining an 
expediting and liaison role with the 
physicians. The nurse is not a hospi¬ 
tal employe but is based in the physi¬ 
cian’s office and regularly makes 
rounds to his hospitalized patients. 

In a previous experiment, patients 
reported satisfaction with office-based 
nurses supplementing physicians’ 
hospital visits. 2 Patients noted that 
they could communicate to the nurse 
information they "would not want to 
bother the doctor with.” In addition, 


they were able to identify the office- 
based nurse in the hospital as a repre¬ 
sentative of their physician and 
deemed this beneficial. 

The study reported here expands 
this experience to a larger volume of 
patients and physicians. In addition to 
describing the actual and proposed 
functions of the HRN, measurements 
of patients’ and professionals’ satisfac¬ 
tion are reported. 

Procedures 

The individual selected as the HRN 
held a Masters degree with a major in 
community health nursing and a 
minor in psychology. She had experi- 


Dr. Merenstein is clinical associate 
professor of community medicine 
at the University of Pittsburgh and 
during this study was medical di¬ 
rector of the Russellton Medical 
Group, New Kensington. Ms. Bar¬ 
baro, Ms. Barker, and Dr. Wolfe are 
associates in the research de¬ 
partment of Blue Cross of Western 
Pennsylvania. This study was sup¬ 
ported in part by a grant from The 
Pittsburgh Foundation. 


ence as a pediatric nurse, a charge 
nurse, and a float nurse in a commu¬ 
nity hospital. Prior to the project she 
was a faculty member in a bac¬ 
calaureate nursing program. She was 
selected because of her educational 
background and her availability for a 
one-year experimental trial. 

The group of physicians involved in 
testing the HRN concept is a mul¬ 
tispecialty medical group of 17 full¬ 
time physicians and an equal number 
of part-time consultants. The group 
uses four office locations but only one 
hospital. 

The hospital is a 225-bed facility 
providing short-term acute care and a 
full range of routine services, includ¬ 
ing a small (one and a half person) 
social service department. The hospi¬ 
tal has no house staff. 

In preparation for her role, the HRN 
attended a formal lecture and precep¬ 
tor training course conducted by the 
group for nurse practitioners to func¬ 
tion in an expanded role with am¬ 
bulatory patients. The program in¬ 
cluded a weekly psychological medi¬ 
cine seminar with the staffs consult¬ 
ing psychiatrist. A training schedule 
specific to the hospital complemented 
the formal course. 

Several meetings were held with 
the medical group physicians to famil- 
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iarize them with the concept and the 
ideal use of the HRN. Because this was 
to be an experimental program, the 
physicians were divided into control 
and experimental groups. An attempt 
was made to balance the groups by 
specialty, number of patients hospi¬ 
talized, and length of stay. 

The HRN was assigned half time to 
hospital patients and half time as an 
office nurse practitioner. It was impor¬ 
tant at this time for the HRN as well 
as the patients and other professionals 
to view her position as essentially of¬ 
fice based. At the outset of the experi¬ 
ment, the HRN was to see all hospi¬ 
talized patients of physicians in the 
experimental group. It became clear 
during the early phases of the project 
that it was not possible to reach this 
goal. The HRN then saw only patients 
referred by physicians in the experi¬ 
mental group. 

To evaluate the role of the HRN, key 
professionals were interviewed and 
patient satisfaction was measured by 
means of a standard questionnaire. 
The questionnaire used was an adap¬ 
tation of the checklist for inpatients’ 
satisfaction with hospital care devel¬ 
oped by Abdellah and Levine. 3 Be¬ 
cause the questionnaires were to be 
completed by individuals after their 
hospital stay, changes in the form and 


content of questions were made. The 
procedure of using general questions 
relating to satisfaction was main¬ 
tained. No specific questions about the 
HRN were included. 

The questionnaires were sent to 233 
patients divided by experimental and 
control groups of physicians. Each 
questionnaire was accompanied by a 
cover letter signed by the patient’s 
physician. 


Interviews were designed to deter¬ 
mine the reaction of health profes¬ 
sionals to the HRN experiment. Those 
interviewed included the medical di¬ 
rector of the group practice, the home 
health nurse and social worker of the 
group practice, seven physicians from 
the experimental group and four from 
the control group, and all hospital 
head nurses and supervisors. 

The same experienced interviewer 


Table 1. Distribution of Returned Questionnaires 


Sample groups 

Questionnaires mailed Questionnaires returned 


No. 

No. 

% 

I Patients seen by HRN 

II Experimental group 

47 

29 

61.7 

patients not seen by HRN 

47 

27 

57.4 

III Control group 

139 

89 

64.0 

Total 

233 

145 

62.2 

Table 2. Possible and Actual Complaints 



No. 

Possible 

Actual 

Sample groups 

responding 

complaints 

complaints 

I Patients seen by HRN 

II Experimental group 

29 

957 

165 (17.2%) 

patients not seen by HRN 

27 

891 

188 (21.10%) 

III Control group 

89 

2,937 

468 (15.93%) 
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conducted all but the nurses’ inter¬ 
views, which were conducted by the 
medical director of the group practice. 
Although specific questions were 
asked, the interviewers maintained 
an open-ended format in order to avoid 
leading questions. 

Interviewees were asked: Is the con¬ 
cept a good one? Was the experiment a 
success? Should an HRN be employed 
on a permanent basis by the group? 

Results 

Questionnaires—Questionnaires 
were returned by 62 percent of pa¬ 
tients with no significant difference in 
return rates between experimental 
and control groups (Table 1). Based on 
individual questions and on total 
scores of the questionnaires, no signif¬ 
icant difference in patient satisfaction 
was evident between experimental 
and control groups (Table 2). 

Interviews—Although the inter¬ 
views revealed some misunderstand¬ 
ing about the functions of the HRN, 
there was a general consensus about 
the experiment. All the physicians 
and staff interviewed (12 physicians, 3 
other professionals) felt that the con¬ 
cept had value. Only 25 percent be¬ 
lieved the program was successful and 
few would continue it without sub¬ 
stantial changes. 

The hospital nurses interviewed 
separately were the most positive 
about the HRN, viewing her role as 
complementary to their own. They 
found the HRN very helpful, particu¬ 
larly in dealing with the personal 
needs of patients and families. Most 
nurses thought the HRN should be 
employed by the practice rather than 
the hospital so that she could serve as 
a representative of the physician and 
be free of hospital controls. 

Although the medical group physi¬ 
cians expressed dissatisfaction with 
the results of the program, they at¬ 
tributed the outcome to problems with 
the hospital and to the fact that the 
program was in effect for too short a 
period. They felt that there was too 
little time to become familiar with the 
new HRN role and to integrate her 
function into the health care team. 

The physicians also thought the 
HRN was expected to service too many 
physicians. Because she worked half 
time in the office and half time in the 
hospital, she was unable to work 


closely with all seven physicians in 
the experimental group. 

One physician interviewed ex¬ 
pressed concern about the cost effec¬ 
tiveness of employing an HRN. This 
study did not include an evaluation of 
the relevant cost benefit factors. 

Discussion 

Many patients and their families 
find hospitalization a threatening ex¬ 
perience. The concerns of patients an¬ 
ticipating hospital procedures could 
be alleviated by increased physician 
understanding of this fear. 4 A study of 
doctor-patient rapport demonstrated 
reduction of postoperative pain by en¬ 
couragement and instruction of pa¬ 
tients. 5 

Frequently, however, neither 
physicians nor nurses perform this 
function. Hospital patient units con¬ 
tinue to be centers of ritualistic nurs¬ 
ing in which nurses provide care in 
accordance with physicians’ orders 
and have their responsibility defined 
by geography (patient unit) and hours 
(shift) rather than patient needs. 6 In 
an evaluation of the quality of care in 
a major teaching hospital, Duff and 
Hollingshead reported that social and 
psychological factors pertinent to ill¬ 
ness were ignored by physicians and 
nurses. 7 

In an attempt to overcome these de¬ 
ficiencies, the role of the clinical nurse 
specialist was developed. This exper¬ 
iment was conducted in an attempt to 
expand that role by utilizing an 
office-based nurse practitioner as a 
liaison among hospitalized patients, 
their families, and their attending 
physicians. The role was seen as par¬ 
ticularly relevant in small community 
hospitals without house staff. 

Although the physicians involved 
accepted the concept of the HRN as a 
valid one, they generally agreed the 
program was not successful. While the 
physicians offered reasons for this 
failure, there were also suggestions 
that the physicians did not cooperate 
fully. 

The difficulties encountered in 
transferring responsibilities from 
physician to nurse are not new to this 
study. Ten years ago Levy discussed 
physicians’ concerns of "final medical 
responsibility,” delegation versus sur¬ 
render of function, and comprehen¬ 
siveness of function. 8 Bates more re¬ 


cently commented on the disparity be¬ 
tween physicians’ promises to share in 
patient care and their actual perform¬ 
ance. 9 

Feelings expressed by physicians in 
a multispecialty group attempting to 
use the participation of nurses in 
chronic care were similar to those ex¬ 
hibited in this study and confirm 
Bates’ comments. These authors 
stated, "The physician’s feeling of to¬ 
tal responsibility for his patient and of 
meeting his perception of his patient’s 
needs by himself, or by referral to an¬ 
other physician, is not easy to change. 
Indeed, some of the physicians ex¬ 
pressed anxiety about 'losing’ their 
patients to the nurses and, in many 
cases, they seem unsure of the 
abilities of nonphysicians to share the 
care of patients.” 10 

It may be that the definition of the 
HRN’s role contributed to the experi¬ 
ment’s failure. Little has pointed out 
the difficulty of defining a role too 
broadly, combining nursing tasks as a 
technical function with total patient 
care as a decision-making function. 11 
This program combined some of the 
technical tasks of a physician’s assist¬ 
ant with the total patient care respon¬ 
sibility of a clinical nurse specialist. 
With a more reasonable work load and ' 
greater physician support, this goal 
might have been achieved. □ 
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Practice where 
the big premium is 

on medical care. 

Not on high overhead. Or paperwork. Or any of the other 
hassles that keep chipping away at your clinical time. 

If you want more out of your medical career, consider 
what the Navy can offer. A ready-made practice where 
patients' medical care is independent of the fluctuations 
of the economy. An engaging life-style. Adventure. Travel. 

And as much as $30,000 to $40,000 a year to start. 

This year the Navy needs General Practitioners for the 
Flight Surgeon program, for Undersea Medicine, and as 
General Medical Officers. We also need specialists in 
Anesthesiology, Family Practice, Psychiatry, Internal 
Medicine, Neurology, Radiology, Pathology, and Pediatrics. 

If your interests lie in any of these clinical areas, and you'd 
like to get back to pure medicine, the Navy is for you. Get 
all the facts from your local Navy medical recruiter. 

Fewer than 200 physicians are needed, so don't delay. 

IT PAYS TO LOOK 
INTO NAVY MEDKINi 


Call collect: Or write: 

LT Jeff Eutermoser Officer Programs 

(717) 782-4485 NRD Harrisburg 

PO Box 946, Federal Building 
Harrisburg, PA 17108 







COLD FEET 

LEG CRAMPS 

TINNITUS 

DISCOMFORT 
ON STANDING 
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LIPQ-NICIN 

A PERIP»|gRAL VASODILATOR 



GRADUAL 


nicotinic acid therapy 


IMMEDIATE RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid .100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-l) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


LIPO-NICIN/250 mg. 

Each yellow tablet contains: 

m; _ocn - 


Nicotinic Acid 250 mg. 

Niacinamide 75 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (B l) 25 mg. 

Riboflavin (B-2) 2 mg. 


Pyridoxine HCL (B-6) 10 mg. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300 mg. 

Each time-release capsule con¬ 
tains: 

Nicotinic Acid 300 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (H-l) . 25 mg. 

Riboflavin (B-2) 2 mg. 

Pyridoxine HCL (B-6). 10 mg. 

In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: Tor use as a vasodilator in the symp¬ 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins. The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur. Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. 


(broVIWb the BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Literature and Samples 










































TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 


APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 


Cerebro- 
Niciri 


CAPSULES 


A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid ...100 mg. 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write for literature and samples . . . 

BWcivim TUP BROWN PHARMACEUTICAL CO. 

2500 W. 6th St., Los Angeles, Calif. 90057 


Army Medicine 
wants more doctors 
who specialize* 

If you’re a physician specializing in pediatrics, anesthesiology, radiology, or 
internal medicine, we’ve got a full range of career opportunities for you. 

These opportunities are available in a setting that’s about as free from non¬ 
medical distractions as it’s possible for a practice to be. If you’re a doctor who’s 
more interested in practicing medicine than the running of a practice, Army 
Medicine could be perfect for you. Just call your local Army Medical Counselor, 
and he will discuss specific assignment opportunities with you. 

Captain James Whitmire 609-562-2663 
or 

Major Robert Sellards 412-644-3484 

Army Medicine. The practice that’s practically all medicine. 
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PHYSICIANS WANTED 

Internists—Board Eligible or Certified —For active Ambulatory 
Care Program at Gainesville VA Hospital. Close interaction with 
the Medicine Services at the VA and University Hospital is ex¬ 
pected. Full faculty status with the department of medicine at the 
University of Florida with fringe benefits from VA and University 
for qualified applicant. Patient care or research activity in a sub¬ 
specialty or general health care research is available and en¬ 
couraged. If interested, please send curriculum vitae to Dr. James 
E. McGuigan, Chairman, Department of Medicine, University of 
Florida College of Medicine, Gainesville, FL 32610. 

Family Physician —For group practice in greater Harrisburg, 
Pennsylvania. Three family practitioners and one pediatrician 
now here. At present there are 15,000 patients registered. Salary 
range in the 30s, lucrative fringe benefits. Send c.v. to Community 
Medical Associates, P.C., c/o Dr. Donald Spigner, PO Box 5142, 
Harrisburg, PA 17110; (717) 232-9971. 

Director of Professional Services, Associate Dean —The Medical 
College of Pennsylvania and Hospital is seeking a director of 
professional services, associate dean for clinical affairs. This 
position will carry high leadership responsibility with special 
emphasis on quality control of patient care and health service 
programs within the institution and in affiliated institutions. The 
director will work closely with the medical staff and administra¬ 
tion and will report directly to the executive vice president for 
health affairs. Candidates must possess an M.D. degree, have 
completed residency training, and should have both clinical 
practice experience and experience in administration of health 
services. Curriculum vitae should be sent to June F. Klinghoffer, 
M.D., Professor of Medicine, Chairman, Search Committee, Med¬ 
ical College of Pennsylvania, 3300 Henry Ave., Philadelphia, PA 
19129. An equal opportunity/affirmative action employer. 

Emergency Room Physician —For private physician group, staff¬ 
ing ERs in Philadelphia and Delaware County. Must be Pennsyl¬ 
vania licensed. Forty hour week, competitive salary, paid mal¬ 
practice, liberal fringe benefits, profit sharing. Send curriculum 
vitae to Emergency Medical Associates, Ltd., 15th and Upland 
Ave., Chester, PA 19013; (215) 874-8177. 

Director of Medical Services Division —Allegheny County Health 
Department, Pittsburgh, $35,000 to $43,500 annually. Medical 
and executive direction of public health programs. Five years’ 
medical experience in private or public health, including three 
years’ administration or supervision. Medical school graduate, 
completion of rotating internship in an approved hospital, and an 
MPH or three years’ additional public health experience. License 
to practice in Pennsylvania required. Send resume to Dr. Frank 
Clack, VMD, Director, Allegheny County Health Department, 3333 
Forbes Ave., Pittsburgh 15213; (412) 355-4008. 

Associate Pathologist —For 235-bed hospital in the Pittsburgh 
area. New position. Board certified or eligible. Terms negotiable. 
Send curriculum vitae with inquiry letter. Write Department 771, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

Emergency Physicians —250-bed community hospital in 
Philadelphia suburb needs trained, career minded physician for 
five-man group. Volume 30,000 per year. Salary and benefits 
competitive. Write Department 772, Pennsylvania Medicine, 20 Er¬ 
ford Rd., Lemoyne, PA 17043. 

Excellent Group Practice Opportunities —For primary care 
physicians, medical-surgical specialists, pediatricians, psychia¬ 
trists, dermatologists in beautiful university community with full 
hospital privileges available. Contact Indiana Medical Center, 
Heatherbrae Square, Indiana, PA 15701; (412) 465-2056. 


Tired of Ice and Snow? Come South! —Need all specialties. Situ¬ 
ations available in all southern states. Immediate need for pri¬ 
mary care physicians in NC, SC, GA, ALA, MISS, TN. Most are 
groups providing office, equipment, insurances, retirement pro¬ 
gram, profit sharing and other perks. Salaries $50-60K range. Our 
fee is paid. Send CV with details to Medical Search, 3274 Buckeye 
Rd., Atlanta, GA 30341. 

Numerous Opportunities —Available throughout eastern U S. for 
physicians in all specialties. All fees employer paid. Send c.v. with 
geographic preference and availability date along with objec¬ 
tives. Descriptive brochure available. MediSearch Unlimited, 

1509P Four Gateway Center, Pittsburgh, PA 15222; (412) 355- 
0215 (answers 24 hours). 

Physicians —Licensed generalists and specialists needed for mil¬ 
itary medical officer positions at 58 worldwide Army hospitals. 
Guaranteed assignment location. Excellent practice environ¬ 
ment, salaries, and unexcelled benefits, including malpractice 
coverage. Contact Captain Whitmire, AMEDD Personnel Coun¬ 
selor, Building 5515, Room 309, Fort Dix, NJ 08640, or call collect 
(609) 562-2663. 

Pennsylvania and New Jersey Emergency Medicine positions 
available with fee-for-service group in suburban Philadelphia, 
central and eastern Pennsylvania, Pittsburgh, and northern and 
southern New Jersey hospitals. Physician directors also wanted. 
Send resume to: Northeast Emergency Medical Association, 500 
Spruce St., Philadelphia, PA 19106; (215) 925-3511. 

Psychiatrists and Physicians —Board certified or eligible, Penn¬ 
sylvania license required. Immediate openings. Excellent oppor¬ 
tunity to work in state hospital in developing new programs. 
Salary competitive. Limited housing available. Excellent fringe 
benefits. Call (412) 459-8000 or write Ray Bullard, M.D., Superin¬ 
tendent, or Peter Bishop, D O., Assistant Superintendent, Tor¬ 
rance State Hospital, Torrance, PA 15779. An equal opportunity 
employer. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 peryear plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 


CLASSIFIED ADVERTISING INFORMATION 

Rates—$12.00 per insertion up to 30 words; 50 cents each additional word; $1.00 
per insertion for answers sent in care of Pennsylvania Medical Society. Payable in 
advance. 

COPY DEADLINE —Copy due by the first day of month preceding month of 
publication. Send to PENNSYLVANIA MEDICINE, 20 Erford Rd., Lemoyne, Penn¬ 
sylvania 17043. The right is reserved to reject or modify copy to conform with 
publication rules. 

DEPARTMENT NUMBERS —Advertisers using department numbers forbid dis¬ 
closure of their identity. Written inquiries are forwarded to such advertisers. 

WORD COUNT —Count as one word all single words, two initials of a name, each 
abbreviation, isolated numbers, groups of numbers, hyphenated words. Count 
name and address as five words, telephone numbers as one, and "Write Depart¬ 
ment . . ., PENNSYLVANIA MEDICINE"' as five. 
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Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after one year. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 

House Physicians —Full time with Pennsylvania license for 100- 
bed suburban hospital. Salary $31,000 plus. Excellent employee 
benefit program, including paid malpractice insurance. Please 
contact: Haverford Community Hospital, 2000 Old West Chester 
Pike, Havertown, PA 19083; (215) 449-0900, ext. 201. An equal 
opportunity employer. 

POSITIONS WANTED 

General Practitioner —Available in July 1978. Seeking solo or 
group practice. Write Department 770, Pennsylvania Medicine, 20 
Erford Rd., Lemoyne, PA 17043. 

Pediatric Dentist —Seeks affiliation with pediatric group around 
Philadelphia. Three years military experience, teaching experi¬ 
ence, extensive clinical experience in routine pediatric dentistry, 
dentistry forthe handicapped, and hospital dentistry. Completing 
specialty training late summer 1978. Theodore Croll, D.D.S., 279 
Main St., Farmington, CT 06032. 


RESIDENCY IN PHYSICAL MEDICINE 
AND REHABILITATION 


Dynamic, young program with balanced academic and 
clinical emphasis under the supervision of ten physiat- 
rists. Three year program and integrated internship/ 
residency with opportunity for research and pursuit of 
special interests both in medical school and private 
hospital settings. Stipends from $13,300 to $15,200 de¬ 
pending on qualifications. We will pay for visits in 
selected cases. Telephone or write for information to: 


John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, PA 19107 
Telephone: (215) 829-6573 


FOR SALE 

Dermatologist Retiring —Fully equipped office located in center 
city Philadelphia medical building. Recently renovated. Well es¬ 
tablished. High immediate income. Low rental. Write Department 
769, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 
Residence and Professional Office —Pediatrician closing prac¬ 
tice. Immaculate 5 bedroom, 216 bath home with every modern 
convenience and luxury. Office includes 3 examining rooms, lab, 
powder room, consulting and waiting rooms. Convenient loca¬ 
tion in Fort Washington area. Call Township Realty at (215) 343- 
2600 or 646-1700. 

Professional Space —In Springfield, Pennsylvania. Specialist or 
GP. Current physician Ob/Gyn, going out of states. Must sell or 
rent. Consultation room, waiting room, five treatment rooms, 
reception room, and lab. Telephone (215) 544-0872 (night). 

Human Skeleton —In good condition to be used for instructional 
purposes in teaching hospital. Write Department 768, Pennsylva¬ 
nia Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

MISCELLANEOUS 

Space in Fort Washington-Ambler Area Professional Center— 

Specialties or general practice; 4 treatment rooms, laboratory, 
dark room, business office, waiting room, consultation room. 
Primary or secondary office, furnished or unfurnished, shared 
lease possible. (215) 646-1665. 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 117 Sylvan Terrace, Harrisburg, 
PA 17104; telephone (717) 233-4716. 

Endocrinology Seminar —Available from the Pennsylvania Asso¬ 
ciation of Clinical Pathologists. Slides, protocol, clinical discus¬ 
sion by Dr. James Field, pathology discussion by Dr. Nancy 
Warner. Please send check for $35.00 and request to Dr. Howard 
Berman, Secretary, PACP, 600 Jefferson Ave., Jeannette, PA 
15644. 


Emergency Physicians—Full-time and Department Directors 
Interested in Excellence and Career Orientation 

AMERICAN EMERGENCY MEDICAL SERVICES is a rapidly growing 
national Emergency Medicine Group which emphasizes professional 
growth in Emergency Medicine through extensive medical education 
benefits as well as excellent compensation for physicians qualified to join 
our group practice full-time. 

Opportunities for Emergency Department Directorships and full-time 
group practice exists with AMERICAN E M S in a variety of community 
settings to fit your preferred lifestyle. Our contracted Emergency Medical 
Services are located in urban, suburban, and rural acute hospitals across 
the United States. 

If you are selected, you will enjoy lucrative compensation based upon a 
percentage of your Emergency Department’s gross revenues, with a 
substantial guaranteed minimum income. Our central office staff of health 
care professionals, highly skilled in Emergency Department systems, 
finance, and community relations, will enable you to direct your energies 
to the practice of medicine without the burden of office overhead and 
administrative headaches. 

Perhaps most importantly, an Emergency Medicine practice with 
AMERICAN E M S offers you the freedom of regular hours, so that you can 
pursue your life's other interests without untimely interruptions. 

We offer a broad benefit package encompassing all malpractice insur¬ 
ance costs, fees associated with your preparation for Emergency Medi¬ 
cine Boards, assistance in establishing your own professional medical 
corporation, liberal vacation and health benefits. 

We invite physicians who have had Emergency Department clinical 
experience to send their curriculum vita and their geographical preference 
to Geoffrey M. Hosta, M.D., Executive Director, American Emergency 
Medical Services, 606 Wilshire Blvd., Suite 504, Santa Monica, Califor¬ 
nia. 

If you are serious about a growth future in providing high quality 
Emergency Medical Services, contact AMERICAN E M S now. 
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obituaries 


• Indicates membership in the Pennsylvania Society at time of death. 


• Charles A. Callis, Manheim; Jefferson Medical College, 
1949; age 52; died November 22, 1977. 

• John H. Campbell, Hazleton; Jefferson Medical College, 
1941; age 61; died December 3, 1977. He had practiced obstetrics 
and gynecology in Hazleton for 27 years. 

• John L. Dukes, Berwyn; University of Pennsylvania School 
of Medicine, 1901; age 100; died December 10, 1977. He had prac¬ 
ticed family medicine in Philadelphia for sixty years. 

• Israel Felman, Pittsburgh; University of Virginia School of 
Medicine, 1927; age 76; died November 19, 1977. 

• Marshall W. Graham, Washington; University of Pittsburgh 
School of Medicine, 1933; age 70; died December 9, 1977. He had 
practiced medicine in Washington since 1936 and was the medical 
director for the Presbyterian Home for the Aged and the 
Washington Hospital Extended Care Facility. 

• Robert C. Hamilton, Pittsburgh; University of Pittsburgh 
School of Medicine, 1927; age 74; died November 26,1977. He had 
been a pathologist and director of laboratories at St. Francis Gen¬ 
eral Hospital for thirty years. 

• Arthur C. Hehn, Pocono Pines; University of Pennsylvania 
School of Medicine, 1924; age 77; died November 22, 1977. He had 
been a member of the obstetrics and gynecology staff at Abington 
Memorial Hospital for 45 years. 

• Raymond G. Hidlay, Dunmore; Hahnemann Medical Col¬ 
lege, 1927; age 83; died November 17, 1977. He had practiced 
medicine in Dunmore for more than fifty years and was a past 
president of the Lackawanna County Medical Society. 

• Romeo A. Luongo, Sr., Philadelphia; University of Bologna, 
Italy, 1919; age 85; died December 14, 1977. He had practiced 
otolaryngology in Philadelphia for 52 years. 

• James F. McCahey, Philadelphia; Jefferson Medical College, 
1921; age 84; died November 16,1977. He had been a urologist and 
surgeon in the Philadelphia area until his retirement in 1962. 

• Murray F. McCaslin, Pittsburgh; University of Pittsburgh 
School of Medicine, 1929; age 73; died December 21, 1977. He was 
professor emeritus and former chairman of the department of 
ophthalmology of the University of Pittsburgh and former chief of 
eye service at Eye and Ear Hospital. 

• William M. Markley, Pittsburgh; University of Pittsburgh 
School of Medicine, 1939; age 62; died December 6, 1977. 

• Ralph F. Otterbein, Warren; University of Pennsylvania 
School of Medicine, 1922; age 81; died December 28, 1977. 

• Milton M. Perloff, Philadelphia; Jefferson Medical College, 
1952; age 57; died November 22,1977. He was past president of the 
Philadelphia and Pennsylvania Academies of Family Practice and 
former chairman of the medical staff and board of Albert Einstein 
Medical Center, Northern Division. He was named Practitioner of 
the Year in 1976 by the Philadelphia County Medical Society and 
was awarded the 1977 Professional Service Award of the American 
Society of Clinical Hypnosis. 

• David C. Pewterbaugh, York; Jefferson Medical College, 
1933; age 73; died December 10,1977. He had practiced pediatrics 
in York for 32 years. 

• Roland D. Porter, Coral Gables, Florida; University of Penn¬ 
sylvania School of Medicine, 1923; age 79; died November 9,1977. 
An Athens native, he had served on the gynecology staff at 
Abington Memorial Hospital and was the hospital’s chief of staff 
for 31 years. 

• Charles T. Provost, Overbrook; Hahnemann Medical Col¬ 
lege, 1928; age 72; died December 14, 1977. He had practiced 
family medicine in the Pittsburgh area for 47 years. 


• Lynn M. Rankin, Clearwater, Florida; Jefferson Medical Col¬ 
lege, 1921; age 81; died November 20, 1977. He had served in the 
department of surgery at Delaware County Memorial Hospital for 
35 years and was a former director of surgery at the hospital. 

• Frank W. Riley, Greentown; Georgetown University School 
of Medicine, 1936; age 72; died November 17, 1977. He was a 
native of Scranton, where he practiced surgery for more than 
thirty years. 

• Frederick Rock, Pittsburgh; University of St. Louis School of 
Medicine, 1932; age 69; died November 19,1977. He had practiced 
ophthalmology for 44 years. 

• Harry A. Sapira, Pittsburgh; University of Pittsburgh School 
of Medicine, 1931; age 70; died December 1,1977. He had practiced 
medicine in Pittsburgh for 46 years until his retirement in 1976. 

• Samuel K. Schultz, Johnstown; Jefferson Medical College, 
1934; age 69; died November 14,1977. He had served as president 
of Memorial Hospital’s medical staff and as the hospital’s associate 
chief of obstetrics and gynecology. 

• J. Russell Sweeney, Allentown; University of Pennsylvania 
School of Medicine, 1921; age 81; died November 27,1977. He had 
been a practicing physician in Tamaqua for more than fifty years 
and was a past president of the Lehigh Valley and Carbon- 
Schuylkill Medical Societies. 

• Arthur A. Sweetser, Jr., Sellersville; Jefferson Medical Col¬ 
lege, 1945; age 59; died December 9, 1977. 

• John A. Tamarelli, Pittsburgh; Hahnemann Medical Col¬ 
lege, 1938; age 68; died December 2, 1977. 

• John T. Warrington, Jr., Ridley Park; Hahnemann Medical 
College, 1966; age 37; died November 23, 1977. 

• Norman D. Weiner, Philadelphia; Hahnemann Medical Col¬ 
lege, 1958; age 45; died December 2, 1977. He had been clinical 
associate professor of psychiatry at Hahnemann Medical College. 

• George J. Willauer, Philadelphia; Jefferson Medical College, 
1923; age 81; died December 19, 1977. He was a well known 
surgeon and educator who was a pioneer of vascular surgery and 
the inventor of several surgical instruments. He was founder and 
past president of the Ex-Residents Association of Jefferson Medi¬ 
cal College, the Jefferson Society for Clinical Investigation, and 
the Lennec Society. He had been clinical professor of surgery at 
Jefferson and was made honorary professor in 1961. 

W. Earl Biddle, Philadelphia; Jefferson Medical College, 1935; 
age 71; died December 18, 1977. Dr. Biddle had been clinical 
director at Philadelphia State Hospital at Byberry until his re¬ 
tirement in 1973. He had also directed the mental hospital’s north 
unit and headed its department of religious affairs from 1954 until 
his retirement. He served as assistant superintendent of Wer- 
nersville State Hospital from 1947 to 1954 and as a staff psychia¬ 
trist at Warren State Hospital from 1936 to 1947. Dr. Biddle was 
among the pioneers in "image therapy,” in which patients are 
encouraged to give form on paper to their mental images. 

Anthony L. Frye, Carmel, California; Hahnemann Medical 
College, 1936; age 67; died November 13, 1977. He had practiced 
medicine in Sharon for several years and had helped organize the 
Sharon Medical Center. 

Arthur R. Gaines, Denver, Colorado; Jefferson Medical Col¬ 
lege, 1916; age 85; died November 18, 1977. Dr. Gaines was a 
retired Army major general and former medical director of the 
Henry R. Landis State Tuberculosis Hospital in Philadelphia. 

Georgiana W. Jackson, Kennett Square; Medical College of 
Pennsylvania, 1902; age 99; died November 16, 1977. 
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(diazepam) 

can effectively 
relieve anxiety and its 
somatic symptoms 

Initial calming in hours 


Your anxious patient will be reassured by the prompt action of Valium. 
It’s immediate, tangible proof that the medication is working. 


Significant improvement in days 


Noticeable improvement of anxiety symptoms is usually evident within 

the first few days of therapy. 


Patient response you know 
want and trust 


Valium offers clinical effectiveness and a 
wide margin of safety, which makes it a prudent choice for treating 
psychic tension and anxiety. 


Before prescribing, please consult complete product in¬ 
formation, a summary of which follows: 

Indications: Tension and anxiety states; somatic complaints 
which are concomitants of emotional factors; psychoneu¬ 
rotic states manifested by tension, anxiety, apprehension, 
fatigue, depressive symptoms or agitation; symptomatic re¬ 
lief of acute agitation, tremor, delirium tremens and hal¬ 
lucinosis due to acute alcohol withdrawal; adjunctively in 
skeletal muscle spasm due to reflex spasm to local pathol¬ 
ogy; spasticity caused by upper motor neuron disorders; 
athetosis; stiff-man syndrome; convulsive disorders (not for 
sole therapy). 

Contraindicated: Known hypersensitivity to the drug. Chil¬ 
dren under 6 months of age. Acute narrow angle glaucoma; 
may be used in patients with open angle glaucoma who are 
receiving appropriate therapy. 

Warnings: Not of value in psychotic patients. Caution 
against hazardous occupations requiring complete mental 
alertness. When used adjunctively in convulsive disorders, 



such as phenothiazines, narcotics, barbiturates, MAO in¬ 
hibitors and other antidepressants may potentiate its ac¬ 
tion. Usual precautions indicated in patients severely de¬ 
pressed, or with latent depression, or with suicidal tenden- 


ic function. Limit dosage to smallest effective amount in 
elderly and debilitated to preclude ataxia or oversedation. 
Side Effects: Drowsiness, confusion, diplopia, hypoten¬ 
sion, changes in libido, nausea, fatigue, depression, dysar¬ 
thria, jaundice, skin rash, ataxia, constipation, headache, 
incontinence, changes in salivation, slurred speech, trem¬ 
or, vertigo, urinary retention, blurred vision. Paradoxical 
reactions such as acute hyperexcited states, anxiety, hal¬ 
lucinations, increased muscle spasticity, insomnia, rage, 


cies. Observe usual precautions in impaired renal or hepat- 


tests advisable during long-term therapy. 

Dosage: Individualize for maximum beneficial effect. 


sleep disturbances, stimulation have been reported; should 
these occur, discontinue drug. Isolated reports of neu¬ 
tropenia, jaundice; periodic blood counts and liver function 


possibi ity of increase o frequency and or severity .'grand 
mal .eizures nr ay mquire r -- a ed d j .age of t ,■ da"! a- 

ticonvulsant medication; abrupt withdrawal may be as- : 

sociated with temporary increase in frequency and/or sever¬ 
ity of seizures. Advise against simultaneous ingestion of alcohol and other 
CNS depressants. Withdrawal symptoms (similar to those with barbiturates 
and alcohol) have occurred following abrupt discontinuance (convulsions, 
tremor, abdominal and muscle cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful surveillance because of their pre¬ 
disposition to habituation and dependence. 


Adults: Tension, anxiety and psychoneurotic states, 2 to 
10 mg b.i.d. to q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in 
first 24 hours, then 5 mg t.i.d. or q.i.d. as needed; adjunc¬ 
tively in skeletal muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; 


adjunctively in convulsive disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or 
debilitated patients: 2 to 2 V 2 mg, 1 or 2 times daily initially, increasing as 


needed and tolerated. (See Precautions.) Children: 1 to 2 V 2 mg t.i.d. or q.i.d. 


Usage in Pregnancy: Use of minor tranquilizers during first trimes- 


initially, increasing as needed and tolerated (not for use under 6 months). 
Supplied: Valium® (diazepam) Tablets, 2 mg, 5 mg and 10 mg—bottles of 
100 and 500; Tel-E-Dose® packages of 100, available in trays of 4 reverse- 


ter should almost always be avoided because of increased risk of 


congenital malformations as suggested in several studies. Consider 


numbered boxes of 25, and in boxes containing 10 strips of 10; Prescription 
Paks of 50, available singly and in trays of 10. 


possibility of pregnancy when instituting therapy; advise patients 



' \ Roche Laboratories 

ROCHE > Division of Hoffmann-La Roche Inc. 

i / Nutley, New Jersey 07110 


to discuss therapy if they intend to or do become pregnant. 
Precautions: If combined with other psychotropics or anticonvulsants, 
consider carefully pharmacology of agents employed; drugs 








This is a source 
of somatic symptoms 
of anxiety 


(diazepam) 


2-mg, 5-mg. D-mg scored tablets 



Please see the preceding page for a summary of product information. 


Artist's symbolic conception of a CNS reaction to 
excessive stress in the overanxious patient, resulting ini 
somatic symptoms of the gastrointestinal and cardiova* 
systems. Special photographic lighting techniques werd 
applied to a model of the brain. 
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PERFORMANCE PROVEN 
EFFECTIVENESS WITHN A 
WDE SAFETY MARGIN. 



While Roche Laboratories already 
knows more about the performance of 
Librium than anyone else, we keep on 
learning every day. 

For example, the highly favorable 
benefits-to-risk ratio of Librium is a well- 
documented matter of record. 

And, of course, the specific calm¬ 
ing action of Librium has been demon¬ 
strated in millions of patients around the 
world. In a large number of these patients, 
Librium was used concomitantly with other 
primary medications. 

Proven performance within a wide safety margin. Basically, that’s what Librium 
is all about. 


< 


LIBRIUM 


© 


chlordiazepoxide HCI/Roche 

THE ANXIETY-SPECIFIC 


Before prescribing, please consult complete 
product information, a summary of which fol¬ 
lows: 

Indications: Relief of anxiety and tension occur¬ 
ring alone or accompanying various disease 
states. 

Contraindications: Patients with known hyper¬ 
sensitivity to the drug. 

Warnings: Warn patients that mental and/or 
physical abilities required for tasks such as driv¬ 
ing or operating machinery may be impaired, as 
may be mental alertness in children, and that 
concomitant use with alcohol or CNS de¬ 
pressants may have an additive effect. Though 
physical and psychological dependence have 
rarely been reported on recommended doses, 
use caution in administering to addiction-prone 
individuals or those who might increase dosage; 
withdrawal symptoms (including-convulsions), 
following discontinuation of the drug and similar 
to those seen with barbiturates, have been re¬ 
ported. 

Usage in Pregnancy: Use of minor tran¬ 
quilizers during first trimester should 
almost always be avoided because of 
increased risk of congenital malforma¬ 
tions as suggested in several studies. 
Consider possibility of pregnancy when 


instituting therapy; advise patients to 
discuss therapy if they intend to or do 
become pregnant. 

Precautions: In the elderly and debilitated, and 
in children over six, limit to smallest effective 
dosage (initially 10 mg or less per day) to pre¬ 
clude ataxia or oversedation, increasing gradu¬ 
ally as needed and tolerated. Not recom¬ 
mended in children under six. Though generally 
not recommended, if combination therapy with 
other psychotropics seems indicated, carefully 
consider individual pharmacologic effects, par¬ 
ticularly in use of potentiating drugs such as 
MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal 
or hepatic function. Paradoxical reactions (e.g., 
excitement, stimulation and acute rage) have 
been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual 
precautions in treatment of anxiety states with 
evidence of impending depression; suicidal ten¬ 
dencies may be present and protective mea¬ 
sures necessary. Variable effects on blood coagu¬ 
lation have been reported very rarely in patients 
receiving the drug and oral anticoagulants; 
causal relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia and con¬ 


fusion may occur, especially in the elderly and 
debilitated. These are reversible in most in¬ 
stances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage 
ranges. In a few instances syncope has been 
reported. Also encountered are isolated in¬ 
stances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipa¬ 
tion, extrapyramidal symptoms, increased and 
decreased libido—all infrequent and generally 
controlled with dosage reduction; changes in 
EEG patterns (low-voltage fast activity) may ap¬ 
pear during and after treatment; blood dys- 
crasias (including agranulocytosis), jaundice 
and hepatic dysfunction have been reported 
occasionally, making periodic blood counts and 
liver function tests advisable during protracted 
therapy. 

Supplied: Librium® Capsules containing 5 mg, 

10 mg or 25 mg chlordiazepoxide HCI. Libritabs® I 
Tablets containing 5 mg, 10 mg or 25 mg 
chlordiazepoxide. 



Roche Products Inc. 
Manati, Puerto Rico 00701 
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STATE SOCIETY LOBBIES The State Society lobbied in Washington, DC on February 23 

ON COST CAP LEGISLATION against a new version of hospital cost containment legisla¬ 

tion which threatens the voluntary effort to control costs 
even before it has a fair test. Representative Dan 
Rostenkowski, whose challenge prompted voluntary cost con¬ 
tainment planning by the AMA, the American Hospital Associa¬ 
tion, and the Federation of American Hospitals, is sponsor 
of the legislation. 

The legislation would provide a federal hospital revenue 
"cap" which would take effect immediately if the voluntary 
program failed to meet the cost restriction in the bill for 
any year. Joseph V. Caliguiri, M.D., of Pittsburgh, and 
William D. Lamberton, M.D., of Erie, met with Pennsylvania 
congressmen on the House Ways and Means Committee, as well 
as with representatives of other state medical societies. 


HEALTH PLANNING Amendments to the National Health Planning and Resources 

AMENDMENTS MOVING Development Act have been introduced in both houses of 

Congress. Among the amendments is one requiring a cer¬ 
tificate of need for diagnostic and therapeutic equipment 
exceeding $150,000 in cost irrespective of its location. 
This would include physicians' offices. 

Representatives of organized medicine lobbied against this 
proposal while in Washington February 23, and urged consid¬ 
eration for the AMA's amendments to the Act. These include 
providing for proper "direct provider" representation on 
HSA boards, making certificate of need a state option 
rather than mandatory, and preventing the extension of 
certificate of need to physicians' offices. 


PMS-HAP FORM 
COST TASK FORCE 


SOCIETY RECOMMENDS 
ON FLUOROSCOPY 




The State Society and the Hospital Association of Pennsyl¬ 
vania (HAP) are cooperating to form a task force on cost 
containment as part of the nationwide voluntary cost con¬ 
tainment effort mounted by the AMA and the American Hospital 
Association. One of its first tasks is planning a June 1 
and 2 conference on health care costs which will include 
representatives from business, organized labor, insurance 
companies, and the general public. The conference will 
study health care costs and probe for ways to keep costs 
in check. 


The Pennsylvania Medical Society in a letter to Thomas 
Tierney, director of the Bureau of Health Insurance, has 
recommended that office fluoroscopy no longer be reim¬ 
bursed by medicare. The action, approved by the Board 
of Trustees January 25, was initiated by the Society's 
Internal Medicine Advisory Committee. Concern over the 
quality of medical care provided and the cost of that 
care motivated the committee to pursue the action. 


Pennsylvania Medicine, March 1978 


1 







CREDIT UNION 
RECEIVES CHARTER 


DEMARCO HEARING 
RESET FOR MARCH 14 


SUBCOMMITTEE TO HANDLE 
SOCIETY’S COST EFFORTS 


ASSESSMENT FOR PMSLIC 
OVER $8 MILLION MARK 


INVESTIGATORS SOUGHT 
FOR PROFESSIONAL BOARDS 


Formal presentation of the charter of the Pennsylvania 
Medical Society Credit Union took place on February 16. 
Membership is open to all Society members; Auxiliary 
members; and employes of members, the State Society and 
its affiliated organizations, and county medical societies. 
Spouses and immediate family members of those listed above 
also are eligible for membership. See the announcement 
on page 58 of this issue for further information. 

The State Board of Medical Education and Licensure will 
conduct a hearing March 14 in Philadelphia for Peter T. 
DeMarco, M.D., currently of Morrisville, PA, who lost his 
New Jersey license January 12. He was fined $20,200 for 
gross malpractice in causing a hepatitis outbreak by using 
unsterilized needles and syringes. The Pennsylvania hearing 
originally was scheduled for January 30. Meantime, the 
Pennsylvania Department of Health has placed controls on 
Dr. DeMarco and has placed an embargo on his supply of 
Procaine-PVP. 


The Board of Trustees has authorized a subcommittee of 
the Council on Medical Service be responsible for the 
Society’s participation in ’’Voluntary Effort,” the health 
care cost containment program of the AMA, the American 
Hospital Association, and the Federation of American 
Hospitals. Subcommittee members are: Henry H. Fetterman, 
M.D., of Allentown, chairman of the Council on Medical 
Service; Paul F. Kase, M.D., Harrisburg; Webb S. Hersperger, 
M.D., Carlisle; and Joseph M. Stowell, M.D., Altoona, Board 
of Trustees representative on the Council. 

Over 11,000 members (94 percent) have paid assessments to 
provide start up funds for the Pennsylvania Medical Society 
Liability Insurance Company. Over $8 million has been 
collected. This is the amount set as a goal by the Board 
of Trustees in September 1977 when the assessment was 
announced. 


The Bureau of Professional and Occupational Affairs has 
announced it will hire 12 people to serve as State Profes¬ 
sional Conduct Investigators. Applications are being 
accepted through April 17 by Peter C. Storie, Pennsylvania 
Department of State, Personnel Management Division, Room 
309, North Office Building, Harrisburg, PA 17120. 

The new position has a salary range from $12,029 to $15,609 
The investigators will be involved in checking details of 
complaints lodged against health care professionals licensee 
by the Bureau of Professional and Occupational Affairs, 
including the State Board of Medical Education and Licensurr 
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(METHYIDOWIMSD) 

helps lower 
blood pressure 
effectively... 
usually with no 
direct effect on 
cardiac function- 
cardiac output is 
usually maintained 


Contraindications: Active hepatic disease, such 
as acute hepatitis and active cirrhosis; if previous 
methyldopa therapy has been associated with liver 
disorders (see Warnings); hypersensitivity. 
Warnings: It is important to recognize that a 
positive Coombs test, hemolytic anemia, and 
liver disorders may occur with methyldopa 
therapy. The rare occurrences of hemolytic 
anemia or liver disorders could lead to poten¬ 
tially fatal complications unless properly recog¬ 
nized and managed. Read this section carefully 
to understand these reactions. 

With prolonged methyldopa therapy, 10% to 20% of pa¬ 
tients develop a positive direct Coombs test, usually 
between 6 and 12 months of therapy. Lowest incidence 
is at daily dosage of 1 g or less. This on rare occasions 
may be associated with hemolytic anemia, which 
could lead to potentially fatal complications. One can¬ 
not predict which patients with a positive direct 
Coombs test may develop hemolytic anemia Prior ex¬ 
istence or development of a positive direct Coombs 
test is not in itself a contraindication to use of 
methyldopa. If a positive Coombs test develops during 
methyldopa therapy, determine whether hemolytic 
anemia exists and whether the positive Coombs test 
may be a problem. For example, in addition to a posi¬ 
tive direct Coombs test there is less often a positive in¬ 
direct Coombs test which may interfere with cross 
matching of blood. 

At the start of methyldopa therapy, it is desirable to do 
a blood count (hematocrit, hemoglobin, or red cell 
count) for a baseline or to establish whether there is 
anemia. Periodic blood counts should be done during 
therapy to detect hemolytic anemia. It may be useful 
to do a direct Coombs test before therapy and at 6 and 
12 months after the start of therapy. If Coombs-posi¬ 
tive hemolytic anemia occurs, the cause may be 
methyldopa and the drug should be discontinued. 
Usually the anemia remits promptly. If not, cor¬ 
ticosteroids may be given and other causes of anemia 
should be considered. If the hemolytic anemia is re¬ 
lated to methyldopa, the drug should not be 
reinstituted. When methyldopa causes Coombs 
positivity alone or with hemolytic anemia, the red cell 
is usually coated with gamma globulin of the IgG 
(gamma G) class only. The positive Coombs test may 
not revert to normal until weeks to months after 
methyldopa is stopped. 

Should the need for transfusion arise in a patient 
receiving methyldopa, both a direct and an indirect 
Coombs test should be performed on his blood. In the 
absence of hemolytic anemia, usually only the direct 
Coombs test will be positive. A positive direct Coombs 
test alone will not interfere with typing or cross 
matching. If the indirect Coombs test is also positive, 


problems may arise in the major cross match and the 
assistance of a hematologist or transfusion expert will 
be needed. 

Fever has occurred within first 3 weeks of therapy, oc¬ 
casionally with eosinophilia or abnormalities in liver 
function tests, such as serum alkaline phosphatase, 
serum transaminases (SGOT, SGPT), bilirubin, ceph- 
alin cholesterol flocculation, prothrombin time, and 
bromsulphalein retention. Jaundice, with or without 
fever, may occur, with onset usually in the first 2 to 3 
months of therapy. In some patients the findings are 
consistent with those of cholestasis. Rarely fatal 
hepatic necrosis has been reported. These hepatic 
changes may represent hypersensitivity reactions; 
periodic determination of hepatic function should be 
done particularly during the first 6 to 12 weeks of 
therapy or whenever an unexplained fever occurs. If 
fever and abnormalities in liver function tests or jaun¬ 
dice appear, stop therapy with methyldopa. If caused 
by methyldopa, the temperature and abnormalities in 
liver function characteristically have reverted to nor¬ 
mal when the drug was discontinued. Methyldopa 
should not be reinstituted in such patients. 

Rarely, a reversible reduction of the white blood cell 
count with primary effect on granulocytes has been 
seen. Reversible thrombocytopenia has occurred 
rarely. When used with other antihypertensive drugs, 
potentiation of antihypertensive effect may occur. Pa¬ 
tients should be followed carefully to detect side reac¬ 
tions or unusual manifestations of drug idiosyncrasy. 
Pregnancy and Nursing: Use of any drug in women who 
are or may become pregnant or intend to nurse re¬ 
quires that anticipated benefits be weighed against 
possible risks; possibility of fetal injury or injury to a 
nursing infant cannot be excluded. Methyldopa 
crosses the placental barrier, appears in cord blood, 
and appears in breast milk. 

Precautions: Should be used with caution in pa¬ 
tients with history of previous liver disease or dys¬ 
function (see Warnings). May interfere with measure¬ 
ment of: urinary uric acid by the phosphotungstate 
method, serum creatinine by the alkaline picrate 
method, and SGOT by colorimetric methods. Since 
methyldopa causes fluorescence in urine samples at 
the same wavelengths as catecholamines, falsely high 
levels of urinary catecholamines may be reported. 
This will interfere with the diagnosis of pheochromo- 
cytoma. It is important to recognize this phenomenon 
before a patient with a possible pheochromocytoma is 
subjected to surgery. Methyldopa is not recommended 
for patients with pheochromocytoma. Urine exposed to 
air after voiding may darken because of breakdown of 
methyldopa or its metabolites. 

Stop drug if involuntary choreoathetotic movements 
occur in patients with severe bilateral cerebrovascular 


disease. Patients may require reduced doses of 
anesthetics; hypotension occurring during anesthesia 
usually can be controlled with vasopressors. Hyper¬ 
tension has recurred after dialysis in patients on 
methyldopa because the drug is removed by this 
procedure. 

Adverse Reactions: Central nervous system: Seda¬ 
tion, headache, asthenia or weakness, usually early 
and transient; dizziness, lightheadedness, symptoms 
of cerebrovascular insufficiency, paresthesias, parkin¬ 
sonism, Bell's palsy, decreased mental acuity, involun¬ 
tary choreoathetotic movements; psychic distur¬ 
bances, including nightmares and reversible mild 
psychoses or depression. 

Cardiovascular: Bradycardia, aggravation of angina 
pectoris. Orthostatic hypotension (decrease daily 
dosage). Edema (and weight gain) usually relieved by 
use of a diuretic. (Discontinue methyldopa if edema 
progresses or signs of heart failure appear.) 
Gastrointestinal: Nausea, vomiting, distention, con¬ 
stipation, flatus, diarrhea, mild dryness of mouth, sore 
or “black" tongue, pancreatitis, sialadenitis. 

Hepatic: Abnormal liver function tests, jaundice, liver 
disorders. 

Hematologic: Positive Coombs test, hemolytic anemia. 
Leukopenia, granulocytopenia, thrombocytopenia. 
Positive tests for antinuclear antibody, LE cells, and 
rheumatoid factor. 

Allergic: Drug-related fever, lupus-like syndrome, 
myocarditis. 
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libido, dermatologic reactions including eczema and 
lichenoid eruptions, mild arthralgia, myalgia. 

Note: Initial adult dosage should be limited to 500 mg 
daily when given with antihypertensives other than 
thiazides. Tolerance may occur, usually between sec¬ 
ond and third months of therapy; increased dosage or 
adding a diuretic frequently restores effective control. 
Patients with impaired renal function may respond to 
smaller doses. Syncope in older patients may be re¬ 
lated to increased sensitivity and advanced ar¬ 
teriosclerotic vascular disease; this may be avoided 
by lower doses. 

How Supplied: Tablets, containing 125 mg 
methyldopa each, in bottles of 100; Tablets, containing 
250 mg methyldopa each, in single-unit packages of 
100 and bottles of 100 and 1000; Tablets, containing 
500 mg methyldopa each, in single-unit packages of 
100 and bottles of 100 and 500. 
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newsfronts 


Officers’ Conference pinpoints Society’s priorities 


A diverse program emphasizing 
the relationship between govern¬ 
ment and medicine will be offered 
at the 1978 Officers’ Conference 
on Wednesday and Thursday, 
April 12-13, at the Hershey Motor 
Lodge in Hershey. 

Greetings by Officers’ Confer¬ 
ence chairman J. Mostyn Davis, 
M.D., Wednesday afternoon will 
be followed by a series of updates 
on PMS activities. John J. Runzer, 
Esq., of the law firm of Pepper 
Hamilton & Scheetz, the Society’s 
legal counsel, will discuss the 
status of organized medicine in 
light of the FTC’s recent antitrust 
actions. 

John V. Blady, M.D., State Soci¬ 
ety president, will moderate a 
panel discussion of key issues fac¬ 
ing the Society in 1978. An update 
of the status of PMS litigation by 
Fred Speaker, Esq., a partner in 
the firm of Pepper Hamilton & 
Scheetz, will follow. 

The State Society’s legislative 
priorities will be examined by R. 
William Alexander, M.D., chair¬ 
man of the Council on Gov¬ 
ernmental Relations, and by lob¬ 
byists Robert Craig, Jr., and Jerry 
Rothenberger. "The Anatomy of 
the Legislature,” a multimedia 
slideshow illustrating the passage 
of a bill through the legislature, 
also will be presented. 

A reception followed by dinner 
will be held Wednesday evening. 
The scheduled speaker is humor¬ 
ist James H. Boren, president of 
the International Association of 
Professional Bureaucrats and au¬ 
thor of "When in Doubt, Mumble.” 
Although his approach to the sub¬ 
ject of bureaucracy is quite obvi¬ 
ously a spoof, Boren believes that 
viewing the problem with humor 
may lead to improvements. Boren 
is chairman of the board of 


NAVCO, a design and engineer¬ 
ing firm, and serves as a consul¬ 
tant to several governmental 
agencies. 

Donald H. Reigel, M.D., chief of 
neurosurgery at Children’s Hospi¬ 
tal in Pittsburgh, will be guest 
speaker at a prayer breakfast on 
Thursday morning. Dr. Reigel will 
examine the ethical dilemmas 
created by the advancement of 
medical knowledge. 

Further status reports, by Paul 
F. Abrams, Esq., administrator of 
the Office of Medical Malpractice 
Arbitration, on Act 111; and by 
David S. Masland, M.D., president 
of PMSLIC, on the newly formed 
insurance company, will follow 
the breakfast. 

Larry Altman, M.D., of the New 
York Times, will give the annual 
Walter F. Donaldson Memorial 
Lecture on "How the Press Sees 
Us.” 


Membership in the State Soci¬ 
ety increased in 1977 to 14,657, or 
440 more than in 1976. 

A breakdown of the new Figures 
shows an increase in active dues 
paying members of 161 and in 
intern/residents of 105, for a total 
of 266. The increase in these 
categories for 1976 was 431. Affil¬ 
iate membership increased by 92 
and associate by 148 in 1977. In 
all, 1,058 new members were 
processed for the year, the same 
number as were processed in 1976. 

The counties noting the 
greatest increase in membership 
during 1977 are: Dauphin, 31; 
Cambria, 27; Allegheny, 26; 
Bucks, 19; Lehigh, 19; and 
Washington, 18. Because of their 
increase in membership, Bucks, 
Cambria, and Centre County 


Also included in the Officers’ 
Conference program will be: a 
slideshow entitled "A Word from 
Our Sponsor,” presenting a series 
of one-minute commercials on new 
services and directions of the Soci¬ 
ety, including resident physician 
and medical school sections, 
physician placement, hospital 
medical staffs, the credit union, 
unsecured loans, the Co-op, and 
PMSLIC; introduction of the 
PMS Department for Specialty 

Societies; a progress report on 
grievances, ethics, and licensure 

entitled "Disciplining Ourselves”; 
and "A Taste of Practice Manage¬ 
ment” by Duane Johnson, execu¬ 
tive vice president of Practice Pro¬ 
ductivity Inc. 

The Officers’ Conference will 
begin Wednesday, April 12 at 1:00 
p.m. and will adjourn at noon on 
Thursday, April 13. 


Medical Societies each will gain 
one delegate to the State Society 
House of Delegates. The Luzerne 
County Medical Society will lose 
one delegate because of a drop in 
membership. 

In contrast to the rise in State 
Society membership, American 
Medical Association membership 
in Pennsylvania for 1977 dropped 
by 300, or 3.2 percent. Five or 
more members were lost in 12 
counties. With a total membership 
count of 9,170, the State Society 
maintains its tenth delegate to the 
AMA by an approximate margin 
of 160. 

Those counties losing the larg¬ 
est number of AMA members are: 
Philadelphia, Montgomery, Al¬ 
legheny, Delaware, Erie, and 
Berks. 


State Society membership at all time high 
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At 113th Annual Dinner 


Allegheny County society honors three members 


The 113th annual dinner of the 
Allegheny County Medical Soci¬ 
ety (ACMS) featured the pre¬ 
sentation of awards to several 
society members. 

David W. Clare, M.D., was 
named to receive the Ralph C. 
Wilde Award, one of the society’s 
highest accolades. The Wilde 
Award, named in honor of the late 
ACMS president who served as 
State Society president in 1974, is 
given to "a physician who 
exemplifies the rare combination 
of qualities—as physician, teach¬ 
er, leader and human being— 
which characterized Dr. Wilde.” 

Dr. Clare has been active in or¬ 
ganized medicine since becoming 
an ACMS member in 1948. He is a 
member of the county society’s 
board of directors and of the State 
Society’s Board of Trustees and 
Councilors. 

Dr. Clare is clinical associate 
professor of surgery and an active 
participant in continuing educa¬ 



DR. LEVIS 


tion programs at the University of 
Pittsburgh School of Medicine. He 
is a leader in American Cancer So¬ 
ciety activities in the Pittsburgh 
area. 

Also honored by his county soci¬ 
ety is Michael P. Levis, M.D., re¬ 



DR. FRONCZEK 


cipient of the Frederick M. Jacob 
Physician’s Merit Award. The 
award recognizes outstanding 
service to county medicine 
through the Allegheny County 
Medical Society. 

Dr. Levis is active at all levels of 
organized medicine. He is secre¬ 
tary of the National Board of Di¬ 
rectors of the American Medical 
Political Action Committee and 
an American Medical Association 
delegate. He is past chairman of 
the State Society’s Council on 
Governmental Relations and a 
PMS delegate. In addition, he is a 
member of the county society’s 
board of directors and served as 
ACMS president in 1975. 

The Nathaniel Bedford Award 
was presented to William M. 
Fronczek, Sr., M.D. The award 
honors a primary care physician 
for dedication over an extended 
time to his patients’ physical and 
psychological needs. 

Dr. Fronczek, a general prac¬ 
titioner, has practiced medicine in 
the Arsenal area for more than 40 
years. 



HONORED by his county medical society as recipient of the Ralph C. Wilde Award, 
David W. Clare, M.D., Tenth District trustee, testified in Harrisburg in January before 
the House of Representatives Committee on Health and Welfare. He presented the 
Society's position of opposition to the legalization of laetrile. 
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Texas physicians report on a self-adminis¬ 
tered peritoneal dialysis system... Dr. Salk 
protests widespread news reports of 
imminent cure for multiple sclerosis...a 
survey of malpractice cases uncovers the 
most common causes of claims...Cana¬ 
dian cardiologists offer a technique for 
diagnosing angina caused by coronary- 
artery spasm...the IRS is clamping down 
on tax shelters but some programs still 
work.. .CT scanning is shown to detect 
hidden abdominal injuries resulting from 
auto accidents..•• 


Important things are happening that 
you should know about right away. You’ll 
find them on your desk every two weeks 
in Medical World News, the newsmaga¬ 
zine of medicine. 

Read this one first. 

medical 

world 

news 

m 


A McGraw-Hill publication 



Now open to all Pennsylvania 
Medical Society members. 

Pennsylvania MEDICAL Cooperative 

Start saving today—no membership fee, 
no minimum purchase—just lots of savings. 

Now the benefits of Cooperative savings are available to all PMS members as a 
free member benefit. When you buy from the Co-op you get: 

a wide selection of products—over 2,000 items including most major brand 
names; 

prompt delivery—orders processed within 24 hours, delivery, in most cases, 
within 48 hours; 

unconditional guarantee—60 day credit or refund policy on all returned items; 
special offers—even lower prices on periodically run Co-op specials. 

IT ALL ADDS UP TO QUALITY, SERVICE, AND SAVINGS! 

Pennsylvania Medical Co-op sells you medical supplies at the lowest price 
possible. In most cases, that means at least 10 percent below the current 
retail price. 

Just listen to what physicians who buy from the Co-op regularly are saying: 

One physician recently told us of a survey he took. The results—he is saving 
an average of 10-15 percent on his orders since switching to the Co-op! 

A new physician who submitted a large order to set up his practice compared 
our prices to those of other suppliers and found out that with his very first 
order, he had saved over $100. 


Give yourself peace of mind know¬ 
ing that you’re getting the best 
possible prices and using your 
money to its fullest. Begin buying 
from the Co-op. Your new 197B 
Co-op catalog is on its way to you 
now! 


Pennsylvania Medical Cooperative, 20 Erford Rd., Lemoyne, PA 17043 
Telephone (717) 761-8215. 

THE NATION’S FIRST MEDICAL COOPERATIVE 
RUN BY PHYSICIANS, FOR PHYSICIANS. 












You are invited to attend a live telecast symposium... 

c Depressioq j 
’Today 


Wednesday, 
April 5,1978 


Con fident Clinical 
Office r,'Management 


PROGRAM CHAIRMAN: DANIEL X. FREEDMAN, M.D. 

The University of Chicago/The Pritzker School of Medicine 


PARTICIPANTS: JAN FAWCETT, M.D. 

Rush-Presbyterian/St. Luke’s Medical Center, Chicago, Illinois 
ROBERT W. GIBSON, M.D. 
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Stanford University School of Medicine, Palo Alto, California 
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McGill University Faculty of Medicine, Montreal, Canada 
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ROGERS J. SMITH, M.D. 

University of Oregon Health Science Center & private practice, Portland, Oregon 
CARROLL L. WITTEN, M.D. 

University of Louisville School of Medicine & private practice, Louisville, Kentucky 


SCIENTIFIC PROGRAM: 

• This Symposium focuses on a practical approach to recognizing and diagnosing depression —an approach which 
can be integrated into the physician's everyday clinical practice. 

• Special emphasis is given to the treatment aspects of depression. 

• This program also develops a fuller understanding and appreciation of the importance of the proper management 
of depression. 
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4:00 p.m. Eastern 


Co-sponsored by the Department of Psychiatry, The University of Chicago/The Pritzker School of Medicine and 
C.M.E. Communications, Inc. 

Produced and developed by C.M.E. Communications, Inc., in cooperation with World Health Information Services, Inc., 
Under an educational grant from Merrell-National Laboratories, Inc. 


Endorsed by: 

Psychiatry Education Branch of the 
National Institute of Mental Health 
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of the American Medical Association. 
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Residents in action 


Medical residents set goals under State Society auspices 

Brenda Baumann, M.D. 



OFFICERS of the Governing Council of the Resident Physicians Section of the Pennsylvania Medical Society met January 28 in 
Lemoyne, to plan 1978 activities. Shown above are Drs. Alan Sooho, Steven J. Davidson, Brenda Baumann, and Patrick Jonas. 
Dr. Jonas is RPS chairman. 


Pennsylvania’s resident physi¬ 
cians formally organized in 1977 
and held their initial meeting in 
conjunction with the State Soci¬ 
ety’s Annual Session of the House 
of Delegates. The Commonwealth 
is now one of the few states which 
has a functioning Resident Physi¬ 
cian Section. The establishment of 
the section signifies that the 
Pennsylvania Medical Society 
sees the participation of young 
physicians as vital to the future of 
the profession. 

The new Resident Physicians 
Section (RPS) is open to all resi¬ 
dent physicians in the state who 
are PMS members. At the end of 
1977 the State Society had 651 
residents as duespaying members. 
The section is seen as an instru¬ 
ment for the exchange of informa¬ 
tion among residents and their 
senior colleagues in the State So¬ 
ciety. It is also viewed as the ve¬ 
hicle by which the ideas and opin¬ 
ions of young physicians are influ¬ 


ential in the Society’s policy 
making process. 

The State Society sought at the 
outset to have the new RPS in¬ 
volved in the activities of the 
AMA’s Resident Physicians Sec¬ 
tion, which holds meetings twice 
yearly in conjunction with AMA’s 
meetings and presents national 
position to the AMA. 

Although the fledgling section 
had been organized for just a 
month, members of its governing 
council were sponsored to attend 
the AMA meeting in Chicago in 
December 1977 by their respective 
county medical societies, with one 
exception. RPS Chairman Patrick 
Jonas, M.D., a family practice res¬ 
ident at Hershey Medical Center, 
attended as a workshop leader 
whose expenses were provided by 
the AMA. Others who attended 


Dr. Baumann is a second year resi¬ 
dent in the department of family medi¬ 
cine at Harrisburg Hospital. 


were: Brenda Baumann, M.D., a 
resident in family practice at Har¬ 
risburg Hospital, sponsored by the 
Dauphin County Medical Society; 
Steven J. Davidson, M.D., a resi¬ 
dent in emergency medicine at the 
Medical College of Pennsylvania, 
Philadelphia, and Alan Sooho, 
M.D., a psychiatry resident at the 
Hospital of the University of 
Pennsylvania, sponsored by the 
Philadelphia County Medical So¬ 
ciety; and Robert Snyder, M.D., 
internal medicine resident at 
Geisinger Medical Center, spon¬ 
sored by the Montour County 
Medical Society. Also in atten¬ 
dance, and elected chairman of the 
AMA-RPS at that meeting was 
Patrick Tokarz, M.D., Hershey, 
who was active in organizing the 
PMS-RPS. 

The AMA-RPS is promoting 
new essentials for graduate medi¬ 
cal education. Being present at the 
December meeting provided in¬ 
valuable insights to the officers of 
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the new Pennsylvania group. 
Among the concepts studied and 
developed at the December meet¬ 
ing were physician well being, 
teaching skills for residents, and 
cost effectiveness in medical care. 

Physician well being is a move¬ 
ment to find and rehabilitate be- 
haviorally impaired physicians. 
The resident section is research¬ 
ing ways to prevent, in medical 
school and residency, those stress¬ 
es which set the stage for alco¬ 
holism, drug addiction, depres¬ 
sion, suicide, and bad marriages 
among physicians. The goal is to 
develop programs aimed at early 
recognition and prevention for use 
by future physicians during medi¬ 
cal school and residency training. 

A workshop on cost effective¬ 
ness at the December meeting was 
a forum for numerous ideas on 
how to expose residents and stu¬ 
dents to price conscious ordering 
practices. Little training in this 
area has been available in the 
past. 

Teaching skills for residents 
were emphasized in a workshop 
where a consensus was reached 


that residents must develop such 
skills because physicians are 
teachers throughout their careers. 
A physician is a teacher of himself, 
his patients, and his colleagues. 
Improvement in teaching skills 
during residency is a goal of 
AMA-RPS. 

The participation of resident 
physicians from the entire state is 
necessary to continue to develop 
PMS-RPS goals and to fulfill 
them. All interested residents are 


invited to contact the PMS-RPS by 
sending their names and ad¬ 
dresses to Brenda Baumann, 
M.D., 707 Edison Rd., Dauphin, 
PA 17018. The governing council 
will respond to all inquiries. 

The section needs input to de¬ 
velop programs and policy; it can 
provide information on PMS ser¬ 
vices available to residents; it 
makes the voice of young physi¬ 
cians strong and vital in the pro¬ 
fession. 


New editions of pediatric manuals available 


New editions of two important 
manuals for physicians—on infec¬ 
tious disease and hospital care of 
newborns—have been issued by 
the American Academy of Pedi¬ 
atrics. 

The new edition of the Report of 
the Committee on Infectious Dis¬ 
eases, commonly known as the 
Red Book, contains changes in 
recommendations for immuniza¬ 
tion against measles and poli¬ 
omyelitis, and new sections on 
urinary tract infections, otitis 
media, rotaviruses, pneumococcal 
infections, opportunistic infec¬ 


tions, and college health pro¬ 
grams. 

Included in the new edition of 
Standards and Recommendations 
for Hospital Care of Newborn In¬ 
fants, developed by the AAP 
Committee on Fetus and New¬ 
born, are guidelines for re¬ 
gionalization of perinatal care for 
mothers and infants. 

Each manual is available for 
$6.00 per copy from the American 
Academy of Pediatrics, Depart¬ 
ment P, PO Box 1034, Evanston, 
IL 60204. 


Pittsburgh neurosurgeon to address ethical issues at Officers’ Conference 


Donald H. Reigel, M.D., chief of 
pediatric neurosurgery at Chil¬ 
dren’s Hospital in Pittsburgh, will 
address the Officers’ Conference 
prayer breakfast at Hershey 
Motor Lodge on Thursday, April 
13, at 7:30 a.m. 

Dr. Reigel will outline what he 
believes to be the major ethical 
conflicts confronting the medical 
profession today. He believes the 
issues must be discussed, regard¬ 
less of the position taken, in order 
to break down the barriers now 
surrounding medical ethics. 

Dr. Reigel suggests that the fol¬ 
lowing types of issues, drawn from 


his own specialty, should be dis¬ 
cussed and evaluated: 

• What should be done with in¬ 
formation gathered from preg¬ 
nancy screening? Should testing 
be compelled? If conditions war¬ 
rant abortion, should it be man¬ 
dated? 

• How early is a child viable? If 
there are difficulties in the birth 
process, should the child be main¬ 
tained artificially? 

• When should a tube be in¬ 
serted in a child who has been ad¬ 
mitted to emergency with cardiac 
arrest? 

• What impact does reconstruc¬ 


tion of face and head have for chil¬ 
dren? Should it be carried out? 

• Is the public responsible for 
financial maintenance of neonatal 
intensive care units when in prac¬ 
ticality the patients will not make 
a contribution to society? 

The prayer breakfast, a new 
addition to Officers’ Conference 
this year, is sponsored by the 
Commission on Medicine, Reli¬ 
gion, and Bioethics. The Com¬ 
mission’s newly expanded role 
under the Council on Education 
and Science is to promote frequent 
and open discussion of medical 
ethics issues. 
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Pressure threatened to force immunization participation 


State Health Secretary Leonard 
Bachman, M.D., has threatened to 
pressure officials in 17 school dis¬ 
tricts for failing to participate in a 
special measles immunization 
campaign for children begun by 
the Health Department in April 
1977. 

"Unless these 17 school districts 
can give us satisfactory answers 
for not participating in our 
measles campaign, and we are not 
satisfied with their responses thus 
far, I intend to look into means to 
bring them into compliance,” Dr. 
Bachman said. 

The school district responses 
ranged from "Don’t think program 
is necessary,” "Immunity levels 
already high enough,” "District 
doctor and administration against 
program,” and "School board 
would not allow program” to "Too 
expensive with extra bussing re¬ 
quired,” and "Don’t care to par¬ 
ticipate.” 

The 17 school districts which 
have not participated are listed in 
the accompanying table. 

A total of 3,686 cases of measles 


(rubeola) were reported in Penn¬ 
sylvania in 1977 as compared with 
3,682 cases in 1976. The incidence 
of measles in two years increased 


School Districts Not Participating in 

Health Department Measles 

Immunization Program 

County 

District 

Beaver 

Midland Boro 

Western Beaver 

Blair 

Bellwood-Antis 

Bucks 

New Hope Solebury 

Butler 

Slippery Rock 

Centre 

Bellefonte 

Clarion 

Redbank Valley 

Delaware 

Chester Upland 
Haverford Township 
Marple Newtown 

Upper Darby 

Lancaster 

Ephrata 

Lampeter-Strasbu rg 

Lebanon 

Annville-Cleona 

Lehigh 

Northern Lehigh 

Perry 

Greenwood 

Newport 


500 percent from 1975 when 611 
cases were reported. 

"For the past two years, the 
Health Department has been very 
concerned with a large increase in 


the number of measles cases in 
Pennsylvania, particularly in 
middle, junior, and senior high 
school students,” Dr. Bachman 
said. "To date, the State Health 
Department has assisted districts 
in administering 226,682 doses of 
measles vaccine to students in 422 
districts with an additional 13 dis¬ 
tricts expected to complete their 
programs in March.” 

Dr. Bachman anticipates that 
by March measles protection in 
each school district that conducted 
a program will be at the 92-95 per¬ 
cent immunization level, the 
highest in the state’s history. 

"There’s no reason why Penn¬ 
sylvania school children in every 
school district cannot be afforded 
this protection in this day and 
age,” Dr. Bachman said. 


Kenneth L. Cooper, M.D., of 
Williamsport, member of the State So¬ 
ciety Board of Trustees, has been 
reappointed to a two-year term on the 
Pennsylvania Medical Cooperative 
Board of Directors. Representing the 
PMS Board with Dr. Cooper is David J. 
Keck, M.D., of Erie. 


Licensing boards’ turmoil continues 


Fred Speaker, Esq. 

Last month’s PENNSYLVANIA 
MEDICINE indicated 1 that licens¬ 
ing boards were somewhat dis¬ 
abled because of an opinion 2 re¬ 
versing a board’s license suspen¬ 
sion because the prosecutor also 
advised the board. A more recent 
opinion, just published, 3 once 
again says that there cannot be a 
mixture of prosecutorial and ad- 


II "Licensing boards flounder in due process decision 
wake,” Pennsylvania Medicine 24 (February 1978). 
21 Commonwealth, Department of State v. Chairman, 
377 A.2d 1022 (Commw. Ct. 1977). 

31 Bruteyn v. Commonwealth of Pennsylvania, State 
Dental Council & Examining Board, 380 A.2d 497 
(Commw. Ct. 1977). 


judication functions: 

An attorney providing pre- 
hearing legal advice to an ad¬ 
judicatory body should not 
then serve as prosecuting at¬ 
torney; the prosecutor should 
not assume a role of providing 
legal advice to the hearing 
body; and finally, the drafting 
and review of the final Ad¬ 
judication and Order should 
be the responsibility of some¬ 
one other than the prosecutor, 
particularly any amendments 
thereto. Taken together such 
procedures create a sufficient 
appearance of impropriety as 


to warrant a denial of due 
process. 

Although we are uncon¬ 
vinced any actual prejudice 
adhered to Appellant’s case, 
such procedures are so sus¬ 
ceptible to prejudice that a 
remand for a proper hearing 
is required in order to insure 
the integrity of the adminis¬ 
trative process. 4 
We must continue to look to the 
Pennsylvania Supreme Court to 
resolve the conflict between ad¬ 
ministrative expediency and fair¬ 
ness. 

41 Id. at 502 (citations omitted). 
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Legal counsel reports 


Does immunity mean impunity? 


Fred Speaker, Esq. 

Physicians are a special class of citi¬ 
zens. They have many specific duties 
imposed on them by government, 
often with criminal penalties for fail¬ 
ure to comply. They also have particu¬ 
lar grants of immunity for complying. 

Physicians are required under 
Pennsylvania law to make reports or 
keep records, such as reporting abor¬ 
tions performed, 1 births, 2 deaths, 3 
communicable diseases, 4 premarital 5 
and prenatal 6 syphilis, animal bites, 7 
lead poisoning, 8 cancer, 9 and record¬ 
ing controlled substances dispensed. 10 
Despite the general ethical rule that a 
"physician may not reveal the confi¬ 
dences entrusted to him in the course 
of medical attendance,” 11 many of the 
foregoing requirements are enforced 
by criminal penalties ranging from a 
$25 fine 12 to two years imprisonment 
with a $25,000 fine. 13 

The Child Protective Services Law, 
enacted in Pennsylvania in 1975, con¬ 
tains similar reporting requirements 
and penalties—and attempts a solu¬ 
tion. Under that law, physicians: 

... in the course of their . . . prac¬ 
tice of their profession come into 
contact with children shall report 
. . . when they have reason to be¬ 
lieve, on the basis of their medi¬ 
cal, professional or other training 
and experience, that a child com¬ 
ing before them in their profes¬ 
sional or official capacity is an 
abused child. 14 

A willful failure by a physician to 
make such reports is punishable as a 
summary offense, or as a mis¬ 
demeanor for repeated violations. 15 

However, because the Child Protec¬ 
tive Services Law places this enforce¬ 


1/35 P.S. 8 6608. 

2/35 P.S. § 450.401. 

3/35 P.S. 8 450.502. 

4135 P.S. 8 521.4(a). 

5/35 P.S. 8 521.12. 

6135 P.S. 8 521.13. 

1/28 Pa. Code 8 27.4(a). 

8 128 Pa. Code 8 24.4(d). 

9/ 28 Pa. Code 8 24.4(c). 

10/35 P.S. 8 780-112. 

11 / AMA, Principles of Medical Ethics, 8 8 (1977). 
12 135 P.S. 8 251.20 
13/35 P.S. 8 780.112. 

14 111 P.S. 8 2204. 

15/17 P.S. 8 2212. 


able burden on physicians, it attempts 
to grant them immunity from any lia¬ 
bility for compliance with the law. 

Immunity 

The concept of immunity from lia¬ 
bility has been a feature of jurispru¬ 
dence for many centuries. 16 Starting 
with the doctrine of sovereign immu¬ 
nity, which may have had its roots in 
Roman law, 17 it became fully estab¬ 
lished in England by the sixteenth 
century. 18 The doctrine of sovereign 
immunity—that a ruling government 
cannot be successfully sued without 
its consent—became a part of the law 
in the United States in the early days 
of the Republic. 19 The states have also 
adopted the doctrine, and it was 
adopted in Pennsylvania in 1788 20 
and is currently the law. 21 

Mr. Speaker is a member of the law firm 
of Pepper, Hamilton & Scheetz, which 
serves as the Society's legal counsel. 

Historically, however, the doctrine 
has been eroded, and even eliminated 
in some jurisdictions. In 1946 Con¬ 
gress waived the immunity of the 
United States from liability in tort 
cases. 22 Several states have followed 
this trend. 23 The Pennsylvania Su¬ 
preme Court has repeatedly called for 
the legislature to end the doctrine; 24 
but this call has thus far been ignored. 
The efforts for abolition continue, 
however. Eleven cases that could 
bring judicial abolition of sovereign 
immunity were argued before the 
Pennsylvania Supreme Court at the 
beginning of 1978. 

Provisions for immunity in other 
aspects of the law already have been 
abolished in Pennsylvania. Gov- 

16/ See Prosser, Torts 996-7 (3rd ed. 1964). 

Ill Parker, "The King Does No Wrong-Liability for Mis- 
administration,” 5 Vand. L. Rev. 167 (1952). 

18/ See 3 Holdsworth, History of English Law 463-69 (5th 
ed. 1942). 

19/ Cohens v. Virginia, 19 U.S. 264 (1821). 

20/ Respublica v. Sparhawk, 1 Dallas 357 (1788). 

21 /See, for example, Brown v. Commonwealth, 453 Pa. 
566 (1973). 

22/ Federal Tort Claims Act, 28 U.S.C. 88 1346, 1402, 
1504, 2110, 2401, 2402, 2411, 2412, 2671-80. 

23/ See Zerby v. Department of Transportation, 346A.2d 
914, 916 (Pa. 1975) (dissenting opinion). 

24/ See, e.g., Biello v. Pennsylvania Liquor Control 
Board, 454 Pa. 179, 186-7 (1973); Brown v. Com¬ 
monwealth, 453 Pa. 566, 572 (1973). 


emmental or municipal immunity— 
covering local government units and 
school districts—was eliminated in 
1973. 25 Eight years before, the doc¬ 
trine of charitable immunity— 
covering non-profit hospitals and de¬ 
claring that they are not liable for 
torts—was abolished. 26 

Other kinds of immunity created by 
judicial decision persist. Intrafamily 
immunity from tort liability— 
husband immune from liability to his 
wife 27 and parents immune from lia¬ 
bility to their child 28 —continues. The 
immunity of public officers, such as 
prosecutors 29 and judges, 30 for actions 
taken in performance of their official 
duties still exists. Many of the forego¬ 
ing types of immunity have seen seri¬ 
ous limitations on their scope and ef¬ 
fect, and even the absolute immunity 
of judges is under severe attack in the 
United States Supreme Court this 
term. 

Just as the concept of immunity in 
some phases of the law has been 
shrinking under judicial decisions, it 
has been increasing by legislative fiat 
in other areas particularly beneficial 
to physicians. In 1963 the Pennsyl¬ 
vania General Assembly joined the 
substantial majority of other states in 
providing that a physician who ren¬ 
ders emergency care in good faith has 
no civil liability for ordinary negli¬ 
gence or malpractice. 31 In 1974, the 
Peer Review Protection Act was 
enacted, providing civil and criminal 
immunity for physicians who provide 
relevant and truthful information to a 
peer review organization or serve on 
such an organization with due care 
and without malice. 32 Thus far there 
have been no reported cases of action 
against physicians in either of the 
areas protected by these two statutes. 

Under the Child Protective Services 


25/ Ayala v. Philadelphia Board of Public Education, 453 
Pa. 584 (1973). 

26/ Flagiello v. Pennsylvania Hospital, 417 Pa. 486 
(1965). 

27/ See Daly v. Buterbaugh, 416 Pa. 523 (1964). 

28/ See Restifo v. McDonald, 426 Pa. 5 (1967). 

29/ Preach v. Commonwealth ,354 A.2d 908 (Pa. Commw. 
Ct. 1976). 

30/See Turack v. Gindo, 464 F.2d 533 (3rd Cir. 1972). 
31112 P.S. 8 1641. 
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Law, however, a physician already 
has been sued, with the resulting cost 
of legal fees and professional time de¬ 
voted to attendance at the trial. The 
law provides that: 

Any person, hospital, institution, 
school, facility or agency par¬ 
ticipating in good faith in the 
making of a report or testifying in 
any proceeding arising out of an 
instance of suspected child abuse, 
the taking of photographs, or the 
removal or keeping of a child pur¬ 
suant to section 8, shall have im¬ 
munity from any liability, civil or 
criminal, that might otherwise 
result by reason of such actions. 33 
Despite the grant of immunity in 
the Child Protective Services Law, 
there are three serious uncertainties 
in the provision from the standpoint of 
physicians: (1) what is meant by the 
provision of immunity for actions 
taken "in good faith”, (2) what is the 
effect of the presumption of good faith, 
and (3) can a physician be sued and 
suffer the costs of a legal defense and 
loss of time even though the physi¬ 
cian’s actions were clearly taken in 
good faith. 

Immunity for good faith action 

When Pennsylvania enacted a Good 
Samaritan Law, it provided immunity 
only when a physician acted in good 
faith and excepted from immunity any 
acts: 

. . . intentionally designed to 
harm or any grossly negligent 
acts or omissions which result in 
harm to the person receiving 
emergency care. 34 

The Legislature went on to define good 
faith partially, saying that: 

"Good faith” shall include, but 
is not limited to, a reasonable 
opinion that the immediacy of the 
situation is such that the render¬ 
ing of care should not be post¬ 
poned until the patient is hospita¬ 
lized. 35 

One expert has considered the ques¬ 
tion of good faith and his conclusions 
remain uncertain: 

. . . such statutes do not prevent 
the physician from being sued for 
malpractice, as the lawyer bring¬ 
ing suit need merely allege that 

32/63 P.S. 8 425. 

33/11 P.S. § 2211. 

34 /12 P.S. 8 1641. 

35112 P.S. § 1642. 


the offending physician did not 
act in good faith, one of the pre¬ 
requisites for the immunity 
granted by the statute. Most of 
the Good Samaritan statutes do 
require that the physician act in 
good faith, using this or some 
other similar term. 

The term good faith is fraught 
with uncertainty. Does good faith 
mean that the physician can 
make the most careless or reck¬ 
less error in judgment or treat¬ 
ment and still be immune to legal 
action as long as his intentions 
were well-meaning? Or does good 
faith mean that slight mistakes, 
or even ordinary errors or negli¬ 
gence will be forgiven, but that 
gross errors will not? At present, 
there is no answer to these ques¬ 
tions and there have been no cases 
which have interpreted any of 
these statutes. 36 

The effect of the provision in the 
Child Protective Services Law that 
participation in good faith gives the 
participant immunity thus will re¬ 
main uncertain until the courts start 
to consider that provision. 

Effect of good faith presumption 

The Child Protective Services Law 
establishes a presumption that a re¬ 
porting physician has acted in good 
faith: 

For the purpose of any proceed¬ 
ing, civil or criminal, the good 
faith of any person required to re¬ 
port cases of child abuse pursuant 
to section 4 shall be presumed. 37 
If such a presumption were conclusive, 
it would add substantial reassurance 
to physicians who are required to re¬ 
port. If, on the other hand, this statu¬ 
tory presumption is rebuttable, it only 
has the effect of shifting the burden of 
proof to the other side in a trial. 

The courts have exhibited some dif¬ 
ficulty in clearly explaining and dis¬ 
tinguishing between presumptions of 
fact and presumptions of law, and be¬ 
tween conclusive and rebuttable pre¬ 
sumptions. 38 But it seems clear that 
the presumption in the Child Protec¬ 
tive Services Law will operate only to 


36/ Chayet, "Legal Implications of Emergency Care" pp. 

30-1 (1969). 

31/11 P.S. § 2211. 

38 /See Watkins v. Prudential Ins. Co., 315 Pa. 497 
(1934), and the cases cited therein. 


place the burden of proving the ab¬ 
sence of good faith on the party oppos¬ 
ing the physician. 39 

Can physician be sued anyway? 

Despite the provision in the Child 
Protective Services Law that a physi¬ 
cian "shall have immunity from any 
liability,” it must be recognized that 
the physician can be forced to stand 
trial. Immunity does not mean that 
there was no damage; it means there 
can be no recovery for damages: 

The privilege avoids liability for 
tortious conduct only under par¬ 
ticular circumstances, and be¬ 
cause these circumstances make 
it just and reasonable that the li¬ 
ability shall not be imposed, and 
so go to defeat the existence of the 
tort itself. An immunity, on the 
other hand, avoids liability in tort 
under all circumstances, within 
the limits of the immunity itself; 
it is conferred, not because of the 
particular facts, but because of 
the status or position of the fa¬ 
vored defendant; and it does not 
deny the tort, but the resulting 
liability. 40 

It was perhaps the basis of this prin¬ 
ciple that led Attorney General J. 
Shane Creamer to rule that it is ".. . 
our opinion that the immunity from 
liability of physicians under the Good 
Samaritan Act, can, in no way, bind 
the Courts to rule that physicians are 
immune from suit in an actual 
suit. .. .” 41 

Furthermore, even a casual exami¬ 
nation of the law books will reveal 
hundreds of cases reported which in¬ 
volved suits against individuals who 
were in a category that had already 
been declared to be immune from lia¬ 
bility. And all those defendants had to 
pay their own attorneys’ fees and suf¬ 
fer loss of their time during trial. 

Under the law, physicians are im¬ 
mune from suit—but not without the 
risk of cost to themselves. That risk of 
cost is potentially significant. It is part 
of the burden that must be assumed by 
physicians because of their special 
status in society and as a concomitant 
to their extraordinary professional 
role as healers of the ill. 

39/ Cf. Hodge v. MeBee Co., Inc., 429 Pa. 585, 590-1 
(1968). 

40/ Prosser, supra at 996. 

41/ Opinions of the Attorney General of Pennsylvania 17, 
18 (1972). 
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Society awards highest honor to gastroenterologist 


Henry L. Bockus, M.D., of 
Philadelphia will receive the 
State Society’s highest award, the 
Distinguished Service Award, at 
the state dinner during the 1978 
Session of the House of Delegates. 

The Board of Trustees approved 
the nomination of the interna¬ 
tionally known gastroenterologist 
on January 25. The Distinguished 
Service Award Committee pre¬ 
sented the nomination to the 
Board of Trustees. Committee 
members are: A. Reynolds Crane, 
M.D., chairman; David S. Mas- 
land, M.D.; and William J. Kelly, 
M.D. 

Dr. Bockus, a leading authority 
on diseases of the gastrointestinal 
tract, has been instrumental in es¬ 
tablishing gastroenterology as a 

Pediatrics groups meet 

The Pennsylvania and New Jer¬ 
sey chapters of the American 
Academy of Pediatrics will hold 
their combined spring meeting 
and seminar April 27-30 in Ber¬ 
muda. 

Featured speakers at the semi¬ 
nar will be J. Alex Haller, M.D., 
Johns Hopkins Hospital; Jerome 
O. Klein, M.D., professor of pe¬ 
diatrics, Boston University School 
of Medicine, and associate profes¬ 
sor of pediatrics, Harvard Medical 
School; and George J. Peckham, 
M.D., assistant professor of pedi¬ 
atrics, University of Pennsylva¬ 
nia School of Medicine and Chil¬ 
dren’s Hospital, Philadelphia. 

Physicians who attend the sem¬ 
inar may apply for 13 hours of 
Category 1 credit. 

Accommodations during the 
three-day meeting will be at the 
Castle Harbour Hotel in Ber¬ 
muda. For more information con¬ 
tact Russell Puschak, M.D., Penn¬ 
sylvania Chapter (215-821-4920), 
or Stanley Karp, M.D., New Jer¬ 
sey Chapter (609-234-0330). 


subspecialty and in making it 
available throughout the world. 
He helped found the World Organ¬ 
ization of Gastroenterologists in 
1958 and now serves as honorary 
president of the Bockus Interna¬ 
tional Society of Gastroenterol¬ 
ogy, a group made up of 325 spe¬ 
cialists in 21 countries, all of 
whom have studied with Dr. 
Bockus. 

Dr. Bockus is emeritus professor 
of medicine and gastroenterology 


Members of the Dauphin and 
Delaware County Medical So¬ 
cieties met recently to install of¬ 
ficers for 1978. 

Thomas Fletcher, M.D., of 
Camp Hill, vice president for med¬ 
ical affairs at Harrisburg Hospi¬ 
tal, succeeded Bernard Margolis, 
M.D., on January 11 as president 
of the Dauphin County Medical 
Society. 

Other new officers for 1978 are: 
Lewis Patterson, M.D., of Harris¬ 
burg, president elect; Patrick D. 
Forsythe, M.D., of Camp Hill, first 
vice president; John Burnside, 
M.D., of Hershey, second vice 
president; and David A. Smith, 
M.D., of New Cumberland, secre¬ 
tary-treasurer. 

The Delaware County Medical 
Society installed its new presi- 


Loan repayments to the educational 
fund of the Educational and Scientific 
Trust reached a new high of $86,160 in 
1977, according to a recent report by 
the Trust. The total nearly matches the 
annual $8 assessment of PMS active 
membership dues allotted to the Trust. 

Although the combined figure is 
substantially higher than in the past, 
the Trust is faced with the challenge of 
meeting ever increasing tuition costs: 
Hahnemann Medical College, for 
example, has projected for 1979 an in¬ 
crease in first year tuition from $6,100 
to $10,000. 


at the University of Pennsylvania 
School of Medicine. 

Nobel laureate Baruch Blum- 
berg, M.D., Glenside, is the So¬ 
ciety’s nominee for the Ameri¬ 
can Medical Association Sheen 
Award. Dr. Blumberg, director of 
clinical research at Fox Chase 
Cancer Center, won the Nobel 
Prize in 1976 for his studies of how 
viruses cause disease. The Society 
nominated him for the same 
award in 1977. 


dent, W. William Nagle, M.D., of 
Media, on January 21. Dr. Nagle 
will head the 1978 slate of officers 
which includes: David J. McAleer, 
M.D., of Drexel Hill, president 
elect; John W. Lawrence, M.D., of 
Swarthmore, vice president; Wal¬ 
lace O. Lecher, M.D., of Media, 
secretary; and Samuel D. Allen, 
M.D., of Drexel Hill, treasurer. 


Seminar spotlights 
rural health needs 

In response to the growing in¬ 
terest of health professionals in 
rural health care, the department 
of family and community medi¬ 
cine at the Pennsylvania State 
University School of Medicine in 
Hershey recently sponsored a 
two-day conference on "Innova¬ 
tions in Rural Health.” 

Plenary sessions and workshops 
at the March conference addressed 
both clinical and nonclinical as¬ 
pects of health care in rural areas. 

The meeting, organized by 
Thomas Leaman, M.D., chairman 
of the department at Hershey, fea¬ 
tured a presentation by PRIMA- 
CARE vice president Robert 
Leipold, M.D., director of the de¬ 
partment of family medicine at 
Geisinger Medical Center in Dan¬ 
ville. 


Dauphin, Delaware societies install officers 
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Justice Department to investigate medicare, medicaid 


In response to what it believes is 
widespread fraud in Pennsylva¬ 
nia’s $800 million-a-year medi¬ 
caid and medicare programs, the 
state Justice Department has 
begun development of a new in¬ 
vestigation and prosecution unit. 

According to deputy state attor¬ 
ney general Peter Foster, the unit 
will investigate "the siphoning of 
perhaps 15 to 20 percent of the 
medical payments, or more than 
$100 million a year in possible il¬ 
legal schemes.” 

Such schemes, he said, range 
from physicians’ overcharging or 
billing for nonexistent services to 
kickbacks and nursing home 
fraud. 

Foster had no estimate of how 
widespread fraud might be in the 
state, but he said there are now 
170 "active cases,” not including 
nursing homes, in the Welfare 
Department. 

"Judging from efforts in other 
states and the scope of criminal 
activity elsewhere, we’re assum¬ 
ing it’s a serious problem in Penn¬ 
sylvania,” he said. 

Foster said the state expects to 
receive $1.75 million a year in fed¬ 
eral money under a law passed by 


Congress last fall. The legislation 
redefined most fraudulent acts in 
medicare and medicaid as 
felonies. Maximum penalties were 
increased from one year in prison 
and a $10,000 fine to five years’ 
imprisonment and a $25,000 fine. 

Although the U.S. Department 
of Health, Education, and Welfare 
has been moving to expand its own 
investigative functions, Foster 
said Congress believes state agen- 


Research scientists at the Uni¬ 
versity of Pittsburgh have an¬ 
nounced the development of vac¬ 
cines against three major bacte¬ 
rial diseases and advances toward 
the development of vaccines using 
bacterial pili to control some bac¬ 
terial diseases. 

Under the direction of Dr. 
Charles Brinton, professor of mi¬ 
crobiology, the team has devel¬ 
oped the following vaccines: a 
Neisseria gonorrhoeae pilus vac¬ 
cine, evaluated in a small number 
of human volunteers; an Es¬ 
cherichia coli pilus vaccine (diar¬ 
rhea, including fatal infantile 


cies are closer to specific patterns 
of fraud. "For criminal investiga- 
ions in this area, you need close 
contact and information from the 
state welfare agency which pays 
all these providers. What we are 
seeking to uncover are patterns of 
fraud. 

"But that doesn’t mean the U.S. 
attorneys will be out of the pic¬ 
ture. In some cases, federal law 
will be more applicable.” 


strains and common travelers’ 
discomfort), evaluated in new¬ 
born piglets; and a Pseudo¬ 
monas aeruginosa pilus vaccine 
(an especially virulent disease 
found in burn cases and in post¬ 
operative septicemia), evaluated 
in experimentally burned mice. 

Brinton’s team, which was cited 
in 1977 by the American Medical 
Association for developments in 
the field of gonorrhea research, 
also is undertaking research on 
other bacteria-caused diseases, 
among them meningitis, cholera, 
urinary tract infections, con¬ 
junctivitis, and salmonella. 


Pitt scientists develop new vaccines 


the winter of ’78 
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This asthmatic 

isn’t worried about his next breath... 



he's active 
he's effectively 
maintained on 



contains theophylline (anhydrous) 150 mg 
and glyceryl guoiocolate (guaifenesin) 

90 mg. Elixir: alcohol 15% 


• high theophylline for 
effective around-the- 
clock therapy 

• 100% free theophylline 

• individualized 
theophylline dosage 
schedule 

Indications: For the symptomatic treatment of broncho- 
spastic conditions such os bronchial asthma, 
asthmatic bronchitis, chronic bronchitis, and pulmonary 
emphysema. 

Dosage: Initial: Adults: 1-2 capsules or 1-2 tablespoon¬ 
fuls elixir every 6-8 hours, children 8-12: 1 tablespoonful 
or one capsule every 6-8 hours and children under 8: 

3 to 5 mg theophylline/kg body weight every 6-8 
hours. Theophylline dosage may be cautiously in¬ 
creased to 2000 mg/24 hr in odults or 7 mg/kg in 
children; monitoring of serum theophylline levels of 
higher dosages is recommended. 

Precautions: Do not administer more frequently than 
every 6 hours, or within 12 hours after rectal dose of 
ony preparation containing theophylline or amino- 
phylline. Do not give other xanthine derivatives con¬ 
currently. Use in cose of pregnancy only when clearly 
needed. 

Adverse Reactions: Theophylline may exert some stim¬ 
ulating effect on the central nervous system. Its admin- • 
istrotion may couse local irritation of the gastric mucosa, 
with possible gastric discomfort, nausea and vomiting. 
The frequency of adverse reactions is related to the 
serum theophylline level and ore not usually a prob¬ 
lem of serum theophylline levels below 20/jg/ml. 

How Supplied: Capsules in bottles of 100 ond 1000 and 
unit-dose pocks of 100: Elixir in bottles of 1 pint and 
1 gallon. 
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Does it influence 
your choice of a 
peripheral/cerebral 
vasodilator? 

• vasodilan—compatible 
with coexisting diseases 

• vasodilan—compatible 
with concomitant therapy 

• vasodilan—compatible 
with your total regimen 
for vascular insufficiency 


’Indications: Based on a review of this drug by the National Academy of 
Sciences-National Research Council and/or other information, the FDA has 
classified the indications as follows: 

Possibly Effective: 

1. For the relief of symptoms associated with cerebral vascular insufficiency. 

2. In peripheral vascular disease of arteriosclerosis obliterans, throm¬ 
boangiitis obliterans (Buerger’s Disease) and Raynaud's disease. 

Final classification of the less-than-effective indications requires further in¬ 
vestigation. 


Composition: Vasodilan tablets, isoxsuprine HCI, 10 mg. and 20 mg. 

Vasodilan injection, isoxsuprine HCI, 5 mg., per ml. 

Dosage and Administration: Oral: 10 to 20 mg., three or four times daily. 
Intramuscular: 5 to 10 mg. (1 or 2 ml.) two or three times daily. Intramuscular 
administration may be used initially in severe or acute conditions. 
Contraindications and Cautions: There are no known contraindications to oral 
use when administered in recommended doses. Should not be given immediately 
postpartum or in the presence of arterial bleeding. 

Parenteral administration is not recommended in the presence of hypotension or 
tachycardia. 

Intravenous administration should not be given because of increased likelihood 
of side effects. 

Adverse Reactions: On rare occasions oral administration of the drug has 
been associated in time with the occurrence of hypotension, tachycardia, 
nausea, vomiting, dizziness, abdominal distress, and severe rash. If rash ap¬ 
pears the drug should be discontinued. 

Although available evidence suggests a temporal association of these reactions 
with isoxsuprine, a causal relationship can be neither confirmed nor refuted. 
Administration of single dose of 10 mg. intramuscularly may result in hypoten¬ 
sion and tachycardia. These symptoms are more pronounced in higher doses. 
For these reasons single intramuscular doses exceeding 10 mg. are not recom¬ 
mended. Repeated administration of 5 to 10 mg. intramuscularly at suitable in¬ 
tervals may be employed. 

Supplied: Tablets, 10 mg., bottles of 100, 1000, 5000 and Unit Dose; Tablets, 

20 mg., bottles of 100, 500, 1000, 5000 and Unit Dose; Injection, 10 mg. per 
2 ml. ampul, box of six 2 ml. ampuls. 

U S. Pat. No. 3,056,836 

Vasodilan* 

{ISOXSUFRINEHCD 

20-mg tablets 
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1 A M L ] American Medical Laboratories, Inc. 

(formerly Northern Virginia Pathology Laboratories, Inc.) 


11091 Main Street 


Fairfax, Virginia 22030 

Phone: (703) 273-7400 

ELECTROPHORESIS 

ACUTE-PHASE PROTEINS 

TUMOR MARKER PROTEINS 

Alpha-1-acid glycoprotein 

Alpha-fetoprotein 

Alpha-1-antitrypsin 

Alpha-1-acid glycoprotein 

C-Reactive Protein (C-RP) 

Acid Phosphatase 

Ceruloplasmin 

CEA 

Fibrinogen 

Human Chorionic Gonadotropin, Beta 

Haptoglobin 

subunit 

Regan Alkaline Phosphatase 

COMPLEMENT 


Ci esterase inhibitor 

IMMUNOGLOBULINS 

C 3 

IgA 

C4 

IgD 

C s 

IgE by RIA 

Total hemolytic activity, CHso units 

IgG 


IgM 

H EMOG LO B1N O PATH 1ES 


A2 quantitation by column 

ISOENZYMES 

Alkaline and acid electrophoresis 

Alkaline phosphatase 

Fetal Hemoglobin 

CPK 

Solubility testing 

LDH 

IMMUNOELECTROPHORESIS STUDY 

LIPOPROTEINS AND 

Immunoelectrophoresis 

Protein Electrophoresis 

Quantitation of IgG, IgA, IgM 

HYPERLIPOPROTEINEMIA 

AMERICAN MEDICAL LABORATORIES is a full 

-service laboratory, operated and supervised by 

pathologists, and dedicated to providing prompt and accurate results. 

GENTLEMEN: PLEASE SEND ME 

□ A Copy of Your Professional Service Manual 

□ A Copy of Your Capabilities Brochure 

Name 

Address 

City 

State Zip 













Angina 
freedom 
fighter... 


1. Taken sublingually, Cardilate® (erythrityl 
tetranitrate) begins to work within 5 minutes, 
eliminating or reducing frequency and severity 
of anginal pain for up to two hours. 

2. Fear of pain, a major deterrent to achieving 
acceptable (and desiraole) levels of activity, 
including sex, may be allayed with Cardilate. 
Effective prophylaxis and improved exercise 
tolerance help toward normalizing the lives of 
anginal patients. 


CarcSate 

(erythrityl tetranitrate) 




Cardilate (erythrityl tetranitrate) 

INDICATIONS: For the prophylaxis and long-term treat¬ 
ment of patients with frequent or recurrent anginal pain 
and reduced exercise tolerance associated with angina 
pectoris, rather than for the treatment of the acute attack 
of angina pectoris, since its onset is somewhat slower 
than that of nitroglycerin. 

PRECAUTIONS: As with other effective nitrites, some fall 
in blood pressure may occur with large doses. 


Caution should be observed in administering the drug to 
patients with a history of recent cerebral hemorrhage, 
because of the vasodilation which occurs in the area. 
Although therapy permits more normal activity, the 
patient should not be allowed to misinterpret freedom 
from anginal attacks as a signal to drop all restrictions. 
SIDE EFFECTS: No serious side effects have been 
reported. In sublingual therapy, a tingling sensation (like 
that of nitroglycerin) may sometimes be noted at the 
point of tablet contact with the mucous membrane. If 
objectionable, this may be mitigated by placing the tablet 
in the buccal pouch. As with nitroglycerin or other effec¬ 
tive nitrites, temporary vascular headache may occur 
during the first few days of therapy. This can be con¬ 
trolled by temporary dosage reduction in order to allow 
adjustments of the cerebral hemodynamics to the initial 
marked cerebral vasodilation. These headaches usually 
disappear within one week of continuous therapy but 
may be minimized by the administration of analgesics. 
Mild gastrointestinal disturbances occur occasionally 
with larger doses and may be controlled by reducing the 
dose temporarily. 

HOW SUPPLIED: 10 mg chewable scored tablets, 
bottle of 100. Also 5, 10 and 15 mg oral/sublingual 
scored tablets in bottles of 100. 10 mg oral/ 
sublinqual scored tablets also supplied in bottles 
of 1,000. 

Also available: Cardilate®-P brand Erythrityl 
Tetranitrate with Phenobarbital* Tablets 
(Scored). 

(*Warning—may be habit-forming.) 




Wellcome 


Burroughs Wellcome Co. 

Research Triangle Park 
North Carolina 27709 



new members 


CAMBRIA COUNTY: 

Gopalaswamg Chandran, M.D., Internal Medicine, 1111 Franklin St., Johnstown 
15905 

Cary L. Conyers, M.D., Thoracic Surgery, 1635 Menoher Blvd., Johnstown 15905 
Joseph R. Patterson, M.D., Radiology, 1086 Franklin St., Johnstown 15905 
Alan H. Stein, M.D., Family Practice, Arbutus Village D02, Johnstown 15904 
Fred A. Cox, D.O., Pediatrics, 611 Univ. Dr., State College 16801 
Charles W. Maxim, M.D., Family Practice, 611 Univ. Dr., State College 16801 
Joseph J. Pollock, M.D., Internal Medicine, 232 S. Burrowes St., State College 
16801 

Rod A. Wall, M.D., Internal Medicine, 1111 Franklin St., Johnstown 15905 

CENTRE COUNTY: 

Conrado F. Agra, M.D., General Surgery, Moshanon Valley Med. Ctr., Philipsburg 
16866 

Solomon Disick, M.D., Internal Medicine, 406 S. Corl St., State College 16801 

CHESTER COUNTY: 

Daniel D. Beninati, M.D., Obstetrics/Gynecology, 512 E. Lincoln Hwy., Coatesville 
19320 

Mark B. Fishtein, D.O., Psychiatry, 1 Saw Mill Rd., Carversville 18913 
Heidar K. Jahromi, M.D., Neurology, Neur. Svc. VA Hosp., Coatesville 19320 
Harvey S. Kohn, M.D., Orthopedic Surgery, Highland Ortho. Ctr., Cochranville 
19330 

Boyd C. Myers, M.D., Family Practice, 419 W. Franklin St., W. Chester 19380 

CLARION COUNTY: 

Arthur J. Dortort, D O., Family Practice, R.D. 3, New Bethlehem 16242 
Katherine S. Loutrel, M.D., Family Practice, Kahle Med. Ctr., P.O. Box 200, Leeper 
16233 

William C. McNeal, D.O., Family Practice, R.D. 3, New Bethlehem 16242 

COLUMBIA COUNTY: 

Purshottam N. Patel, M.D., Urology, 326 Market St., Bloomsburg 17615 

CRAWFORD COUNTY: 

Panayiotis G. Labanaris, M.D., Urology, 232 W. 25th St., Dept. U, Erie 16512 

CUMBERLAND COUNTY: 

Paul T. Collura, M.D., Radiology, Dept, of Radiology, Carlisle Hosp., Carlisle 17013 
Rodney B. Fritchley, M.D., General Surgery, 850 Walnut Bottom Rd., Carlisle 17013 

DAUPHIN COUNTY: 

David P. Bankston, M.D., Anesthesiology, 301 Twnhse, Briarcrest Gdn., Hershey 
17033 

Brenda K. Baumann, M.D., Family Practice, 4212-F Wagon Wheel Crt., Harrisburg 
17109 

Julien F. Biebuyck, M.D., Anesthesiology, Hershey Med. Ctr., Anesthesiology Dept., 
Hershey 17033 

Christopher A. Borst, M.D., Family Practice, Box 65, Old Stage Rd., Lewisberry 
17339 

A. Douglas Chervenak, D.O., Family Practice, S-66 500 Univ. Dr., Hershey 17033 
Janet F. Cincotta, M.D., Family Practice, 1022 N. Union St., Middletown 17057 
Samuel T. Clayton, Jr., M.D., Family Practice, 4794 Sweet Brier Dr., Harrisburg 
17111 

Daniel H. Coller. M.D., Family Practice, 212 E. Main St., Mechanicsburg 17055 
J. Ward Donovan, M.D., Family Practice, Hershey Med. Ctr., Emergency Dept., 
Hershey 17033 

Susan E. Ford, M.D., Family Practice, 201 Summit Ave., New Cumberland 17070 
Guillermo Garcia, M.D., Pediatrics, 4612Tarryton Rd., Harrisburg 17109 
Kenneth W. Graf, M.D., General Surgery, 890 Poplar Church Rd., Camp Hill 17011 
Felix Gutierrez, M.D., Internal Medicine, 92 Tuscarora St., Harrisburg 17104 
Kenneth R. Harm, Jr., M.D., Family Practice, Apt. C, 4 Kevin Rd., Mechanicsburg 
17055 

Antione E. Jahshan, M.D.. Obstetrics/Gynecology, 500 University Dr., Hershey 17033 
Gregory A. Kelly, M.D., General Surgery, Hershey Med. Ctr., Dept, of Surgery, 
Hershey 17033 

Vance E. Kilmore, Jr., M.D., Ophthalmology, Andersontown Rd., R.D. 3, 
Mechanicsburg 17055 

John R. Luderer, M.D., Internal Medicine, 207 Maple Ave., Hershey 17033 
Stephen E. Meyer, M.D., Family Practice, Family Practice Ctr., Harrisburg Hosp., 
Harrisburg 17101 

Christopher P. Olson, M.D., Emergency Medicine, 238 Univ. Manor, Hershey 17033 
Kenneth J. Rogers, M.D., Anesthesiology, 10 Talisman, Briarcrest Gar., Hershey 
17033 

Edward Russek, M.D., Psychiatry, 714 W. Walnut St., Palmyra 17078 
Esther M. Sewell, M.D., 21 Ardmore Dr., R.D. 4, Hummelstown 17036 
Continued on page 26. 
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must provide the patient with 
proper information on which to 
base a valid consent for treatment 

• He must maintain the privacy of 
his patient’s medical and personal 
conditions 

Certain aspects of the doctor- 
patient relationship have evolved as 
ethical standards or have been estab¬ 
lished by law. In many instances, the 
law has been helpful in redefining 
therapeutic goals and aiding in the 
care and treatment of patients. In 
other instances, the law has perhaps 
gone beyond the point of therapeutic 
benefit to patients in the interest of 
preserving individual civil rights, de¬ 
spite the fact that certain patients 
may suffer physical or emotional 
harm as a result. 

Familiarity with current ethical 
nd legal considerations of medical 
actice can help physicians build 
trong doctor-patient relationships 
d avoid malpractice difficulties 
mming from breach of duty to the 

nsider several 
tient relation- 
medical-legal 


dentiality 

The American Medical Association 
has developed ethical guidelines and 
standards for physicians on the matter 
of confidentiality: "A physician may 
not reveal the confidences entrusted to 
him in the course of medical atten- 
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dance or the deficiencies he may ob¬ 
serve in the character of patients, un¬ 
less he is required to do so by law or 
unless it becomes necessary in order to 
protect the welfare of the individual or 
of the community.” 

Based on this original ethical stan¬ 
dard, psychiatrists have added modifi¬ 
cations which relate to the "danger¬ 
ousness” of the patient. If a patient is 
suicidal or homicidal or is "an immi¬ 
nent danger,” the psychiatrist may 
reveal the confidential information 
disclosed by the patient in order to 
protect the welfare of the patient or 
the community. This special consider¬ 
ation holds true for all physicians who 
deal with potentially violent or suici¬ 
dal patients who require hospitaliza¬ 
tion or immediate treatment. 

Privileged communications 

The law has established that privi¬ 
leged communications belong to the 
patient. Generally, the privilege re¬ 
stricts the physician from testifying 
on matters that occur in the doctor- 
patient relationship or in the care and 
treatment of the patient. 

Exceptions to the privilege rule are 
so broad, however, that they almost 
nullify the restrictions of the privi¬ 
lege. For example, the privilege does 
not apply in Pennsylvania in any 
criminal case. If the patient has en¬ 
gaged in criminal behavior, the physi¬ 
cian’s records may be subpoenaed and 
the physician may be required to tes¬ 
tify regarding relevant medical in¬ 
formation. The patient is considered to 
have waived his privilege automati¬ 
cally by becoming involved in crimi¬ 
nal behavior. When the physician is 
requested to evaluate a patient for 
legal purposes, the privilege also does 
not apply. Finally, the patient is said 
to have waived his privilege if he 
raises a medical issue at a personal 
injury or other civil trial in order to 
obtain an award from the court. The 
award may be a judgment in his favor, 
a financial settlement, custody of his 
children, or his freedom from hospi¬ 


talization. When the patient submits 
his physical or mental health as an 
issue, he waives his privilege and the 
physician may testify. 

Privacy of medical records 

The relatively recent problem of 
privacy of medical records has 
emerged since activation of the Free¬ 
dom of Information Act of 1972 and 
the privacy amendment of 1974. As a 
result, physician’s records, especially 
in federal hospitals, have been avail¬ 
able to patients upon request. Many 
problems have arisen in cases in 
which patients have sought to review 
their records of psychiatric hospi¬ 
talization and have been successful in 
obtaining them. 

In general medical practice, similar, 
though perhaps less sensitive, 
problems may arise. It may be detri¬ 
mental for the patient to confirm a 
diagnosis or a medical condition by 
reading about it in his chart before 
properly discussing the matter with 
the physician. Formal guidelines 
should be established for patients who 
wish to review their records: the pa¬ 
tient should review his records in a 
designated area of the hospital when a 
physician is present to help interpret 
the information and to assist the pa¬ 
tient in understanding the im¬ 
plications of what is written in the 
records. 

When the physician is aware that a 
chart may be reviewed by the patient, 
he is sensitive to what he wants his 
patient to read. Certainly vital data 
should be as complete as possible. The 
physician should confine comments, 
however, to non-damaging and non¬ 
intimate statements. 

Patient records may also be re¬ 
viewed by various outside agencies, 
including third party payers, insur¬ 


er. Sadoff is clinical associate profes¬ 
sor of psychiatry at the University of 
Pennsylvania School of Medicine and 
lecturer in law at the Villanova Univer¬ 
sity School of Law. 


ance companies, courts, hospital 
utilization review committees, PSRO 
review boards, and several other legit¬ 
imate and authorized groups, individ¬ 
uals, or agencies. As a result, the con¬ 
fidentiality of the doctor-patient rela¬ 
tionship has been eroded extensively. 
Total secrecy, as initially conceived, is 
no longer possible. Thus judgment and 
discrimination play a vital role in the 
recording of medical data. 

Patient’s rights 

A number of recent changes in the 
law stemming from national cases and 
state legislation have affected the 
practice of psychiatry particularly, 
but also the practice of medicine in 
general. Examples of these are the so- 
called "right to treatment” and "right 
to refuse treatment” cases, which gen¬ 
erally fall under the rubric of patients’ 
rights. 

Involuntary hospitalization for ex¬ 
tended periods for individuals who are 
not in need of such care, and inappro¬ 
priate or excessively restrictive 
treatment of those who are so con¬ 
fined, has been seen by civil rights at¬ 
torneys and others as abuse by physi¬ 
cians, particularly psychiatrists. The 
law has addressed these issues at var¬ 
ious levels: it has redefined and lim¬ 
ited the criteria for involuntary hospi¬ 
talization; redefined the meaning of 
"treatment” in the hospital; and estab¬ 
lished various rights for patients, in¬ 
cluding the right to have a lawyer, the 
right to privacy, the right to be free 
from treatment as punishment, and 
the right to be free from excessive 
treatment or "dangerous” treatment, 
such as psychosurgery or electroshock 
therapy or other forms of behavior 
modification which may cause dam¬ 
age to patients. 

The right to treatment cases also 
have established, through constitu¬ 
tional and legislative authority, the 
right of an involuntarily confined pa¬ 
tient to have adequate treatment 
rather than being assigned to custody 
or "milieu therapy.” 
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The right to treatment issue should 
not be misinterpreted to read that 
treatment is mandated against the pa¬ 
tient’s will, for a number of cases have 
established that patients also have a 
right to refuse treatment. It is on this 
issue that the ongoing tension be¬ 
tween lawyers and physicians is 
based. The doctor will maintain that if 
the patient is hospitalized, he is obvi¬ 
ously there for treatment; it is as¬ 
sumed that the physician is best quali¬ 
fied to select the proper treatment and 
should be given the authority to do so 
without legal interference. The courts 
have disagreed, however, and have es¬ 
tablished the guideline that the pa¬ 
tient has a right to refuse treatment 
unless: (1) the lack of treatment 
(usually the discontinuing of medica¬ 
tion) will result in the patient becom¬ 
ing violent to himself or to others, (2) 
there is an immediate crisis, or (3) the 
patient is not competent to refuse 
treatment. 


Informed consent 

The doctor-patient relationship is 


extremely important in helping the 
patient to accept recommended and 
prescribed treatment. Lack of trust or 
difficulty in establishing a proper 
physician-patient relationship may 
result in the patient’s refusal of 
treatment. 

The issue of informed consent to 
treatment has become increasingly 
important in the practice of medicine. 
In any surgical procedure, for exam¬ 
ple, the surgeon is required to inform 
the patient of results he can expect, 
side effects that may occur, and antic¬ 
ipated consequences of the procedure. 
In most instances the patient is rela¬ 
tively competent to understand the in¬ 
formation given him by the physician 
and to decide whether to proceed with 
the operation. If he consents, he often 
signs a form indicating that he has 
been told by the physician what to ex¬ 
pect. The implication is that he does 
not hold the physician responsible for 
untoward reactions if the physician is 
not negligent in his skill and care. 

When there is a question about the 
patient’s competency to give consent 
or to understand the information 
given him, a psychiatrist may be 


called as a consultant to determine 
whether the patient is competent to 
make an informed decision. If the psy¬ 
chiatrist believes the patient is in¬ 
competent, he informs the surgeon. 
The family may then give permission 
for a necessary procedure, especially if 
the operation is required on an 
emergency basis. When there is no 
emergency, the problem should be 
heard by a judge who may determine 
the patient’s competency and, if neces¬ 
sary, appoint a guardian to consent to 
the procedure. 

If a person is admitted to the 
emergency room in coma and requir¬ 
ing emergency care when family 
members are not present, the doctor 
may proceed with his customary skill 
to do all he can to preserve the life and 
health of the patient under the doc¬ 
trine of implied consent. The law as¬ 
sumes that a reasonable man, if he 
were able at the time of his entry into 
the emergency room, would consent to 
the emergency procedures offered. 

In obtaining informed consent, it is 
always recommended that a careful 
record be made of the physician’s ex¬ 
planation and the patient’s response 



new members 

Continued from page 23. 


Soroush Shamimi-Noori, M.D., Psychiatry, Hershey Med. Ctr., Psychiatric Dept., 
Hershey 17033 

Clifford N. Steinig. D O., Otolaryngology, 1820 Linglestown Rd., Harrisburg 17110 
Charles D. Strout, M.D., Anesthesiology, 349 Twnhse, Briarcrest Gdn., Hershey 
17033 


John M. Sullivan, M.D., Family Practice, 8 Dulles Dr., Apt. 1211, Camp Hill 17011 
Claudia W. Weitekamp, M.D., 142 Briarcrest Gar., Hershey 17033 
Fred J. Westendarp, M.D., Hershey Med. Ctr., Box 1408, Hershey 17033 


DELAWARE COUNTY: 

John M. Doherty, D O. Family Practice, 5000 Chichester Ave., Aston 19014 
Joel A. Krackow, M.D., Internal Medicine, 107 Brent Dr., Wallingford 19086 
R. David Mishalove, M.D., Internal Medicine, Crozer Chester Med. Ctr., Chester 
19013 

Robert E. Muroff, D.O., Family Practice, 617 Heritage Manor, Ardmore 19003 


Harry D. Johnston, D.O., Obstetrics & Gynecology, 425 E. Pine St., McConnellsburg 
17233 

Bryan P. Simmons, M.D., Internal Medicine, Hershey Med. Ctr., Box 1361, Hershey 
17033 

INDIANA COUNTY: 

Alex B. Juhasz, M.D., General Surgery, 682 Philadelphia St., Indiana 15701 
Joseph L. Parks, D O., Family Practice, Mahoning Med. Ctr., Marion Center 15759 

JEFFERSON COUNTY: 

Suketu H. Nanavati, M.D., Internal Medicine, 116 W. Long Ave., DuBois 15801 

LAWRENCE COUNTY: 

John T. Burns, M.D., Orthopedic Surgery, 708 N. Jefferson St., New Castle 16101 
Howard M. Hendler, M.D., Radiology, 214 E. Englewood Ave., New Castle 16105 
Mohamed K. Tejpar, M.D., Internal Medicine, 401 N. Jefferson St., New Castle 16101 
Norberto Y. Yumang, M.D., Family Practice, W. Lesure, New Castle 16101 


ELK-CAMERON COUNTY: 

Pu-Chin Lin, M.D., Radiology, Elk Co. Gen Hosp., Ridgway 15853 

Iraj Nakhjavan, M.D., Obstetrics/Gynecology, 122'/2 Center St., Ridgway 15853 

ERIE COUNTY: 

Michael S. Antoon, D O., Emergency Medicine, 201 State St., Erie 16512 
Bijan K. Basak, M.D., Anesthesiology, Hamot Med. Ctr., 210 St., Erie 16512 
Sudhir B. Gokhale, M.D., Otolaryngology, 1611 Peach St., Erie 16501 
Chong S. Park, M.D., Physical Medicine & Rehabilitation, 2718 W. Grandview Blvd., 
Erie 16506 

Renato P. Ramirez, M.D., Internal Medicine, 225 W. Grandview Blvd., Erie 16508 
James H. Salmon, M.D., Neurological Surgery, 225 W. 25th St., Erie 16512 


LEBANON COUNTY: 

Robert K. Nielsen. M.D., Family Practice, Apt. 10, Univ. Manor, Hershey 17033 

LEHIGH COUNTY: 

Larry R. Glazerman, M.D., Allentown Hosp., Allentown 18102 

Tito P. Lomboy, Jr., M.D., Pathology, 2949 Allen St., Allentown 18104 

LUZERNE COUNTY: 

Hyung-Bae Kim, M.D., Obstetrics & Gynecology, 171 Stanton St., Wilkes-Barre 18702 
Jose V. Manrique, M.D., Internal Medicine, 103 Indian Creek Dr., Wilkes-Barre 18702 
Romeo C. Ouano, M.D., Radiology, Northeastern Bldg.. Hazleton 18201 
Carl M. Rosckowff, M.D., Pediatrics, 18 Colonial Dr., Dallas 18612 


FAYETTE COUNTY: 

Myron A. Lipkowitz, M.D., Family Practice, Duall & Watson Drs., Hopwood 15445 
Erlinda B. Perez, M.D., Anesthesiology, 43 Connellsville St., Dunbar 15431 
Louis E. Ward, Jr., M.D., Internal Medicine, 500 W. Berkeley, Uniontown 15401 

FRANKLIN COUNTY: 

R. Devee Boyd, M.D., Family Practice, P.O. Box 0-4, Shady Grove 17256 
Theodore H. Cryer, M.D., Ophthalmology, 45 Roadside Ave., Waynesboro 17268 


LYCOMING COUNTY: 

William R. Somers, M.D., Internal Medicine, 1201 Grampian Blvd., Williamsport 17001 

MERCER COUNTY: 

Fleurene P. Holt, M.D., Family Practice, 300 Forker Blvd., Sharon 16146 
Douglas Rauch, M.D., Obstetrics & Gynecology, 89 Elm Ave., Sharon 16146 
David L. Rothman, General Surgery, 509 Forest Dr., Grove City 16127 
Continued on page 54. 
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in the event the patient does not recall 
the preoperative discussion and 
claims that he was not told about pos¬ 
sible side effects or consequences of 
various procedures. 

Inappropriate relationships 

An important consideration of the 
doctor-patient relationship stems 
from the "Do no harm” phrase of the 
Hippocratic Oath. A number of mal¬ 
practice suits have originated from 
harm resulting from inappropriate 
doctor-patient relationships. This in¬ 
appropriateness may occur in two 
areas: (1) That which is called inappro¬ 
priate touching, or assault and bat¬ 
tery. These cases occur when patients 
are treated against their will, or with¬ 
out proper informed consent are given 
injections or other physical treat¬ 
ments which they claim have caused 
harm. The damage may be physical, 
psychological, or economic; and (2) 
The delicate matter of sexual relations 
between physician and patient. By all 
ethical standards, sexual relations be¬ 
tween doctor and patient are forbid¬ 
den and may lead to serious harm to 
the patient. A number of physicians 
have been sued for such indiscretions 
based on the claim that the patient 
was emotionally disturbed following 
the cessation of intimate relations and 
blamed emotional or marital problems 
on the sexual relationship with the 
physician. It behooves the physician 
who becomes emotionally involved 
with a patient to stop making medical 
decisions about that patient’s care. He 
is no longer in a position of profes¬ 
sional neutrality, and errors in judg¬ 
ment may ensue. 

The doctor-patient relationship is 
regulated by law. Every practicing 
physician must be aware of his duty to 
his patients and the regulations im¬ 
posed upon him, while constantly 
maintaining the highest ethical stan¬ 
dards. He must observe confidential¬ 
ity in the course of his practice. He 
must know when he may not testify 
about a patient he has treated. He 
must know how to inform a patient in 
order to obtain a proper consent for 
treatment. He must know the limits of 
his professional skills. Finally, he 
must remain alert to changes in law 
which regulate his practice and main¬ 
tain an interest in legislation that af¬ 
fects physicians and their patients. □ 
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COMPOUND 

cCOD€IN€ 


Each tablet contains: aspirin, 227 mg; phenacetin,162 
mg; and caffeine, 32 mg; plus codeine phosphate in 
one of the following strengths: # 4—60 mg (gr 1); 
# 3-30 mg (g r V2 ); ^ 2—15 mg (gr Vi); and # 1-7.5 I§|| 
mg (gr Va), (Whming— may be habit-forming). 


Burroughs Wellcome Co. 
Research Triangle Park 
North Carolina 27709 
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When impotence due to 



androgenic deficiency 
is driving th^rn apart 





Android- 5 

Android- 10 


Android - 25 



Methyltestosterone U.S.P. - 5, 10, 25 mg. 


Additional Indications: 

REPLACEMENT THERAPY. When Androgen Deficiency is cause of: 

• Male Climacteric 

• Eunuchoidism, Eunuchism 

• Post-Puberal Cryptorchidism 


New Double-Blind Study ANDROID-25 vs. Placebo* 

*R. B. Greenblatt, M.D.; R. Witherington, M.D.,; I. B. Sipahioglu, M.D.; Hormones for Improved 
Sexuality in the Male and Female Climacteric. Drug Therapy, Sept. 1976. 


DESCRIPTION: Methyltestosterone is l7/?-Hydroxy- 
17-Methylandrost-4-en-3-one. ACTIONS: Methyltesto¬ 
sterone is an oil soluble androgenic hormone 
INDICATIONS: In the male: 1 Eunuchoidism and 
eunichism. 2. Male climacteric symptoms when these are 
secondary to androgen deficiency. 3. Impotence due to 
androgenic deficiency. 4. Post-puberal cryptochidism 
with evidence of hypogonadism. Cholestatic hepatitis 
with jaundice and altered liver function tests, such as 
increased BSP retention, and rises in SGOT levels, have 
been reported after Methyltestosterone. These changes 
appear to be related to dosage of the drug. Therefore, in 
the presence of any changes in liver function tests, drug 
should be discontinued. PRECAUTIONS: Prolonged 
dosage of androgen may result in sodium and fluid 
retention. This may present a problem, especially in 
patients with compromised cardiac reserve or renal 
disease. In treating males for symptoms of climacteric, 


avoid stimulation to the point of increasing the nervous, 
mental, and physical activities beyond the patient's 
cardiovascular capacity. CONTRAINDICATIONS: 
Contraindicated in persons with known or suspected 
carcinoma of the prostate and in carcinoma of the male 
breast. Contraindicated in the presence of severe liver 
damage. WARNINGS: If priapism or other signs of 
excessive sexual stimulation develop, discontinue 
therapy. In the male, prolonged administration or 
excessive dosage may cause inhibition of testicular 
function, with resultant oligospermia and decrease in 
ejaculatory volume. Use cautiously in young boys to 
avoid premature epiphyseal closure or precocious sexual 
development. Hypersensitivity and gynecomastia may 
occur rarely. PBI may be decreased in patients taking 
androgens. Hypercalcemia may occur, particularly during 
therapy for metastatic breast carcinoma. If this occurs, 
the drug should be discontinued. ADVERSE 


REACTIONS: Cholestatic jaundice • Oligospermia and 
decreased ejaculatory volume • Hypercalcemia 
particularly in patients with metastatic breast carcinoma. 
This usually indicates progression of bone metastases • 
Sodium and water retention • Priapism • Virilization in 
female patients • Hypersensitivity and gynecomastia. 
DOSAGE AND ADMINISTRATION: Dosage must be 
strictly individualized, as patients vary widely in 
requirements. Daily requirements are best administered 
in divided doses. The following is suggested as an 
average daily dosage guide. In the male: Eunuchoidism 
and eunuchism. 10 to 40 mg.; Male climacteric symptoms 
and impotence due to androgen deficiency, 10 to 40 mg.; 
Postpuberal cryptorchism, 30 mg. REFERENCE: Robert 
B. Greenblatt, M.D., and D. H. Perez, M.D.: The 
Menopausal Syndrome," Problems of Libido in the 
Elderly, pp. 95-101. Medcom Press, N.Y., 1974. HOW 
SUPPLIED: 5, 10, 25 mg. in bottles of 60, 250. Rx only. 


(BHoWJJb THE BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Reprints and Samples. 






A Difference in 
TheophyllineTherapy 


micro-pulverized 

BRONKODYL Capsules 

brand of theophylline, USP anhydrous 



■ Blood levels as fast as an elixir 

■ With minimal gastric irritation* 


*Please see complete prescribing information, a summary of which follows. 


’DESCRIPTION: 


Each green and white hard gelatin capsule contains theophylline USP anhy¬ 
drous, 200 mg., in a micro-pulverized form. Each brown and white hard gelatin 
capsule contains 100 mg. The elixir contains 80 mg. theophylline per 15 ml. 
in a 20% alcohol elixir (approximately 20 calories, 0.9 gm carbohydrate per 
tablespoonful). 


ACTION: Theophylline is a methylxanthine which relaxes the smooth muscu¬ 
lature of the bronchioles through its inhibition of the conversion of cyclic 
adenosine monophosphate to adenosine monophosphate by phosphodiester¬ 
ase. It also has diuretic, cardiotonic, and CNS stimulant effects. 


INDICATIONS: Bronkodyl is indicated for symptomatic relaxation of bronchiolar 
spasm in the chronic obstructive bronchopulmonary diseases: e.g., bronchial 
asthma, chronic bronchitis and pulmonary emphysema. 

CONTRAINDICATIONS: Bronkodyl is contraindicated in persons known to 
have had serious idiosyncratic responses to theophylline, its salts, or the other 
methylxanthines, theobromine, or caffeine and may be contraindicated in peptic 
ulcer. 


WARNINGS: All methylxanthines should be used with caution in children and in 
others who are currently taking bronchodilator products, especially in rectal 
dosage form, which may contain theophylline or related drugs. 

USAGE IN PREGNANCY: Although theophylline has been used for many 
years, with no evidence of adverse fetal effect or teratogenicity, its safety in 
pregnancy has not been established. Therefore use of Bronkodyl during lacta¬ 
tion or in women of childbearing potential requires that possible benefits of the 
drug be weighed against possible hazards to fetus or child. 

PRECAUTIONS: Bronkodyl should be used with caution in patients with cardiac 
or circulatory disease. 


ADVERSE REACTIONS: Gastrointestinal: Epigastric distress, nausea, vomit¬ 
ing. Cardiovascular: palpitations. CNS: Insomnia, restlessness, irritability, con¬ 
vulsion. 

DOSAGE AND ADMINISTRATION: Adults: Usual dosage of Bronkodyl is 200 
mg. every 6 hours (four doses in each 24 hours). This dosage may be adjusted 
to reflect individual clinical response as an indication of slow or rapid metab¬ 
olism of the drug. If adverse reactions are encountered, each dose may be 
reduced, or the interval between doses may be lengthened, or both. If clinical 
response is not satisfactory, indicating possible rapid inactivation of the drug, 
dosage may be gradually increased to achieve the desired response. In some 
instances of either too slow or too rapid metabolism, plasma levels of theo¬ 
phylline should be determined and dosage adjusted accordingly to achieve 
levels above 10 mcg/ml, but not to exceed 20 mcg/ml. 

Dosage in Children: Usual dosage should be based on administration of 10 mg 
per kg per 24 hours, divided in 4 doses per day, given every 6 hours. As this may 
not be possible with use of the capsules, Bronkodyl elixir may be used. Theo¬ 
phylline saliva levels (approximately 60% of simultaneous blood levels), may 
facilitate dosage adjustments, especially in children, to obtain appropriate 
response. 

HOW SUPPLIED: 

Bronkodyl 100 mg., brown and white capsules in 100's, Code #1831. 

Bronkodyl 200 mg., green and white capsules in 100’s, Code #1833. 

Bronkodyl Elixir, 80 mg. per 15 ml, in pints, Code #1835. 
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KAON® ELIXIR was introduced in 1954, 
followed by KAON® TABLETS in 1963. Decades of clinical 
experience indicate acceptability, effectiveness, and safety 
in the majority of patients; should abdominal 
pain occur, therapy should be discontinued. Both have been 
taken by patient after patient, day after day, year after 
year, to correct potassium deficiencies. Both have 
consistently demonstrated their value when diet alone is 
inadequate for potassium replacement. 


Kaon* Elixir 

(potassium gluconate) 


Kaon Tabs 


(potassium gluconate) 


BRIEF SUMMARY 
Kaon Tablets/Kaon Elixir 

KAON® (potassium gluconate) TABLETS 

Description: Each sugar-coated tablet supplies 
5 mEq. of elemental potassium (as potassium 
gluconate 1.17 Gm.). Kaon Tablets are sugar 
coated, not enteric coated, which favors dis¬ 
solution in the stomach and absorption before 
reaching the small intestine where the lesions 
with enteric potassium chloride have occurred. 
The sugar coating merely adds to palatability 
and ease of swallowing, not to delay absorp¬ 
tion as does the enteric coating. 

Indications: Oral potassium therapy for the pre¬ 
vention and treatment of hypokalemia which 
may occur secondary to diuretic or cortico¬ 
steroid administration. It may be used in the 


treatment of cardiac arrhythmias due to digitalis 
intoxication. 

Contraindications: Severe renal impairment 
with oliguria or azotemia, untreated Addison's 
disease, adynamia episodica hereditaria, acute 
dehydration, heat cramps and hyperkalemia 
from any cause. 

Warning: There have been several reports, pub¬ 
lished and unpublished, concerning nonspecific 
small-bowel lesions consisting of stenosis, with 
or without ulceration, associated with the ad¬ 
ministration of enteric-coated potassium tablets 
alone or when they are used with nonenteric- 
coated thiazides or certain other oral di¬ 
uretics. These small-bowel lesions have caused 
obstruction, hemorrhage and perforation. Sur¬ 
gery was frequently required and deaths have 
occurred. Available information tends to impli¬ 
cate enteric-coated potassium salts, although 


lesions of this type also occur spontaneously. 
Therefore, coated potassium-containing formu¬ 
lations should be administered only when indi¬ 
cated and should be discontinued immediately if 
abdominal pain, distention, nausea, vomiting, 
or gastrointestinal bleeding occur. Coated potas¬ 
sium tablets should be used only when adequate 
dietary supplementation is not practical. 
Precautions: In response to a rise in the concen¬ 
tration of body potassium, renal excretion of the 
ion is increased. With normal kidney function, 
it is difficult, therefore, to produce potassium 
intoxication by oral administration. However, 
potassium supplements must be administered 
with caution, since the amount of the deficiency 
or daily dosage is not accurately known. Fre¬ 
quent checks of the clinical status of the patient, 
and periodic ECG and/or serum potassium 
levels should be made. High serum concentra- 





Time is 
the test of 
all things 



tions of potassium ion may cause death through 
cardiac depression, arrhythmias or arrest. This 
drug should be used with caution in the presence 
of cardiac disease. 

In hypokalemic states, especially in patients 
on a salt-free diet, hypochloremic alkalosis is a 
possibility that may require chloride as well as 
potassium supplementation. In these circum¬ 
stances, Kaon (potassium gluconate) should be 
supplemented with chloride. Ammonium chlo¬ 
ride is an excellent source of chloride ion (18.7 
mEq. per Gram), but it should not be used in 
patients with hepatic cirrhosis where ammonium 
salts are contraindicated. Other sources for 
chloride are sodium chloride and Diluted 
Hydrochloric Acid, U.S.P. 

It should also be kept in mind that ammonium 
cycle cation exchange resin, sometimes used to 
treat hyperkalemia, should not be administered 


to patients with hepatic cirrhosis. 

Adverse Reactions: Nausea, vomiting, diarrhea 
and abdominal discomfort have been reported. 
The symptoms and signs of potassium intoxi¬ 
cation include paresthesias of the extremities, 
flaccid paralysis, listlessness, mental confusion, 
weakness and heaviness of the legs, fall in 
blood pressure, cardiac arrhythmias and heart 
block. Hyperkalemia may exhibit the following 
electrocardiographic abnormalities: disappear¬ 
ance of the P wave, widening and slurring of 
QRS complex, changes of the S-T segment, tall 
peaked T waves, etc. 

Overdosage: Potassium intoxication may result 
from overdosage of potassium or from thera¬ 
peutic dosage in conditions stated under 
"Contraindications." Hyperkalemia, when de¬ 
tected, must be treated immediately because 
lethal levels can be reached in a few hours. 


KAON® (potassium gluconate) ELIXIR 
Description: Each 15 ml. (tablespoonful) sup¬ 
plies 20 mEq. of elemental potassium (as potas¬ 
sium gluconate, 4.68 Gm.) with saccharin and 
aromatics. Alcohol 5%. 

Indications: See Kaon Tablets. 

Precautions: See Kaon Tablets. 

In hypochloremic alkalosis, potassium 
replacement with potassium chloride 
(e.g., Kaochlor® 10% Liquid) may be more ad¬ 
vantageous than with other potassium salts. 
Adverse Reactions: See Kaon Tablets. 
Overdosage: See Kaon Tablets. 

WARREN-TEED 

LABORATORIES, INC. 

DIVISION OF ADRIA LABORATORIES INC. 

COLUMBUS, OHIO A3215 







CURRENT CONCEPTS 
IN CARDIOLOGY 



APRIL 6-7, 1978 

Hotel Hershey 
Hershey, Pennsylvania 


TOPICS: Sudden Coronary Death ... Coro¬ 
nary Risk Factor Modification ... Acute Ml: 
Exam; Use of the Holter Monitor; Psycholog¬ 
ical Aspects; Role of Stress Testing .. . Re¬ 
habilitation of the Infarct Patient ... Diag¬ 
nosis of Acute Ml: Use of Isoenzymes and 
Myocardial Imaging ... Therapy of Acute 
Ml: Use of Counterpulsation and Afterload 
Reduction. 


CREDITS: Approved for 12 hours credit towards Category 1 of AMA 
Physician's Recognition Award. Acceptable for 8 Prescribed hours by 
AAFP. Approved by ACGP (Osteopathic) for 12 Class II credit hours. 

REGISTRATION FEE: $60 for 2 days, plus luncheons if desired at $5.75 
each day; $35 per day plus luncheon. Medical Students, residents and 
interns are exempt from the registration fee. 

SPONSORS: American Heart Association, Pennsylvania Affiliate; and the 
Division of Cardiology, The Pennsylvania State University College of 
Medicine at The Milton S. Hershey Medical Center. Co-sponsors: Council 
of Clinical Cardiology, American Heart Association; and American Heart 
Association, South Central Pennsylvania Chapter. 


FACULTY: Dr. Lawrence N. Adler, Cardiac 
Rehabilitation Institute ... Drs. Joseph D. 
Babb, A. James Liedtke, Robert F. Zelis, The 
Milton S. Hershey Medical Center ... Dr. 
Thomas P. Hackett, Massachusetts General 
Hospital . . . Dr. Eldred D. Mundth, 
Hahnemann Hospital .. . Dr. Robert A. 
O'Rourke, The University of Texas Health 
Science Center . .. Dr. Burton E. Sobel, 
Washington University ... Dr. Jeremiah P. 
Stamler, Northwestern Medical School ... 
Dr. H. William Strauss, Harvard Medical 
School ... Dr. Nanette K. Wenger, Emory 
University School of Medicine. 


FOR ADDITIONAL INFORMATION CONTACT YOUR LOCAL HEART CHAPTER OR: 

AMERICAN HEART ASSOCIATION, PENNSYLVANIA AFFILIATE 

P.O. BOX 2435, HARRISBURG, PENNSYLVANIA 17105 


State Pathologists test quality control 

Day to day precision in clinical chemistry laboratories 

Thomas V. DiSilvio, M.D. Thomas D. Moses, B.S., M.T. William V. Dorwart, Jr., Ph.D. 

Sylvan M. Sax, Ph.D. Howard J. Berman, M.D. 


I n the past few decades, it has be¬ 
come standard practice for clinical 
laboratories to evaluate their day-to- 
day analytic precision by analyzing 
control material concurrently with 
patient specimens. Values obtained by 
these control analyses are used to cal¬ 
culate means and standard deviations 
(SD), creating limits to which future 
control values are compared. 

When a group of analyzed patient 
specimens is accompanied by a control 
value outside of established limits, the 
method is considered "out of control.” 
Patient results may not be released 
until the cause of the deviance from 
expected values is corrected and the 
patient and control specimens reas¬ 
sayed. 

In addition, the mean and SD of the 
control values are recalculated and 
evaluated at intervals for possible 
change from preceding levels. This 
approach to process quality control is 
now mandated by professional 
societies and governmental agencies 
with jurisdiction over clinical 
laboratories. 

Many laboratories have joined re¬ 
gional quality control programs since 
1967. 1 In these programs, all partici¬ 
pant laboratories use the same quality 
control materials and data processing 
service and share information from 
control analyses. This is used to calcu¬ 
late mean and precision information 
for groups using similar methods. 

Some objectives of the regional ap¬ 
proach are to: 

• Allow use of control material that 
has not been assayed by the manu¬ 
facturer, providing instead multi¬ 
ple analyses by participants and 
thus reducing costs; 

• Further reduce costs by use of 
joint purchasing power; 

• Provide inexpensive automatic 
processing of the individual labo¬ 
ratory’s data, with storage and re¬ 
calculation over the period of the 
program; 


• Provide legible quality control 
records, including wall charts and 
corrective action logs, for use by 
the laboratory and by accrediting 
and licensing bodies; 

• Provide a data base to demon¬ 
strate state-of-the-art laboratory 
performance associated with dif¬ 
fering constituents, methods, and 
instruments; and 

• Advance the state-of-the-art by 
providing peer performance in¬ 
formation as a challenge for im¬ 
provement. 

Some regional programs are ad¬ 
ministered solely by manufacturers of 
control material; others are sponsored 
by professional societies. When the 
latter appoint active steering commit¬ 
tees, further objectives are to: 

• Advance the state-of-the-art of 
manufacture of control materials 
and data processing by working 
closely with a manufacturer; 

• Assist with problem solving in 
participant laboratories through 
expert consultation; 


Dr. DiSilvio is associate professor 
of pathology at Thomas Jefferson 
University in Philadelphia. Dr. Sax 
is associated with the department 
of pathology at the Western Penn¬ 
sylvania Hospital, Pittsburgh. Mr. 
Moses is administrator of the Clin¬ 
ical Pathology Facility in Pitts¬ 
burgh. Dr. Berman is associated 
with the Jeannete Patholo¬ 
gists. Dr. Dorwart is associated 
with the pathology laboratories at 
Bryn Mawr Hospital and the Hospi¬ 
tal of the University of Pennsylva¬ 
nia. The authors wish to thank the 
participant laboratories, whose 
willingness to share their data has 
made this assessment of precision 
possible, and the staffs of Labora¬ 
tory Supply Corporation and Hy¬ 
land Laboratories, who have con¬ 
tributed so much to the develop¬ 
ment and administration of this 
program. 


• Represent the interests of the par¬ 
ticipants if problems arise with 
the manufacturer; and 

• Disseminate information ob¬ 
tained from the program to the 
medical community. 

In keeping with the last objective, 
this paper presents precision informa¬ 
tion for selected serum chemical con¬ 
stituents and enzymes. The informa¬ 
tion has been obtained from data sub¬ 
mitted by participants in the program 
sponsored by the Pennsylvania Asso¬ 
ciation of Clinical Pathologists for the 
period of April 1976 through June 
1977. Values from the PACP program 
are compared with those published in 
an independent survey of 61 tertiary 
care referral hospitals, described as 
"university or university-equiva¬ 
lent.” 2 

Knowledge of the level of laboratory 
precision is important to the clinician 
as well as to the laboratory director. 
The practicing physician with knowl¬ 
edge of the analytic precision of his 
patients’ results can judge more cor¬ 
rectly the likelihood of abnormality 
of a borderline value, or of true 
physiologic change when two results 
apparently differ. From the viewpoint 
of the physician, who makes most de¬ 
cisions based on individual observa¬ 
tions from a single laboratory, the 
day-to-day standard deviation of indi¬ 
vidual measurements within a labora¬ 
tory would seem to be the most appro¬ 
priate measure of analytic precision. 
This approach, 2 has been used in our 
report. 

Data collection 

Since 1971 the PACP has sponsored 
a regional quality control program in 
clinical chemistry. An early version of 
the program has been published, 3 but 
revision of the data processing has oc¬ 
curred since that time. Lyophilized 
human serum, at two levels, and data 
processing support are provided by a 
manufacturer (Hyland Laboratories, 
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Table 1. Comparison of Day-to-Day Precision Values of Constituents from the PACP Quality Control Program (1976-1977) and from the University and 

University-Equivalent Hospitals Study 3 


Chemical compound 

PACP 

mean 

Compari¬ 
son range 

Method 

PACP 

1SD 

Compari¬ 
son 1SD 

Differ¬ 

ence* 

Compari¬ 
son “most 
common" 
ISO range 

No. of com¬ 
parison 
labs 

No. of 
PACP 
labs 

PACP labs 
in "most 
common" 
range (%) 

Albumin, g/l 

3.2 

22-3.2 

12/60 All 

0.11 

0.10 

ND 

0.06-0.11 

27 

66 

62 


3.2 


12/60 HABA 

0.10 

0.11 

ND 



13 



3.2 


12/60 BCG 

0.11 

0.13 

ND 



53 



3.0 


Electrophoresis 

0.16 

0.16 

ND 



39 



3.2 


All 

0.13 





230 



4.1 

3.3-5.0 

12/60 All 

0.12 

0.12 

ND 

0.06-0.17 

44 

66 

84 


4.2 


12/60 HABA 

0.12 

0.11 

ND 



13 



4.1 


12/60 BCG 

0.12 

0.15 

ND 



53 



3.9 


Electrophoresis 

0.21 

0.18 

ND 



39 



4.1 


All 

0.14 





229 


Bilirubin, total, 

1.7 

0.2-2.8 

12/60 

0.08 

0.08 

ND 

0.03-0.09 

30 

70 

86 

mg/dl 

1.7 


Manual, AA 

0.13 

0.11 

ND 

0.06-0.11 

10 

60 

23 




Evelyn-Malloy 









1.7 


All 

0.11 





282 



4.2 

3.0-7.8 

12/60 

0.15 

0.17 

ND 

0.07-0.23 

34 

70 

94 


4.2 


Manual, AA 

0.22 

0.22 

ND 

0.19-0.28 

18 

61 

88 




Evelyn-Malloy 









4.2 


All 

0.20 





290 


Calcium, mg/dl 

8.9 

7.9-10.9 

12/60 

0.18 

0.16 

ND 

0.06-0.19 

38 

70 

66 


9.2 


Atomic Absorbtion 

0.22 

0.22 

ND 

0.10-0.28 

19 

13 

85 


9.0 


All 

0.22 





255 



12.1 

11.0-14.0 

12/60 

0.20 

0.20 

ND 

0.06-0.23 

25 

70 

72 


12.0 


Atomic Absorbtion 

0.29 

0.27 

ND 

0.19-0.28 

12 

13 

45 


12.0 


All 

0.26 





255 


Chloride, mEq/l 

94.9 

80-105 

6/60 

1.2 

1.3 

ND 

0.6-1.6 

45 

45 

93 


93.6 


Chloridometer 

1.7 

1.6 

ND 

1.0-1.8 

16 

82 

66 


94.5 


All 

1.6 





272 



112.8 

106-125 

6/60 

1.3 

1.4 

ND 

0.6-1.8 

35 

44 

89 


112.2 


Chloridometer 

1.9 

1.8 

ND 

1.1-2.0 

13 

82 

53 


113.0 


All 

1.8 





273 


Cholesterol, mg/dl 

146 

75-155 

12/60 

5.7 

5.3 

ND 

2.9-7.0 

16 

48 

75 


141 


FeCb-H 2 S04 

6.4 

6.4 

ND 

3.4-88 

15 

9 

67 




extraction 









143 


All 

5.9 





252 



192 

159-260 

12/60 

6.7 

6.8 

ND 

3.0-7.5 

34 

48 

67 


178 


FeCb-H 2 S04 

7.7 

6.5 

ND 

3.9-7.6 

15 

9 

67 




extraction 









189 


All 

6.9 





252 


CO2, mM/l 

9.9 

6.6-15.8 

6/60 

0.92 

0.99 

ND 

0.24-1.00 

36 

26 

65 


11.0 


All 

1.09 





89 



27.4 

16.0-38.0 

6/60 

1.41 

1.12 

ND 

0.32-1.20 

21 

30 

77 


26.9 


All 

1.50 





104 


Creatinine, mg/dl 

1.6 

0.9-1.8 

12/60, ACA 

0.08 

0.07 

ND 

0.04-0.11 

37 

83 

96 


1.6 


Manual, AA- 

0.11 

0.10 

ND 

0.06-0.11 

10 

92 

66 




alkaline picrate 









1.6 


All 

0.10 





248 



5.0 

1.9-7.3 

12/60, ACA 

0.10 

0.10 

ND 

0.06-0.13 

37 

83 

92 


4.9 


Manual, AA- 

0.22 

0.17 

ND 

0.12-0.18 

8 

92 

56 




alkaline picrate 









5.0 


All 

0.17 





248 


Glucose, mg/dl 

97.8 

55-110 

12/60-neocuproine 

2.81 

3.17 

ND 


28 

33 

83 


89.1 


Hexokinase 

2.94 

3.00 

ND 


10 

84 

86 


88.9 


AA-ferricyanide 

3.55 

3.46 

ND 


17 

11 

73 


88 7 


Oxidase 

2.95 

3.18 

ND 


13 

162 

86 


89.2 


AA-o-toluidine 

3.03 

3.03 

ND 


9 

7 

86 


90.0 


All 

3.03 



1.0-4.0 

77 

362 

85 


188.8 

113-330 

12/60-neocuproine 

3.71 

5.03 

ND 


31 

33 

90 


173.9 


Hexokinase 

4.19 

5.35 

ND 


8 

83 

94 


178.2 


AA-ferricyanide 

4.81 

5.41 

ND 


19 

11 

100 


174.3 


Oxidase 

4.51 

6.44 

ND 


12 

162 

96 


174.2 


AA-o-toluidine 

8.76 

5.39 

D> 


11 

7 

86 


175.9 


All 

4.62 



5.0-8.0 

81 

362 

91 

Iron, /xg/dl 

76.0 

50-110 

All 

6.4 

5.4 

ND 

2.4-68 

28 

145 

70 


181.3 

114-227 

All 

9.0 

8.3 

ND 

2.3-11.0 

21 

144 

67 


34 
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Iron binding 

278.3 

178-300 

All 

17.9 

16.4 

ND 

10.0-25.0 

16 

99 

87 

capacity, ptg/dl 

342.6 

303-489 

All 

21.4 

20.1 

ND 

8.2-25.0 

29 

98 

77 

Lithium, mEq/l 

0.8 

0.3-1.0 

Atomic absorbtion 

0.08 

0.04 

D> 

0.01-0.05 

15 

16 

75 


0.8 


Manual flame-IL 

0.04 

0.06 

D< 

0.01-0.05 

15 

29 

83 


0.8 


All 

0.05 





67 



1.9 

1 .4-2.0 

Atomic absorbtion 

0.08 

0.06 

ND 

0 .01-0.10 

15 

16 

88 


1.9 


Manual flame-IL 

0.07 

0.08 

ND 

0 .01-0.10 

15 

30 

87 


1.9 


All 

0 08 





68 


Magnesium, mEq/l 

1.4 

1.3-1.9 

Atomic absorbtion 

0.08 

0.06 

ND 

0.03-0.08 

13 

22 

68 


1.3 


Manual 

0.17 

0.16 

ND 

0.12-0.19 

9 

42 

71 


1.4 


All 

0.13 





79 



2.8 

2.0-5.5 

Atomic absorbtion 

0.14 

0.11 

ND 

0.04-0.14 

12 

22 

73 


2.6 


Manual 

0.22 

0.19 

ND 

0 .12-0.20 

11 

40 

48 


2.8 


All 

0.17 





82 


Phosphorus, mg/dl 

3.3 

2.5-59 

12/60 

0.09 

0.12 

ND 

0.05-0.13 

35 

63 

79 


3.3 


Manual, AA 

0.18 

0.14 

ND 

0.09-0.18 

19 

80 

64 


3.3 


All 

0.13 





206 



7.2 

6 .1-8.8 

12/60 

0.17 

0.18 

ND 

0.05-0.20 

27 

63 

70 


7.3 


Manual, AA 

0.32 

0.24 

ND 

0.16-0.25 

11 

70 

41 


7.3 


All 

0.23 





206 


Potassium, mEq/l 

3.6 

3.0-4.9 

Automated flame 

0.07 

0.07 

ND 

0.04-0.12 

34 

53 

92 


3.6 


Manual flame-IL 

0.08 

0.08 

ND 

0.04-0.12 

30 

124 

94 


3.6 


All 

0.08 





254 



6.2 

5.0-8.0 

Automated flame 

0.10 

0.10 

ND 

0.02-0.13 

28 

53 

89 


6.2 


Manual flame-IL 

0.11 

0.10 

ND 

0.06-0.13 

27 

124 

85 


6.2 


All 

0.11 





254 


Sodium, mEq/l 

125.1 

121-132 

Automated flame 

1.5 

1.3 

ND 

0 .6-1.7 

21 

54 

78 


126.1 


Manual flame-IL 

1.4 

1.6 

ND 

0.9-1.9 

22 

120 

77 


125.6 


All 

1.5 





257 



150.6 

133-160 

Automated flame 

1.5 

1.4 

ND 

0.7-1.5 

39 

52 

54 


151.0 


Manual flame-IL 

1.7 

1.6 

ND 

1 .0-1.9 

35 

119 

71 


150.9 


All 

1.6 





254 


Total protein, g/dl 

5.2 

3.3-54 

12/60 

0.11 

0.10 

ND 

0.06-0.13 

25 

71 

86 


5.0 


Manual biuret 

0.19 

0.13 

ND 


5 

29 



5.1 


All 

0.12 





194 



6.6 

5.5-8.0 

12/60 

0.12 

0.12 

ND 

0.07-0.14 

36 

71 

79 


6.6 


Manual biuret 

0.22 

0.24 

ND 


7 

29 



6.7 


All 

0.14 





195 



4.8 

4.7-7.3 

Refractometer 

0.09 

0.08 

ND 


10 

38 



6.9 


Refractometer 

0.09 

0.08 

ND 


10 

40 


Triglycerides, mg/dl 

61.9 

43-126 

Fluorometric 

7.2 

7.9 

ND 


13 

7 



80.9 


Enzymatic 

5.7 

7.3 

ND 


14 

72 



72.1 


All 

5.7 

7.7 

ND 

4.0-10.0 

30 

154 

90 


73.4 


Fluorometric 

6.6 

7.9 

ND 


13 

6 



100.0 


Enzymatic 

5.9 

7.3 

ND 


14 

68 



89.1 


All 

6.1 

7.7 

ND 

4.0-10.0 

30 

153 

84 

Urea nitrogen, mg/dl 

21.9 

12.0-26.8 

6/60, 12/60 (PACP) 

0.6 

0.6 

ND 

0.3-1.0 

45 

87 

100 


21.4 


Urease 

1.2 

1.1 

ND 


6 

107 



21 8 


AA, Diacetyl monoxime 

0.7 

0.7 

ND 

1.5-1.8 

17 

35 

69 


21.7 


All 

0.9 





277 



45.0 

35.0-85.0 

6/60-12/60 (PACP) 

0.7 

1.0 

ND 

0.5-1.3 

34 

87 

97 


44.5 


Urease 

1.8 

2.1 

ND 


7 

106 



45.1 


AA, Diacetyl monoxime 

1.2 

1.4 

ND 

1 .0-1.6 

11 

35 

80 


44.7 


All 

1.4 





273 


Uric acid, mg/dl 

4.8 

3.5-7.0 

12/60, ACA 

0.12 

0.11 

ND 

0.06-0.16 

32 

105 

74 


4 5 


Manual, AA- 
phosphotungstate 

0.21 

0.16 

ND 

0.04-0.20 

17 

70 

61 


4 7 


All 

0.17 





241 



9.9 

7.7-19.1 

12/60, ACA 

0.18 

0.14 

ND 

0.07-0.20 

25 

105 

63 


9.6 


Manual, AA- 
phosphotungstate 

0.35 

0.24 

ND 

0.13-0.30 

11 

70 

56 


9.8 


All 

0.26 





239 



'Difference: ND = not different. SD larger = less than 1.5 
SD smaller 

D> = different, SD larger = 1.5 or more and SD PACP larger than SD comparison 
SD smaller 

D< = different, SD larger = 1.5 or more, and SD PACP smaller than SD comparison 


SD smaller 

Most common range = range from comparison study 2 that includes at least 75 percent of those individual laboratory su values. 


HABA hydroxyaminobenzoic acid albumin method, Technicon 

BCG = bromcresol green albumin method, Technicon 

12/60 = standard SMA 12/60 method. Technicon 

6/60 = standard SMA 6/60 method. Tephnicon 

AA = single and dual channel AutoAnalyzers I and II. Technicon 

ACA = Automatic Clinical Analyzer. Dupont 

IL = Instrumentation Laboratories 
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Table 2. Comparison of Day-to-Day Precision Values of Enzymes from the PACP Quality Control Program (1976-1977) and from the University and 

University-Equivalent Hospitals Study 2 


Enzyme 

PACP 

mean 

Compari¬ 
son range 

Method 

PACP 

1 RSD 

Compari- Differ- 

son 1RSD ence* 

Compari¬ 
son "most 
common” 
RSD range 

No. of com¬ 
parison 
labs 

No. of 
PACP 
labs 

PACP labs 
in "most 
common" 
range (%) 

Acid Phosphatase 

9.0 

no compar- All 
able pools 


17.1 




109 




Alkaline phosphatase 

48.6 

30-119 

12/60 

5.2 

5.7 

ND 

2.3-9.0 

41 

71 

94 


27.8 


Other 

9.6 

6.7 

ND 

3.7-9.2 

15 

171 

73 


39.8 


All 

6.5 





242 



192.8 

120-300 

12/60 

3.1 

5.2 

ND 

1.6-7.1 

35 

71 

100 


123.5 


Other 

5 4 

5.9 

ND 

1 .1-8.0 

9 

167 

87 


165.3 


All 

4.0 





238 


Amylase 

246.3 

70-297 

Amyloclastic 

7.9 

9.4 

ND 

4.6-13.1 

40 

188 

94 


340.0 

303-859 

Amyloclastic 

7.9 

7.3 

ND 

2.2-10.9 

21 

187 

91 

Creatine kinase 

70.4 

71-97 

Kinetic, UV 

94 

12.9 

ND 

6.9-16.1 

13 

148 

95 


80.4 


All 

9.2 





167 



331.3 

100-470 

Kinetic, UV 

6.6 

9.9 

D< 

3.4-12.8 

26 

143 

92 


343.8 


All 

6.9 





165 


Glutamic oxalacetic 

38.1 

14-55 

12/60 

7.7 

8.8 

ND 

4.0-12.7 

29 

54 

94 

transaminase 

27.8 


Kinetic, UV 

9.8 

10 8 

ND 

5.0-14.3 

27 

133 

86 

(Aspartate amino¬ 
transferase) 

36.4 


All 

8.3 





215 



116.2 

56-395 

12/60 

3.8 

4.1 

ND 

1 .0-6.1 

28 

54 

94 


86.5 


Kinetic, UV 

5.5 

6.4 

ND 

2.9-9.0 

21 

120 

93 


106.7 


All 

4.7 





210 


Glutamic pyruvic 

27.1 

3.1-40 

Kinetic, UV 

10.6 

16.6 

D< 

2.1-21.4 

30 

120 

97 

transaminase 

28.5 


All 

13.5 





189 


(Alanine amino¬ 
transferase) 

134.2 

41-149 

Kinetic, UV 

5.0 

8.6 

D< 

3.0-12.5 

21 

119 

99 


134.1 


All 

5.4 





183 


Lactic dehydrogenase 

153.8 

54-200 

12/60 

3.7 

5.6 

ND 

2.3-7.7 

27 

63 

98 


123.2 


Kinetic, UV 

7.1 

8.0 

ND 

2.7-10.5 

28 

122 

92 


129.4 


All 

5.3 





262 



388.3 

328-641 

12/60 

2.7 

3.0 

ND 

1.1-4.6 

14 

63 

92 


324.8 

201-325 

Kinetic, UV 

4.9 

8.3 

D< 

2.0-10.3 

10 

120 

95 


351.6 

328-641 

All 

3.9 





260 


Lipase 

0.78 

0.23-3.4 

All 

29.2 

19.5 

D> 

7.10-22.10 

9 

85 

31 

Definitions and abbreviations are the same as for Table 1, except for the use of the RSD (relative standard deviation) in 

place of the SD (standard deviation). 


Division of Travenol, Inc., Costa Mesa, 
CA 92626) through an in-state dis¬ 
tributor (Laboratory Supply Corpora¬ 
tion, Pittsburgh, PA 15213). Direction 
for the program is provided by a com¬ 
mittee of pathologists and clinical 
chemists appointed yearly by the pres¬ 
ident of the PACP. 

During our study, 194 laboratories 
participated in the program, of which 
108 are located in Pennsylvania. Most 
laboratories submitted data for 
periods of 9 to 13 months, but a few 
participated as briefly as 1 month or as 
long as 15 months. The comparison 
group of 61 laboratories submitted 
data on separate pools for between 6 
and 18 months during 1974 and 1975. 

The computer program used by 
PACP produces for each participant 
laboratory a cumulative mean and a 


pooled SD. This pooled SD is an aver¬ 
age monthly SD weighted by the 
number of analyses performed each 
month. Thus, it reflects day-to-day 
precision over the period of time the 
laboratory is used for a typical inpa¬ 
tient, and is free of effects of slowly 
changing systematic bias over the 
longer period of the entire study. Simi¬ 
larly, method pooled SDs, reported 
here, represent the weighted average 
monthly SD of laboratories using that 
method. 

Comparison SDs were derived by 
Kurtz et al. 2 by averaging monthly 
SDs from a particular laboratory 
whenever separate monthly statistics 
were available; otherwise, the 
cumulative SD for the entire period 
was used. Weighting was not possible 
in that study because information 


about the number of analyses was not 
uniformly available. 

No attempt was made in our study 
to calculate the dispersion of SD val¬ 
ues or to remove outliers as was done 
in the comparison study. In each study 
enzyme data were processed identi¬ 
cally with those of other constituents, 
except that the relative standard de¬ 
viation (RSD; coefficient of variation) 
was used to facilitate comparison of 
precision in the face of differing en¬ 
zyme units. 

Methods selected for comparison 
were those previously chosen in the 
comparison study and do not necessar¬ 
ily represent either those most com¬ 
monly used by PACP participants or 
those that are most precise. For each 
constituent and enzyme, a precision 
figure representing the average SD of 
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all PACP participants regardless of 
method is also reported. 

Results 

Tables 1 and 2 include the PACP 
and comparison SD values for chemi¬ 
cal constituents and RSD values for 
enzymes. Each PACP value is com¬ 
pared to the one reported in the com¬ 
parison study from the group of pools 
whose range includes the PACP mean. 

Values for SD or RSD are compared 
by an approximate test of SD differ¬ 
ences, by which differences are con¬ 
sidered significant only when one of 
the test SD pairs is 1.5 times greater 
than the other. 2 True f-testing was not 
performed because of lack of data 
about the number of analyses in each 
comparison group. 

The percentage of PACP partici¬ 
pants whose SD or RSD values lie 
within the "most common” range of 
comparison laboratory values is list¬ 
ed. The "most common” range in¬ 
cludes at least 75 percent of the com¬ 
parison laboratories. 

Discussion 

The tabulated comparisons show 
that in 97 instances, there is no de¬ 
monstrable difference between PACP 
participants and comparison hospi¬ 
tals; in 5 instances, PACP precision is 
better; and in 3 instances, the preci¬ 
sion of the comparison hospitals is bet¬ 
ter. This distribution is approximately 
what would be expected according to 
chance alone were the groups perform¬ 
ing at equivalent precision levels, 
with p less than 0.05. 

For most constituents, the SD val¬ 
ues of both groups are in close corre¬ 
spondence. Further, for most constitu¬ 
ents and enzymes, the percentage of 
PACP participant laboratories with 
precision in the "most common” range 
approaches or exceeds 75 percent. This 
result is remarkable because outliers, 
which affect this count considerably, 
have not been excluded from the 
PACP data. 

We conclude that the group of 
laboratories participating in the 
PACP program exhibit state-of-the- 
art precision that is indistinguishable 
from the comparison group of tertiary 
care laboratories. This close agree¬ 
ment of precision performance be¬ 
tween general laboratories and uni¬ 
versity hospital laboratories has been 
demonstrated for 10 of 14 nonenzyme 


constituents, using multigroup data 
from the College of American 
Pathologists Quality Assurance Ser¬ 
vice 2 and also using results from the 
College of American Pathologists na¬ 
tional clinical chemistry survey. 4 

Our study, which is the first to use 
data from a single, state society spon¬ 
sored program, has yielded compari¬ 
son information for 27 commonly 
analyzed constituents, including the 
first enzyme comparisons. 

Studies such as the one we con¬ 
ducted give an indication of existing 
intralaboratory precision, but they do 
not answer the fundamental question 
of whether existing precision is suffi¬ 
cient to support medical decision mak¬ 
ing. Definition of acceptable precision 
limits must rest finally on concepts of 
medical usefulness. The cooperation of 
clinicians with laboratory investiga¬ 
tions attempting to define medically 
useful limits of precision 5 is essential. 
Only in this way can laboratories 
reach the middle ground of realistic 
precision performance, avoiding on 
one side the errors caused by impre¬ 
cise data and on the other the in¬ 
creased costs of medically unneces¬ 
sary precision. 

Although average precision levels 
reported here should serve as reassur¬ 
ance of the general level of perform¬ 
ance of participant laboratories, pa¬ 
tient care decisions should be made 
only with knowledge of the precision 
levels being obtained specifically by 
the individual laboratory. This infor¬ 
mation should be readily available 
from each laboratory director or his 
designated quality control super¬ 
visor. □ 
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Pittsburgh poison center hub of state network 


Patti Adami, Assistant Director 
Department for Specialty Societies 


"Poison control is not just a pedi¬ 
atric concern, but is the concern of the 
physician who handles adolescent, 
adult, and even geriatric patients,” 
says Richard W. Moriarty, M.D., di¬ 
rector of the National Poison Center 
Network in Pittsburgh. A native of 
Pittsburgh, Dr. Moriarty has spent 
much of the past six years developing 
and operating the National Poison 
Center Network, which he founded in 
1971. 

Dr. Moriarty first saw the need for 
an organized poison control center 
during his internship at Children’s 
Hospital in Pittsburgh. 

"The Poison Center at that time 
consisted of a telephone and some 
source books. Without a full-time 
physician to staff the Center, it was 
disorganized and the quality of care 
varied.” 

When he became chief pediatric res¬ 
ident at Children’s Hospital in 1970, 


Pennsylvania Poison Center Network 

Pittsburgh Poison Center 
Children’s Hospital of Pittsburgh 
(412) 681-6669 

Satellites: 

Altoona Region Poison Center 
Mercy Hospital 
(814) 946-4711 

Huntingdon Poison Center 
(304) 696-2224 

Lehigh Valley Poison Center 

(215) 433-2311 

Mahoning Valley Poison Center 
St. Elizabeth Hospital 

(216) 746-7231 

Northwest Poison Center 
St. Vincent Health Center 
(814) 459-4000 

Susquehanna Poison Center 
Geisinger Medical Center 
(717) 275-6116 

Southern Tier Poison Center 
Binghamton General Hospital 
(607) 723-8929 



Dr. Moriarty decided to devote much 
of his time to developing a more effi¬ 
cient and comprehensive poison 
center. A generous grant from the Al¬ 
legheny Foundation made it possible 
to hire staff for the Center. 

The National Poison Center Net¬ 
work now links 28 major poison cen¬ 
ters, 13 universities, and more than 
150 hospitals nationwide. The 
Pittsburgh Poison Center is a depart¬ 
ment of the Children’s Hospital and is 
affiliated with the University of 
Pittsburgh. It is the national head¬ 
quarters for NPCN and the regional 
center for Pennsylvania. 

Three kinds of facilities are linked 
together in the National Poison 
Center Network: regional centers, 
satellite centers, and member hospi¬ 
tals. The Pittsburgh Regional Center 
is linked to a network of 7 satellite 
centers located in Altoona; Danville; 
Erie; Huntingdon, West Virginia; 
Youngstown, Ohio; and Binghamton, 
New York, and to 28 member hospi¬ 
tals. 

Satellite centers are staffed and 
equipped much like regional centers 
and have their own network of 
member hospitals. Emergency rooms 
of member hospitals are staffed by pro¬ 
fessionals trained in the manage¬ 
ment of poison emergencies. Each 
emergency room is equipped with 
a telecopier which links it to the re¬ 


gional center or nearest satellite 
center. 

When a call comes into a regional or 
satellite center about a suspected 
poisoning, the center obtains all the 
necessary information from the caller. 
In most cases, treatment can be car¬ 
ried out in the home, but if profes¬ 
sional medical attention is needed the 
center refers the case to the nearest 
member hospital. While the patient is 
en route to the hospital, vital informa¬ 
tion about the victim, the suspected 
poison, and recommended treatment 
is transmitted via telecopier from the 
center to the member emergency 
room. By the time the patient arrives, 
the emergency room staff is ready 
with all the necessary information 
and equipment for treatment. 

"The purpose of the network is two¬ 
fold,” explains Dr. Moriarty. "The first 
and most important purpose is to give 
the public a place to call in the event of 
a poison emergency at home. 

"Our studies show that 85 percent of 
all poison emergencies can be handled 
at home. We want the public to call 
their nearest poison center first. Then, 
if it is determined that the victim 
needs hospitalization, the poison 
center staff can tell them which hospi¬ 
tal to go to and alert that hospital to 
prepare for the emergency.” 

The second responsibility the center 
has is to the physician. 


38 


Pennsylvania Medicine, March 1978 






Poison Prevention Week—March 19-25 


national 

POISON CENTER 
NETWORK 



"Few physicians have the training 
and resource materials available to 
handle serious poison emergencies,” 
says Dr. Moriarty. "But a simple tele¬ 
phone call to the nearest regional or 
satellite center will supply the doctor 
with the information he needs about 
the ingested poison and recommended 
antidotes.” 

Dr. Moriarty stresses the need for 
the physician to recognize that they 
are not just dealing with the three- 
year-old who drinks a bottle of furni¬ 
ture polish, but a whole spectrum of 
poisoning cases from drug abuse and 
suicide attempts to prescription mix- 
ups. 

"The physician must realize that ac¬ 
cidental ingestions are not always ac¬ 
cidents, but may indicate child abuse. 
This points up the need for the physi¬ 
cian to get involved in the educational 
aspect of poison control to be able to 
identify and treat these unusual 
poisoning cases.” 

The Pittsburgh Regional Center 
conducts educational programs to 
teach physicians, nurses, pharma¬ 
cists, paramedics, and other allied pro¬ 
fessionals to manage poison emergen¬ 
cies. The Center also publishes ten 
times a year the NCPN Poison Infor¬ 


mation Bulletin, which features per¬ 
tinent articles on poison treatment. 

The Pittsburgh Poison Center 
shares its telephone number with the 
Pharmaceutical Profile Center. Medi¬ 
cal professionals can call 24 hours a 
day, 7 days a week for information 
about drug interactions, compatibility 
selection, and related drug questions. 
There are two such centers in Penn¬ 
sylvania. One is a department of 
Mercy Hospital of Pittsburgh and is 
affiliated with Duquesne University 
School of Pharmacology. The newest 
center operates out of the Wil¬ 
liamsport Hospital in Lycoming 
County. 

Combining the staffs and facilities 


of the Pittsburgh Poison Center and 
the Pharmaceutical Profile Center 
provides a wide range of expertise and 
knowledge of poison and drug man¬ 
agement. 

But does the National Poison 
Center Network work? 

Prior to the start of the program, the 
Pittsburgh area averaged three 
deaths a year from accidental poison¬ 
ings. In the past five years, not one 
child under the age of five has died 
from accidental poisoning. 

"There’s no doubt about it, the sys¬ 
tem does work,” says Dr. Moriarty. 
"And I believe the more physicians 
know about it and use it, the more 
effective it will be.” 


NEW YORK UNIVERSITY POST-GRADUATE MEDICAL SCHOOL 
announces the following AMA and AAFP approved seminars 


ADVANCES IN CLINICAL HEMATOLOGY AND ONCOLOGY 
FOR THE PRACTICING PHYSICIAN 
with 

Patient Management Problems and Demonstration Workshops 

Wednesday to Friday May 17 to 19, 1978 

Course Director: Dr. Michael J. Freedman 


INFECTIOUS DISEASES AND ANTIBIOTIC USE 
with 

Patient Management Problems 

Saturday and Sunday 

Course Directions: Ors. James Rahal, Jr. and 
Michael S. Simberkotf 


May 6 and 7, 1978 


This course is designed for physicians (who are not hematologists or oncologists) to assist them in 
updating their diagnostic and therapeutic skills for the effective management of patients with hematolog¬ 
ical diseases and malignancies. Special emphasis is on the practical application of newer techniques of 
diagnosis and treatment in both the office and hospital setting Morning sessions include core lectures 
stressing the latest clinical concepts in hematology/oncology. The afternoon program consists of 
commonly encountered patient management problems using the case study method, and audiovisual 
demonstrations of morphologic and laboratory diagnosis. A written syllabus supplements the in¬ 
structional materials. Ample time is provided for questions and discussions from course participants. 

GUEST SPEAKER: William B. Castle, M.D . Francis W Peabody Faculty Professor of Medicine, 

Emeritus, Harvard University 

Accreditation: 21 AMA Category I credit hours; 21 AAFP prescribed hours. 


For primary care physicians to improve and update basic knowledge and clinical skills in managing 
patients with common infectious diseases. Teaching emphasizes practical problem solving built around 
carefully selected case studies that illustrate common clinical problems in office and hospital practice. 
Instructors review each case giving their views on differential diagnosis and proper approaches to 
treatment. Registrants participate through the use of anonymous self-assessment questions. Special 
attention is given to untangling difficult diagnostic and treatment dilemmas and identifying and dealing 
with complications of therapy. There is ample opportunity for questions and informal interchange 
between instructors and registrants. Registrants are invited to submit problem cases from their 
practices for discussion. 

Accreditation: 14 AMA Category I credit hours; 14 AAFP prescribed hours. 

Fee: $175 


Fee: $250 

Special Note: Tuition includes continental breakfasts, refreshments and 
lunches. There is a 10% reduction in tuition for each course after the first 
one taken at NYU Post-Graduate Medical School during any one 
academic year (Sept-Aug). 


For information, write or phone: 

Registration Department, NYU Post-Graduate Medical School 
550 First Avenue, NYC, NY 10016; 212-679-3200, Ext. 4038. 
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COLBY PROCLAIMS 
S WOMAN SUFFRAGE 


Social Security Bill Is Signed; 
Gives Pensions to Aged, Jobl 


Signs Certificate of Ratification 

at His Home Without Roosevelt Approves Message Intended to Benefit 30,001 
Women Witnesses. j Persons When States Adopt Cooperating Laws-He Ci 

the Measure ‘Cornerstone’of His Economic Progran 


MILITANTS VEXED AT PRIVACY. 


Wanted Movies of Ceremony, 
But Both Factions Are 




SENATE APPROVES 
18-YEAR OLD VOTE 
IN ALL ELECTIONS 


Amendment to Constitution 
is Sent to House, Where 
Passage is Expected 


WASHINGTON, Aup. 14, 
The Social Security Bill, pro 
a broad program of unemplo 
insurance and old age pel 
and counted upon to benefi 
20,000,000 persons, became 1 
day when it was signed by 
dent Roosevelt in the prese 
those chiefly responsible fo 
ting it through *< 

B1 r. Rot >evelt cal 
“the < erstone 
wh i xc3 >eing 1 
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WASHINGTON,MarchlO, 
1971—The Senate approve^ 

Mot oa to o -nd sev; “ 
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TRUMAN CLOSES 
TED NATIONS CONFEREK 
ITHPLEA TO TRANSLAT 
CHARTER INTO DEEDS 

NEW WORLD HOPE 
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President Hails ‘Great 
Instrument of Peace,’ 
Insists It Be Used 


8K 


HISTORIC LANDMARK 



es Peace Gain 




"If we fail to use it,” he declared 
to the solemn final meeting of the 
delegates, Sve shall, betray all of 
those who have died in order that 
we might nieet here in freedom and 
safety to create it.’ 

"If we seek to use.it selfishly-for 
the advantage of any one nation or 
any small group of nations—we 
shall be equally guilty of that be¬ 
trayal.” 

Fervent Interpolation 

The President, speaking in the 
auditorium of the War Memorial 
Opera House, built in memory of 
sons of the Golden Gate city who 
gave their lives in the first World. 
War, in which he himself served, 
seemed to give unconscious expres¬ 
sion to the solemn feeling of the 
Occasion when, at the outset of his 
speech, he Interpolated the words, 
half a hope, half a prayer: 

"Oh, what a great day this can 
be in history!” 

Just before the nlenarv session 



the Drat 



No 


WASHINGTON, Jan. 27, 
1973—“With the signing of 
the peace agreement in 
Paris today, and after re¬ 
ceiving a report from the 
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PATIENT PACKAGE INSERTS: A 
CONCEPT WHOSE TIME HAS COME? 


The consumer’s right to knoiv is an ir¬ 
reversible and desirable trend of the 
Seventies. It extends, and properly, to a 
patient’s right to know more about his 
or her prescription medications. One 
way, gaining favor, is through patient 
package inserts. Wisely-prepared and 
properly distributed when medically in¬ 
dicated, they could markedly improve 
patient knowledge and drug therapy— 
laudable goals by anyone’s standards. 

The PMA endorses these goals and 
will work with government, the health 
professions and consumers to achieve 
them. 

_ The Advanta ges_ 

The concept holds promise of benefits: 
better patient understanding of the 
product prescribed, better adherence 
to the treatment plan, and more aware¬ 
ness of possible side reactions. 

Every doctor has had patients 
who fail to finish antibiotic regimens 
because they feel better. Some patients 
assume that if one tranquilizer or 
analgesic is good, two may be twice as 
g(x>d. Still others fail to report dizzi¬ 
ness while on antihypertensive therapy 
—and so on. 

Problems like these might arise 
less often if the patient received writ¬ 
ten information in addition to verbal 
instructions. Some studies suggest 
that patients are more receptive to 
such materials, and they more often 
understand the verbal instructions and 
follow them, when inserts are used. 

The Disadvanta ges_ 

There are also some potential prob¬ 
lems. Obviously, the inserts must be 
clearly phrased, without extraneous or 
complex detail. How much information 


is enough? How can it be kept current? 
Should all patients receive the same 
information? Should inserts be in¬ 
cluded with all drugs? Should only 
potential problems be listed or are 
patients better off with a “fair balance” 
presentation that describes usefulness 
as well as drawbacks? 

These and similar questions 
require answers, since model inserts 
have yet to be properly developed and 
tested. Despite the need for these 
studies, the FDA is proceeding pre¬ 
maturely with inserts on selected 
products. We think the Congress is the 
only place where the matter can be 
given the proper legal status and 
direction, particularly since it repre¬ 
sents a conceptual change in the legal, 
medical and social framework of the 
nation’s prescription drug information 
system. 

The Solution 

The PMA believes that carefully- 
devised pilot studies of various kinds 
of inserts are needed. They should be 
developed and implemented with full 
participation by doctors, pharmacists, 
consumers, communications experts 
and the drug industry. Such studies 
will provide reliable pathways to 
follow, so that inserts will be useful 
aids to medical practice. 

And particularly we think that 
you should be closely involved in this 
debate and in these studies and deci¬ 
sions. Otherwise, people with less 
experience and qualifications may 
control the purposes, content and use 
of a tool with considerable promise for 
improved patient care. It could make a 
difference in your practice tomorrow, 
and more importantly, in the health 
of your patients. 


EMk 

THE PHARMACEUTICAL MANUFACTURERS ASSOCIATION 
1155 FIFTEENTH ST, N. W„ WASHINGTON. D. C, 20005 










practice management 


Create atmosphere encouraging employe self-motivation 


Leif C. Beck, LL.B., C.P.B.C. 
Vasilios J. Kalogredis, J.D. 


M any studies and publications 
have attempted to define the 
complexities of human behavior 
within an organization. No theoretical 
solution, however, may be applied to 
all organizational and motivational 
problems. 

In this article, we outline some 
theories and assumptions about indi¬ 
viduals which can be applied to the 
administration and management of 
medical office personnel. 

Needs—motivation theory 

Abraham Maslow, a well known au¬ 
thority in the field of motivation, 
wrote of a hierarchy of human needs 
which provide the basis for motivation 
underlying individual activity. 

He postulated that there are suc¬ 
cessive levels of human needs and that 
the need which is prevalent or domi¬ 
nant at a particular time governs the 
effort exerted to achieve a given objec¬ 
tive. Once a need has been satisfied, it 
can no longer serve as an effective 
motivator. As one set of needs is satis¬ 
fied, however, another set emerges to 
serve as the dominant motivator of 
behavior. 

Maslow identifies these five basic 
sets of needs, which emerge in a given 
order, according to their priority: 

• Physiological —Man’s need for 
food, water, air, rest, shelter, and 
exercise is most basic. If an individual 
is hungry, he will expend his last 
ounce of energy to obtain food. Thus he 
is strongly motivated to obtain things 
which help satisfy this need. Once 
satisfied, he is no longer motivated to 
expend much effort in obtaining more 
food or water. This illustrates a key 
concept of Maslow’s motivational 
theories: a satisfied need is not a strong 
motivator of human behavior. 

• Safety or security —The need for 
safety or security requires physical 
and emotional security and freedom 


from deprivation and threat. The in¬ 
dividual must feel that he is getting 
"the fairest possible break.” When 
physiological needs are satisfied and 
therefore no longer motivating, the 
safety or security need becomes the 
primary motivator. 

• Social —An individual’s social 
needs may be met when he feels a 
sense of belonging to a group and an 
association with fellows; when he is 
accepted by peers; and when he is able 
to give and receive friendship and 
love. 

• Ego —Ego needs fall into two 
categories: (1) the need for self esteem, 
self respect, self confidence, au¬ 
tonomy, competence, and knowledge 
(basically, a feeling that one matters 
as an individual); and (2) the needs for 
reputation, status, recognition, ap¬ 
preciation, and the respect and praise 
of fellows. 

• Self fulfillment —Maslow’s 
hierarchy culminates in the need for 
self fulfillment. The need becomes 
operative only when all four lower 
level needs have been satisfied. This 
final requirement is met when one is 
allowed and able to realize his highest 
potential and to continue his growth 
and development. 

Because this highest level is the 
goal that should be sought by and for 
all employes, we will examine the 
traits of the self-actualizer. 

The lower level needs of the self ac- 
tualizer have been, or are being, met 
and thus he is motivated by his own 
need for continued self development 
and fulfillment. 

What are some of the characteristics 
of such an individual? He accepts him¬ 
self as he is, knows his strengths, and 


The authors are the principal consul¬ 
tants of Management Consulting for 
Professionals, Inc., Bala Cynwyd. 


builds upon them; he acknowledges 
his mistakes and failures and accepts 
them for what they can teach him; he 
recognizes that he is human, less than 
perfect, and therefore takes advan¬ 
tage of constructive criticism and 
suggestions. 

A self-actualizer is realistic, aware 
of his capabilities and those of others. 
He knows what can be done. 

He is tolerant of uncertainty and 
change. Not afraid of new ideas and 
conditions, he is willing to be innova¬ 
tive and to function within new 
parameters. He accepts others as they 
are and is willing to work wholeheart¬ 
edly and closely with new personnel. 
He is not afraid to make independent 
decisions. 

The self-actualizer is committed to 
work and goes beyond the call of duty 
because of a belief in what is being 
done. 

Finally, the self-actualizer is ap¬ 
preciative. He has a genuine interest 
in others and is grateful for the rich¬ 
ness of life and the opportunity to be, 
to feel, to know, to do, to create, and to 
become. 

Operating under the hierarchy of 
needs approach, the function of a med¬ 
ical office personnel manager or ad¬ 
ministrator becomes a process not of 
motivating staff members but of find¬ 
ing out which level of need is felt most 
strongly by each person. An attempt 
should then be made to provide condi¬ 
tions which will enable each individ¬ 
ual to satisfy his strongest need, while 
at the same time satisfying the organ¬ 
ization’s need for performance from 
the individual. Thus organizational 
leadership is not a manipulative but a 
facilitative process. 

Theory X 

Douglas McGregor, another expert 
in the field of motivation and organi¬ 
zational behavior, did much to over- 
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turn traditional theories of behavior. 
It was McGregor’s belief that the con¬ 
ventional conception of organizational 
leadership’s role in directing human 
energy toward organizational goals 
had been based on at least three as¬ 
sumptions about human behavior 
with which he disagreed. 

This set of assumptions, which he 
termed "Theory X,” are as follows: 

1. Average human beings have an 
inherent dislike for work and will 
avoid it if possible 

2. Because of man’s dislike for work 
he must be coerced, controlled, di¬ 
rected, manipulated, or threat¬ 
ened with punishment in order to 
put forth satisfactory effort to¬ 
ward accomplishing the organi¬ 
zation’s objectives 

3. The average person prefers to be 
directed and wishes to avoid any 
responsibility. He has little or no 
ambition and wants security 
above all 

Theory X had long been the ac¬ 
cepted approach to motivation and 
productivity. In McGregor’s mind, 
Theory X merely demonstrates what 
happens to employe productivity as a 
consequence of management’s appli¬ 
cation of the philosophy espoused by 
Theory X. The factors underlying 
motivation (cause) and the evidence of 
motivated productivity (effect) were 
ignored in Theory X. 

McGregor drew from Maslow’s 
needs-motivation theory and his 
studies on motivation. He noted that 
for all practical purposes, physiologi¬ 
cal and safety/security needs have 
ceased to exist in our society. Manag¬ 
ers and physicians often wonder why 
their employes are not more product¬ 
ive. They receive good wages and ex¬ 
cellent fringe benefits, have good 
working conditions and steady 
employment. Yet in many instances 
individuals are not willing to put forth 
more than minimum effort. 


Because physiological and safety 
needs have been provided for, the 
motivational emphasis in today’s soci¬ 
ety has shifted to the social and, in 
some instances, to the ego need level. 
Unless work provides an opportunity 
to satisfy these higher level needs, 
employes will feel deprived and their 
behavior will reflect this feeling. 

If management continues to focus 
attention on physiological needs, 
employes will make consistent and 
unreasonable demands for more fi¬ 
nancial rewards. Money becomes 
more important because it enables 
purchase of material goods and ser¬ 
vices that may provide limited satis¬ 
faction of the thwarted higher needs. 
In reality, money has limited value in 
satisfying most higher level needs. It 
can become the focal point of interest, 
however, if it is the only means for 
obtaining satisfaction. 

It is important to note that man¬ 
agement cannot provide self respect or 
self fulfillment; it can only create con¬ 


ditions to allow and encourage 
employes to seek satisfaction for 
themselves. Too often, however, con¬ 
ditions thwart such improvements. 

Theory Y 

In light of current social conditions, 
McGregor reasoned that management 
needs a different set of assumptions. 
His more humanistic approach is 
termed "Theory Y.” 

Theory Y is based on the following 
assumptions: 

1. The expenditure of physical and 
mental effort in work is as natu¬ 
ral as rest and play 

2. People are not by nature passive 


or resistant to organizational 
needs. In some cases they have 
become so as a result of past or¬ 
ganizational experiences 

3. The motivation, the potential for 

development, the capacity for as¬ 
suming responsibility, and the 
readiness to direct behavior to¬ 
ward organizational goals are 
present in all people— 

management does not put them 
there. Thus a manager or super¬ 
visor is responsible for making it 
possible for individuals to recog¬ 
nize and develop those human 
characteristics for themselves 

4. The essential task of a leader is to 
arrange conditions within the or¬ 
ganization so that employes can 
best achieve personal goals by di¬ 
recting their efforts toward or¬ 
ganizational objectives 

Theory Y thus suggests a process of 
creating opportunities, releasing po¬ 
tential, removing obstacles, encourag¬ 
ing growth, and providing guidance. 


While Theory X represents a static 
and somewhat pessimistic view of 
people, Theory Y is optimistic and 
humanistic, reflecting a feeling of un¬ 
limited potential for personal and or¬ 
ganizational growth. It is more dy¬ 
namic and amenable to the changing 
nature of organizational and individ¬ 
ual needs. 

The ideas outlined above, while the¬ 
oretical, are of very real importance to 
the effective management of an organ¬ 
ization. The medical practice setting is 
no exception, and with a knowledge of 
these concepts the physician and his 
staff may become more effective lead¬ 
ers of personnel. □ 


Management cannot provide self respect or self fulfill¬ 
ment; it can only create conditions to allow and encour¬ 
age employes to seek satisfaction for themselves. 
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editorials 


Health care costs quality—no easy answers 


The continuing debate on how to arrive at a way to 
provide quality health care at a reasonable cost for 
the American public will be with us for some time to 
come. Experts with all sorts of ideas will offer a spec¬ 
trum of remedies to the problem, depending on 
whether they interpret cost or quality as the prime 
consideration at the moment. 

If only the problem were a simple one! Consider the 
patient. If only he would eat the right foods, maintain 
a "normal weight,” stop smoking, and follow a physi¬ 
cal fitness program. 

If only the country had no poverty, pollution, care¬ 
less drivers, or drug abusers. 

If only we had a government that trusted the pri¬ 
vate sector of the economy, that allowed free enter¬ 
prise to function, with cooperation as the cornerstone 
for progress. The adversary position that now exists 
between government bureaucrats and private pro¬ 
viders of health care perpetrates and perpetuates 
mistrust. 

If only we had simple recognition by decision mak¬ 
ers of the fact that rising health care costs are the 
result of many factors beyond the control of provid¬ 


in my opinion 



ers. These include malpractice, defensive medicine, 
mountains of paperwork, inane rules and regulations 
governing safety, utilization review, public ac¬ 
countability, inflation, and giving hospital employes 
wages and fringe benefits equivalent to those pro¬ 
vided to the majority of those in the nation’s work 
force. 

If only the providers—health care professionals, 
health care institutions, and insurance carriers— 
could find enough common interest to work together 
for the benefit of all. 

It must be apparent to all concerned that no one is 
going to benefit if we providers of health care remain 
at odds with industry, labor, and the government 
bureaucracy. 

If we are to have a safe, sensible national health 
policy, lines of communication among these impor¬ 
tant groups must be maintained. The balance of 
power cannot be vested in any one group—least of all 
the faceless bureaucracy that answers to no one and 
will presume to plan for all unless controlled. 

David A. Smith, M.D. 

Medical Editor 


What’s in a name? 

Here we are in 1978! 

The older we get the more we appreciate the fact 
that we are still here, and alive. Still free to practice 
medicine wherever we wish; to select the hospitals we 
want, the specialty we desire, the patients we choose. 
The end of 1978 may bring us a different omen. 

The new year found many of us protected by a 
different shield in malpractice insurance. Instead of 
Argonaut, which has been our insecure and forever 
threatening company, we are now protected by 
PMSLIC, our own insurance company under the 
aegis of the Pennsylvania Medical Society. This gives 
us a feeling of relief, of security, of maturity. We 
should be thankful to our officers for having suc¬ 
cessfully manipulated the change—quickly and 
wisely. 

With one exception! 

The word mandatory should have been avoided. 
Physicians hate to be told "You must, or else,” "Do it 
or get out,” "We don’t need you,” "The hell with you!” 
Mandatory and obligatory never have been popular 
words in the medical profession—and the term 
applied to the assessment left a bad taste in every¬ 


body’s buds. Over $7 million was raised to capitalize 
PMSLIC, but many contributed reluctantly and un¬ 
happily. The assessment could have been "needed,” 

Dr. de Prophetis is editor of The Bulletin, official publication 
of the Delaware County Medical Society. His commentary first 
appeared there. 

"required,” or "necessary” and it would have brought 
the same response. But doctors are an independent 
breed. They are tired of signing charts, or else; of 
attending meetings, or be dropped; of paying dues, or 
be suspended. They are unwilling to be commanded. 

Assessments, like medicine, can be made more 
palatable when administered with gentleness and 
carefulness. The results are the same. 

That could have been so with PMSLIC. 

Rocco de Prophetis, M.D. 

Chester 

More questions on PMSLIC 

I am submitting the following editorial as an oppo¬ 
site view on the way PMSLIC was handled and I 
respectfully request that this editorial be printed. 

Robin Hood said thank you after he robbed his 
victims. This was my first thought when I read the 
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glowing account of the success of the "one-time” 
mandatory assessment for PMSLIC. Mandatory was 
wrong, immoral. It was poor management and lead¬ 
ership and if this mandatory assessment is not chal¬ 
lenged who is to say that there won’t be more man¬ 
datory "one-time assessments.” 

Even though one can agree with the philosophy of 
the need for PMSLIC, too many questions have been 
left unanswered, which leaves serious doubt in the 
minds of many of our colleagues on how the Argonaut 
dilemma came about and subsequently was handled. 

In my opinion, it is the height of hypocrisy when 
Dr. John Blady in his letter of November 4, 1977 and 
again Dr. David Masland, president of PMSLIC, 
state that "time and again through the 129-year his¬ 
tory of PMS we have worked together to aid segments 
of our membership experiencing a particular 
problem.” We were not allowed to help; we were 
forced at the point of expulsion from the society. 

I respect my privilege to be a member of the soci¬ 
ety but a mandatory assessment with the risk of 
expulsion makes our leaders dictatorial. True, more 
than 10,000 physicians have paid their assessments 
(so did I, under protest and in small coins). However, 
the number of physicians not paying or paying dis¬ 
gusted is high. Some physicians who had just joined 
Argonaut were caught in a double bind and I think it 
was wrong that none of them was advised by the PMS 
staff that PMSLIC was in the making. The following 
set of questions have been asked many times by 
physicians and should be answered publicly: 

1. What happened to Argonaut’s agreement with 
PMS? The explanations given by PMS staff so far 
have been unsatisfactory. What was Frank Hall’s 
role in the whole affair? If it was not positive, why 
was he again retained? 

2. Why should members who were forced to pay a 
mandatory assessment be expected to pay a higher 
selective assessment later if they don’t wish to enter 
the company now? 

3. Why wasn’t there an open discussion or a vote by 
the membership on PMSLIC or Health Care Securi¬ 
ty, Inc., or even JUA (new vote on JUA since cir¬ 
cumstances had changed)? 

4. What are the internal operating costs and the 
external operating costs, such as broker and legal 
fees, for PMSLIC? 

5. Why are all investments, legal, and managerial 
organizations located in the eastern part of Pennsyl¬ 
vania or New York and was there a true bidding for 
the best possible selection of these organizations? Are 
Pittsburgh’s banks not good enough even though we 
paid a large share of the company? 


6. Have other management companies, such as Cor¬ 
porate Risk Management, Inc., in Youngstown, Ohio 
been given a chance to bid? 

It seems to me that the PMS staff and leaders have 
been so preoccupied with the PMSLIC situation that 
they have neglected to keep up with other devel¬ 
opments important to Pennsylvania medicine. 

For example, the state welfare department has re¬ 
cently upped its rates for hospital emergency room 
visits to $12 while the private physicians still get $6 
an office visit. In addition to that, the state welfare 
department is putting all its medicaid billing on 
computers, making it very cumbersome for physi¬ 
cians. 

To the best of my knowledge, our medical society 
staff had no input into the computer program and 
they were not involved in this new billing procedure 
until after the computers were already set up for the 
new billing procedure. We are again seemingly in¬ 
volved after the fact. Why couldn’t we once be ahead of 
the game and practice good preventive medicine? 

Walter M. Greissinger, M.D. 

Pittsburgh 

PMSLIC president gives answers 

Dr. Greissinger’s editorial regarding PMSLIC is 
most welcome. Welcome because it demonstrates the 
depth of the misconceptions regarding PMSLIC and 
because it gives me an opportunity again to bring to 
our membership the PMSLIC story. 

I cannot in an editorial of reasonable length com¬ 
pletely discuss the Argonaut dilemma, as Dr. Greis¬ 
singer terms it. Suffice it to say the Pennsylvania 
Medical Society, as did a number of other state 
societies, entered into a contract with Argonaut be¬ 
cause many of the old carriers were fleeing the state 
and those that remained were writing so selectively 
that thousands of our members faced the future 
without any available coverage. 

Unlike other states, we yearly negotiated a five- 
year, iron-clad contract with Argonaut so that when 
the crisis hit in 1974 and Argonaut left all the other 
states, it could not leave Pennsylvania. This started 
what Dr. Greissinger refers to as the crisis. We had 
an unwilling carrier by the tail. It sued us to break 
the contract, it sued for damages, and it sued for the 
sheer hell of it. Argonaut went before the Insurance 
Commissioner one or two times each year seeking 
unjustified rate increases that we fought with some 
success. Finally last year, a negotiated withdrawal of 
Argonaut and replacement with PMSLIC was ob¬ 
tained, largely on our terms. 

The House of Delegates determined to raise the 
necessary start-up funds by an assessment of the 
entire membership because this is a Society problem, 
not an Argonaut subscriber problem. Without Ar- 
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gonaut or PMSLIC in place, the Insurance Commis¬ 
sioner presently has the statutory power and au¬ 
thority to make an exclusive JUA, something 90 per¬ 
cent of our members said they did not want. The effect 
of this action would be to make it impossible for 
Medical Protective to do business in Pennsylvania, 
thereby depriving over 6,000 of our members a pre¬ 
ferred rate. 

Had a statewide JUA been declared, our non- 
Argonaut members would have been forced to pay 
many times the $250 they have been asked to con¬ 
tribute to capitalize our company. By ending the war 
of attrition with Argonaut the Society can stop the 
drain on its finances and use its resources to fight for 
tort reform in the Legislature. 

Dr. Greissinger asks some questions which I’ll at¬ 
tempt to answer. What was Frank B. Hall’s role? 
Those who worked with Hall for the last few years 
can find very little to criticize and much to commend. 
This is particularly true of John Smither, who ad¬ 
ministered the program. Why were they retained? 
The contract requires that they be the broker until 
June 1, 1979 and there were no grounds to break 
that part of the contract even had we so desired. 

Why a higher selective assessment to those who 
buy PMSLIC coverage later? This is a misun¬ 
derstanding. Only those who wish to become 
PMSLIC insureds are required to pay the selective 
assessment. The formula for computing the selective 
assessment will remain the same no matter when a 
member buys insurance, but the amount of the selec¬ 
tive assessment may change because the premium, 
and the territory and risk classification on which the 
premium is based, is subject to change. 

Why not open discussions? A poll was taken of the 
membership and open discussions were held re¬ 
peatedly in the House of Delegates. These discussions 
were open to all members of the Pennsylvania Medi¬ 
cal Society. 

What are PMSLIC’s operating costs? External 
operating costs, the fee paid to Frank B. Hall, has 
been set at $500,000 for 1978. A maximum of 
$640,000 for 1978 has been established as the fee for 
Donald Fager Associates. It is impossible to project 
internal costs for 1978 at this time, because the com¬ 
pany has no experience on which to base such figures. 
It can be said, however, that PMSLIC’s expense ratio 
is expected to be about 10 percent of premium; com¬ 
mercial insurance companies using the independent 
agency system operate at an expense ratio of between 
25 and 30 percent. 

Why oriented to eastern Pennsylvania? Frank B. 
Hall is located in Philadelphia. They were the broker 
who found Argonaut when no other broker could find 
us a carrier. For the next one-and-a-half years we will 
be dealing with Hall in Philadelphia. In addition, 


over 70 percent of the claims come out of the five 
southeastern counties. Therefore we felt it expedient 
to have our operational headquarters in Philadel¬ 
phia. After that time, it is planned to move the opera¬ 
tion to Lemoyne. Ninety percent of our legal matters 
are handled from the Harrisburg office of Pepper, 
Hamilton & Scheetz. 

PMSLIC is in the process of selecting an invest¬ 
ment adviser; banks, private advisers, and insurance 
companies across the country, from New York and 
Maryland, and from all over the state, including 
Pittsburgh, are being evaluated. 

Have other management companies been consid¬ 
ered? Yes. Four companies presented management 
proposals. We chose Fager Associates of New York 
because: (1) they had the greatest experience with 
captive insurance companies—the New York captive 
was larger than all other captives combined until 
ours came into existence; (2) they were willing to give 
us the kind of contract we wanted; (3) they were the 
lowest bidder; and (4) they have maintained 
maximum flexibility. 

Dr. Greissinger’s last paragraph touches on a sub¬ 
ject I alluded to earlier—the malpractice problem 
and the fight against the insurance industry have 
been so consuming of time, energy, and money that 
many other areas of even greater concern to our 
members have gotten less attention than might be 
desired, despite tremendous dedication on the part of 
our staff. PMSLIC should help to alleviate this 
problem. Again, Dr. Greissinger, thank you for call¬ 
ing these concerns to our attention. 

David S. Masland 
Carlisle 

Perry County history lesson 

Lest anyone think that the HMO is a new concept 
in medical care, the following is an excerpt from the 
minutes of the Perry County Medical Society: 

"It was moved and seconded that that part of the fee 
bill relative to yearly engagements be reconsidered, 
which was agreed to. Then motion that articles rela¬ 
tive to yearly engagements was eraced (sic) from said 
bill. Dr. Ickes then presented a motion which was 
seconded and passed, that all Physicians of this Soci¬ 
ety be prohibited from taking families by the year, 
and that this be incerted (sic) in the fee bill.” 

The date of this action—November 1, 1853. 

To the best of my knowledge and research, this 
action has never been rescinded. On the other hand, 
neither has it been challenged in court. The good 
sense of the physicians of Perry County has prevailed 
against the passing currents of fashion. 

O. K. Stephenson, M.D., Secretary 
Perry County Medical Society 
New Bloomfield 
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Your Patient 

Saves Dollars 
with Generics 

by PUREPAC 

Here’s Proof! 

These products and prices were taken directly 
from newspaper advertising by various retail phaimacies. 

QUANTITY BRAND NAME” PRICE PUREPAC GENERIC PRICE SAVINGS 

30 .Polycillin(250 mg.) .$8.70 .. Ampicillin (250 mg.) . . $ 2.40 $ 6.30 

100 .Equanil (400 mg.)© . 8.09 .. Meprobamate (ioo mg. ><3 1.83 6.26 

100 Darvon Comp. 65 (3 .. 7.83 .. Propoxyphene HC1 Comp. 65 (3 4.63 .. 3.20 

100 Pavabid (iso mg.) 11.73 .. Papaverine HC1 T.R.(ioo mg.) 4.33 .. 7.40 

100 Thorazine (50 mg.) 6.03 .. Chlorpromazine HC1(50 mg.) ... 3.23 2.80 

100 .Libriumao mg.)© . 7.11 .. Chlordiazepoxide HCI <io mg. )<£ 4.89 2.22 


The savings add up! So, when you prescribe generics, specify Purepac, 
the largest generic manufacturer in America. 


Brand names are registered trademarks of 
Bristol Labs., Wyeth Labs., Eli Lilly G Co., 
Marion Labs., Smith Kline G French Labs., 
Roche Labs, respectively. 



Purepac 

Fii7»h^th N.in7?n7 


Elizabeth, NJ 07207 
AMERICA’S LEADING NATIONAL BRAND OF GENERICS 
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P 0 Drawer 152, Gambier, OH 43022 
Telephone 614-427-4577 


Daneman Laboratories' space-age 
electronics technology and two long-distance 
telephone calls will provide your hospital with 
same-day EEG and ECHO readings by a 
qualified neurologist. Even instantaneous 
reports can be provided if needed. And we pay 
for the phone calls! 

This service has wide benefits for both 
hospital and patient: 

• Fully effective 

• Safe and comfortable 

• Professionally-administered 

• Easily performed 

• Inexpensive 

• Fail-safe reporting procedures 

• Already in operation nationwide 

For a copy of cur easy-to- 

understand, no-obligation proposal, 
please call or write Business 
Manager Jean Murphy. 
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COLD FEET 

LEG CRAMPS 

TINNITUS 

DISCOMFORT 
ON STANDING 


A PERIPHERAL VASODILATOR 



NICIN 


GRADUAL 


nicotinic acid therapy 


IMMEDIATE RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid.100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-l) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6) 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


LIPO-NICIN/250 mg. 

Each yellow tablet contains: 


Nicotinic Acid 250 mg. 

Niacinamide 75 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (B-l) 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300 mg. 

Each time-release capsule con¬ 


tains: 

Nicotinic Acid 300 mg. 

Ascorbic Acid.150 mg. 

Thiamine HCL (H-l) 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: For use as a vasodilator in the symp¬ 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins. The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur. Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. 


(broMJb the brown PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Literature and Samples 
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TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 


APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 



Cerebro- 
Nicin 


CAPSULES 


A GENTLE CEREBRAL . 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid ...100 mg 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .:5mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write for literature and samples ... • 

broI.i*! THE BROWN PHARMACEUTICAL CO. 

2500 W. 6th St., Los Angeles, Calif. 90057 


What do you know about 

The Physician’s 
Assistant? 

What is a PA . . . What does he do . . . 
Where is he trained . . . What is the 
physician’s role in relation to the PA? 

These questions, and others, are an¬ 
swered in an information kit being dis¬ 
tributed free on request to PMS 
members by the Council on Education 
and Science. 

For your copy of the Physician’s As¬ 
sistant Packet, write to the Council 
on Education and Science, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., 
Lemoyne, PA 17043. 


Residency 

in 

physical medicine 
and 

rehabilitation 

Dynamic, young program with balanced 
academic and clinical emphasis under the 
supervision of ten physiatrists. Three year pro¬ 
gram and integrated internship residency with 
opportunity for research and pursuit of special 
interests both in medical school and private 
hospital settings. One year’s credit for four 
years of general practice experience or train¬ 
ing in another specialty. Stipendsfrom $13,300 
to $15,200 depending on qualifications. We 
will pay for visits in selected cases. 

Equal Opportunity/Affirmative Action employer. 

Telephone or write for information to: 

John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 829-6573 

























classifieds 


PHYSICIANS WANTED 

Internists—Board Eligible or Certified —For active Ambulatory 
Care Program at Gainesville VA Hospital. Close interaction with 
the Medicine Services at the VA and University Hospital is ex¬ 
pected. Full faculty status with the department of medicine at the 
University of Florida with fringe benefits from VA and University 
for qualified applicant. Patient care or research activity in a sub¬ 
specialty or general health care research is available and en¬ 
couraged. If interested, please send curriculum vitae to Dr. James 
E. McGuigan, Chairman, Department of Medicine, University of 
Florida College of Medicine, Gainesville, FL 32610. 

Pulmonologist —Physician needed to join pulmonologist in ac¬ 
tive hospital and office pulmonary practice in suburban Philadel¬ 
phia. Includes consultative work, teaching, bronchoscopy, criti¬ 
cal care medicine. Seeking an associate for July 1978. Write 
Department 773, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, 
PA 17043. 

Numerous Opportunities —Available throughout eastern U.S. for 
physicians in all specialties. All fees employer paid. Send c.v. with 
geographic preference and availability date along with objec¬ 
tives. Descriptive brochure available. MediSearch Unlimited, 
1509P Four Gateway Center, Pittsburgh, PA 15222; (412) 355- 
0215 (answers 24 hours). 

Texas —Sunbelt Physician Placement Service, 5500 N. Braes- 
wood, No. 177, Houston, TX 77096; (713) 729-6068. “Sunbelt” has 
a full time M.D. director, experienced in active private practice, to 
assist with finding desired location. No fee or obligation to the 
relocating physician. 

New Jersey—Ancora —Immediate openings for staff psychia¬ 
trists and primary care physicians in 1100-bed JCAH and AMA 
accredited psychiatric hospital with three years approved resi¬ 
dency training. Affiliated with Temple University Hospital de¬ 
partment of psychiatry. Located thirty miles from Atlantic City 
and Philadelphia. Salary $28,722to$40,713. Private practice after 
duty hours permitted. Liberal fringe benefits include professional 
liability, Blue Cross, Blue Shield, and life insurance. Write to 
Shao-Chi Yu, M.D., Ancora Psychiatric Hospital, Hammonton, NJ 
08037, or call (609) 561-1700, ext. 343. 

Pennsylvania and New Jersey Emergency Medicine positions 
available with fee-for-service group in suburban Philadelphia, 
central and eastern Pennsylvania, Pittsburgh, and northern and 
southern New Jersey hospitals. Physician directors also wanted. 
Send resume to: Northeast Emergency Medical Association, 500 
Spruce St., Philadelphia, PA 19106; (215) 925-3511. 

General Surgeon —Interested in teaching and practice of surgery 
in university affiliated hospital in Philadelphia, Pennsylvania. 
Send c.v. to L-35, PO Box 2068, Philadelphia, PA 19103. Equal 
opportunity/affirmative action employer. 

Full-Time Director, Department of Pediatrics —University- 
affiliated program in Western Pennsylvania seeks applicant with 
academic experience in medical education; training or adequate 
experience in neonatology essential. Faculty appointment. Ex¬ 
cellent salary and benefits. Write Department 776, Pennsylvania 
Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

Family Practitioner —Associate with busy, well-established fam¬ 
ily practitioner in community of 20,000. Progressive modern 
305-bed hospital within walking distance of office. Industrial 
community 23 miles from Pittsburgh, Pennsylvania. Estimated 
gross income in excess $100,000. Write Department 774, Penn¬ 
sylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 


Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Family Physician —For group practice in greater Harrisburg, 
Pennsylvania. Three family practitioners and one pediatrician 
now here. At present there are 15,000 patients registered. Salary 
range in the 30s, lucrative fringe benefits. Send c.v. to Community 
Medical Associates, P.C., c/o Dr. Donald Spigner, PO Box 5142, 
Harrisburg, PA 17110; (717) 232-9971. 

Emergency Room Physician —For private physician group, staff¬ 
ing ERs in Philadelphia and Delaware County. Must be Pennsyl¬ 
vania licensed. Forty hour week, competitive salary, paid mal¬ 
practice, liberal fringe benefits, profit sharing. Send curriculum 
vitae to Emergency Medical Associates, Ltd., 15th and Upland 
Ave., Chester, PA 19013; (215) 874-8177. 

Excellent Group Practice Opportunities —For primary care 
physicians, medical-surgical specialists, pediatricians, psychia¬ 
trists, dermatologists in beautiful university community with full 
hospital privileges available. Contact Indiana Medical Center, 
Heatherbrae Square, Indiana, PA 15701; (412) 465-2056. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 peryear plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 


CLASSIFIED ADVERTISING INFORMATION 

Rates—$12.00 per insertion up to 30 words; 50 cents each additional word; $1.00 
per insertion for answers sent in care of Pennsylvania Medical Society. Payable in 
advance. 

COPY DEADLINE —Copy due by the first day of month preceding month of 
publication. Send to PENNSYLVANIA MEDICINE. 20 Erford Rd.. Lemoyne. Penn¬ 
sylvania 17043. The right is reserved to reject or modify copy to conform with 
publication rules. 

DEPARTMENT NUMBERS— Advertisers using department numbers forbid dis¬ 
closure of their identity. Written inquiries are forwarded to such advertisers. 

WORD COUNT —Count as one word all single words, two initials of a name, each 
abbreviation, isolated numbers, groups of numbers, hyphenated words. Count 
name and address as five words, telephone numbers as one, and Write Depart¬ 
ment . . ., PENNSYLVANIA MEDICINE ' as five. 
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Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after oneyear. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 

POSITIONS WANTED 

Internist —Penn Med graduate. Board eligible in internal medi¬ 
cine. Available July 1978 to associate with general internist or 
internal medicine group in Philadelphia area or South Jersey. 
(215) MI2-7960 after 6 p.m. 

Experienced Emergency Physician —Interested in part time E. R. 
job in Pittsburgh area. Available three days per week. Write De¬ 
partment 775, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 

Internist —Board certified. Looking for part time or full time open¬ 
ing in clinic, emergency or industrial medicine. Philadelphia or 
vicinity. Phone (412) 351-1155. 

FOR SALE 

Dermatologist Retiring —Fully equipped office located in center 
city Philadelphia medical building. Recently renovated. Well es¬ 
tablished. High immediate income. Low rental. Write Department 
769, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 


CONTINUING EDUCATION 

Recent Advances and New Applications of Behavior Therapy —A 

two-day CME program of lectures and workshops. April 14 and 
15, 1978. University of Pennsylvania Department of Psychiatry, 
Box 7950, Philadelphia, PA 19101. AMA Category 1 credit. For 
information call (215) 662-2849. 

Acid-Base and Electrolyte Seminar and Workshop —May 31 to 

June 2, 1978. Sheraton Hotel, Philadelphia. Sponsored by 
Hahnemann Medical College. AMA accredited. A. B. Schwartz, 
M.D., Program Director. For information write to Continuing Ed¬ 
ucation, Hahnemann Medical College, 230 N. Broad St., 
Philadelphia, PA 19102; (215) 448-8266. 


MISCELLANEOUS 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 117 Sylvan Terrace, Harrisburg, 
PA 17104; telephone (717) 233-4716. 

Space in Fort Washington-Ambler Area Professional Center— 

Specialties or general practice; 4 treatment rooms, laboratory, 
dark room, business office, waiting room, consultation room. 
Primary or secondary office, furnished or unfurnished, shared 
lease possible. (215) 646-1665. 


Advertisers index 
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For Sale in Suburban Philadelphia 



Jenkintown, Montgomery County 


Executive colonial home-office combina¬ 
tion. Ideal location for fine practice and ideal 
living in one package. Mint condition. Office: 
6 or 7 rooms, completely separate entrance 
area, and parking. Home: 4 bedrooms, good 
exposure. Must be seen to appreciate. Call 
215-885-8380. 
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new members 


Continued from page 26. 

MONTGOMERY COUNTY: 

Roberto R. Agosta, M.D., Family Practice, Holy Redeemer Hosp., Meadowbrook 19046 
Lee B. Letwin, M.D., Anesthesiology, 2200 Ben Franklin Pkwy., 1104E, Philadelphia 
19130 

Jerome E. Sag, M.D., Internal Medicine, S. 3rd St. & Allentown Rd., Lansdale 19446 
Richard F. Saylor, M.D., General Surgery, 1520 High St., Pottstown 19464 
Philip J. Schroeder, M.D., General Surgery, 107 Barrington PI., Lansdale 19446 
Stephen W. Thai, D O., Radiology, 2701 DeKalb Pike, Norristown 19401 
Michael J. Zappitelli, D.O., Radiology, 1520 Northview Blvd., Norristown 19401 

NORTHAMPTON COUNTY 

Robinson V. Baron, M.D., General Surgery, 430 E. 67th St., Win. Hs. 35, New York, NY 
10021 

Franklin G. Cabebe, M.D., Internal Medicine, 1700Pky. Windsor Apt. 1313, Philadelphia 
19103 

Mark I. Koshar, M.D., Internal Medicine, 1810 Washington Blvd., Easton 18042 
Arturo Lim, M.D., Internal Medicine, 2030 Lehigh St., Apt. 101, Easton 18042 
Charles L. Ludivico, M.D., Internal Medicine, 800OstrumSt. Ste. 302. Bethlehem 18015 
Carl R. Ruch, M.D., Family Practice, Lehigh Univ., Bldg. 36, Bethlehem 18015 
Walter M. Shelly, M.D.. Thoracic Surgery, Box 165, S. Main St., Coopersburg 18036 
Hang S. Wee, M.D., Internal Medicine, 451 Heckman St., Phillipsburg. NJ 08865 

NORTHUMBERLAND COUNTY: 

Praful K. Tilva, M.D., Radiology, Sunbury Community Hosp., Sunbury 17810 

PHILADELPHIA COUNTY: 

Elias Abrutyn, M.D., Internal Medicine, 3901 Conshohocken Ave., Philadelphia 19131 
Arturo A. Apolinario, M.D., Obstetrics & Gynecology, 1117 W. Somerville Ave., Philadel¬ 
phia 19146 

Reena S. Banka, M.D., Neurology, 335B Shawmont Ave., Philadelphia 19128 
Leonard R. Becker, D O., Anesthesiology, P.O. Box 707, Norristown 19401 
Robert P. Biggans, M.D., Internal Medicine, 331 S. 18th St., Philadelphia 19103 
Brian J. Boland, M.D., Internal Medicine, 2034 Spruce St., Philadelphia 19103 
Robert E. Booth, Jr., M.D., Orthopedic Surgery, 811 Spruce St„ Philadelphia 19107 
Louis T. Broad, M.D., Internal Medicine, 2991 School House Ln. Oak 14, Philadelphia 
19144 

Jonathan Bromberg, M.D., Orthopedic Surgery, 9088 Ferndale St., Philadelphia 
19115 

Bernard S. Brownstein, M.D., Family Practice, 600 Valley Rd., A-28, Warrington 
18976 

Roland M. Buckley, M.D., Internal Medicine, 1027 Valley Forge Rd., #313, Devon 19333 
Robert B. Cahan, M.D., Psychiatry, 2340 Sutter St., San Francisco, CA 94115 
Arthur B. Cajulis, M.D., Anesthesiology, E. Penn & E. Wister Sts., Philadelphia 19144 
Patricia M. Catalano, M.D., Internal Medicine, 1015 Walnut St., Philadelphia 19107 
Allen E. Chandler, M.D., Pediatrics, 901 W. Mt. Airy Ave., Philadelphia 19119 
Manee Chinskul, M.D., Preventive Medicine, Moss Rehab., 12th & Tabor Rd., Philadel¬ 
phia 19141 

Michael Clancy. M.D., Orthopedic Surgery, 2301 N. Broad St., Dept, of Orthopedic 
Surgery, Philadelphia 19072 

Elsie H. Chu, M.D., Pediatrics, 8501 Rising Sun Ave., Philadelphia 19111 
Stewart Cooler, M.D., Pediatrics, 2464 Ginger St., Cornwells Hts. 19020 
Harry S. Cooper, M.D., Pathology, 511 E. Willow Grove Ave., Wyndmoor 19118 
Jean W. Cooper, M.D., Family Practice, 6710 Lincoln Dr., Philadelphia 19119 
Giulio J. Dangio, M.D., Radiology, 3400 Civic Ctr. Blvd., #9092, Philadelphia 19104 
Barbara F. Danoff, M.D., Radiology, 10th & Walnut Sts., Philadelphia 19107 
Paul C. Davidson, M.D., Internal Medicine, 4200 Pine St., Philadelphia 19104 
Raphael J. Dehoratius, M.D., Internal Medicine, 667 Sproul Rd., Villanova 19085 
Lawrence S. Deutsch, M.D., Pediatrics, 4240 Minnie Ln., Hatboro 19040 
Philip J. Digiacomo, Jr., M.D., Internal Medicine, 2108 B Crosby St., Philadelphia 19112 
Guillermo C. Elkouss, M.D., Urology, Pres. Apts., Ste. D130, Philadelphia 19131 
Lynn R. Erney, M.D., Pediatrics, 705 N. 8th St., Philadelphia 19123 
Frances S. Esposito, M.D., Radiology, 142 Academy Ln., Upper Darby 19082 
Noorjehan Essa, M.D., General Surgery, 3300 Barrett Dr., Apt. 7F, Kendall Park, NJ 
08824 

Dwight R. Fox, M.D., Psychiatry, 241 B Murray Dr., King of Prussia 19406 
Bijoy K. Ghosh, M.D., Orthopedic Surgery, 153 Woodland Rd., Huntingdon Valley, 
19006 

Eli G. Goodman, M.D., Internal Medicine, 4004 Conshohocken Ave., Philadelphia 19131 
Ernest M. Gordon, M.D., General Surgery, 7505 Bustleton Ave., Philadelphia 19152 
Vicente P. Grana, M.D., Thoracic Surgery, 800 Cottman Ave., Apt. 260, Philadelphia 
19111 

Michael I. Greenberg, M.D., 321 Ashbourne Rd., Elkins Park 19117 
Charles A. Hardy, M.D., Anesthesiology, Langdon St. & Cheltenham Ave., Philadelphia 
19124 

Peter D. Hauslein, M.D., Otolaryngology, Oak Hill Apts. 203-N, Penn Valley 19072 
Jerris R. Hedges, M.D., 7015 Ridge Ave., Philadelphia 19128 
Francis E. Hubbard, M.D., Internal Medicine, Lankenau Hosp., Philadelphia 19151 
Joel D. Jaffe, M.D., Otolaryngology, 1381 Woodview Apts., Cornwells Hgts. 19020 
Ish K. Juneja, M.D., Internal Medicine, Box 213, Narberth 19072 


Sheldon R. Karasick, M.D., Radiology, Albert Einstein Med. Ctr., York-Tabor Rds., 
Philadelphia 19141 

Janice D. Katz, M.D., Family Practice, 27 Aberdale Rd.. Bala Cynwyd 19004 
Hyun J. Kim, M.D., Pathology, 21 Highgate Ln., Cherry Hill, NJ 08003 
Paul M. Kupperstein, D.O., Radiology, 1826 E Allegheny Ave., Philadelphia 19134 
David C. Leber, M.D., Plastic Surgery, 2110 Sierra Rds., Plymouth Meeting 19462 
Stephen J. Lowe, M.D., Orthopedic.Surgery, 205 Hewett Rd., Wyncote 19095 
Helga O. Magargal, M.D., Ophthalmology, 719 S. 7th St., Philadelphia 19147 
Joni Magee, M.D., Obstetrics & Gynecology, 418 Meadow Ln., Merion 19066 
Richard S. Meyer. M.D., Orthopedic Surgery, Huntingdon Apts. #444, Huntingdon 
Valley 19006 

Michael G. Michaelson, M.D., Family Practice. 6605 Lincoln Dr., Philadelphia 19119 
Eileen S. Moghadam, M.D., Pediatrics, 1427 Catherine St.. Philadelphia 19146 
Diane P. Palladino, M D . General Surgery. 7314 Germantown Ave., Philadelphia 19119 
Glenn S. Palsky, M.D., Pediatrics, 1101 Ctr. City One Apts., Philadelphia 19107 
Nilesh C. Rana. M.D., Internal Medicine, 16th & Girard Ave., Philadelphia 19130 
William W. Reece, M.D., 16th & Girard Ave., Philadelphia 19130 
Neal R. Reisman, M.D.. Plastic Surgery, 1128 Hedgerow Ln., Philadelphia 19115 
Leon L. Remis, M D , Ophthalmology, 1610 Spring Garden St., Philadelphia 19130 
Nicholas Scharff, M.D., Internal Medicine. 807 Spruce St., 9th FI., Philadelphia 19107 
Lillian T. Schlaff, M.D., Family Practice, 8221 Aspen Way, Elkins Park 19117 
Daniel M Scotti, M.D., Radiology, 11th & Walnut Sts., Philadelphia 19107 
Mary J. Sey, M.D., Pediatrics, 1446 E. Hunting Pk. Ave., Philadelphia 19124 
Harold F. Shuster. M.D.. Orthopedic Surgery, 666 E. Penn St., Philadelphia 19144 
Steven B Siepser. M.D.. Ophthalmology, 24-203 Delaire Landing, Philadelphia 19114 
Edward S. Singer, M.D.. Internal Medicine, 220 E. Mermaid Ln., Apt Cl, Philadelphia 
19118 

James F. Spann, M.D., Internal Medicine, 3400 N Broad St., Philadelphia 19140 
Marjorie A Stanek, M.D., Internal Medicine. 426 S. 20th St., Philadelphia 19142 
Robert Stanek, M.D.. Otolaryngology, 426 S. 20th St., Philadelphia 19142 
Mary A. Starsnic, M.D.. Anesthesiology, 1000 Walnut St., Philadelphia 19107 
Peter D. Utsinger, M.D., Internal Medicine. 9421 Meadowbrook Ave., Philadelphia 
19118 

Robert L. White, M.D., Radiology, 241 Indian Creek Rd., Wynnewood 19096 
George C. Wolf, D O., Anesthesiology, 221 School Ln., Norristown 19401 
Chung H. Wu, M.D., Obstetrics/Gynecology, 3400 Spruce St., Dept, of Obstetrics/ 
Gynecology, Philadelphia 19104 

POTTER COUNTY: 

Richard A. Bergsrud, M.D., Orthopedic Surgery, R.D 1, Coudersport 16915 
Murtaza E. Nurbhai. M.D., Otolaryngology, R.D. 3. Cole Med. Ctr., Coudersport 16915 

SOMERSET COUNTY 

Grant E. Atwell, M.D., Family Practice, 132 Meyers Ave., Meyersdale 15552 
Aurora P. Cube, M.D., Family Practice, 225 S. Center St., Somerset 15501 
Ajay P. Singh, M.D., Pediatrics, 107 E. Church St., Somerset 15501 
Lawrence J. Timens, M.D., Psychiatry, Apt. G614, S. Columbia, Somerset 15501 

TIOGA COUNTY: 

Alan W. Johnson, M.D., Family Practice, 3521 Union St., Allentown 18104 

VENANGO COUNTY: 

Robert C. McCluskey, M.D., Obstetrics/Gynecology, 150 Prospect Ave., Franklin 16323 

WASHINGTON COUNTY: 

John D. Bayuk, M.D., Family Practice, 854 N. Main, Washington 15301 

Anthony C. Canterna. M.D., Family Practice, 400 Jefferson Ave., Washington 15301 

John K. Lee, M.D., Anesthesiology, Canonsburg Gen. Hosp., Canonsburg 15317 

Young C. Lee. M.D., Anesthesiology, Canonsburg Gen. Hosp., Canonsburg 15317 

Erin A. McKinley. M.D., Family Practice. 828 N. Main St., Washington 15301 

Arthur E. Ostergard, M.D., 800 E. Bean St., Washington 15301 

James D. Pareso, M.D., General Surgery 25 S. Watson, Washington 15301 

David Sabbar, M.D., Radiology, Canonsburg Gen. Hosp., Canonsburg 15317 

Michael H. Zinsser, M.D.. Obstetrics & Gynecology. 25 Woodcliff Dr., Washington 15301 

WESTMORELAND COUNTY: 

Subash C. Ahuja, M.D.. Psychiatry, Citizens Gen. Hosp.. New Kensington 15068 
Surinder S. Bajwa, M.D., Internal Medicine, 1260 Martin Ave., New Kensington 15068 
Eladio Y. Bayani, Jr., M.D., Urology, 503 W. Newton, Greensburg 15601 
John D. Mackie, D O., Latrobe Area Hosp., Latrobe 15650 

William F. Ryckman, M.D., Family Practice, P.O. Box 395, 4th St., Sutersville 15083 
Karl W. Salatka, M.D., General Surgery, 638 4th Ave., New Kensington 15608 
Usha D. Singh, M.D., Pathology, Latrobe Area Hosp., Latrobe 15650 
Narin Sirbhadra, M.D., Radiology 559 Shearer St., Greensburg 15601 

WYOMING COUNTY: 

Michael L. Pistorius, M.D.. Family Practice, 133 W. Tioga St., Tunkhannock 18657 

YORK COUNTY: 

Vincent Butera. M.D., Orthopedic Surgery, 1399 S. Queen St., York 17403 
Paul S. Thaler, M.D., Family Practice, 429 W. Market St., York 17404 
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Twelfth Annual Main Line Conference 

Current Concepts in Medicine for the 

Practicing Physician 

sponsored by 


The Bryn Mawr Hospital 

Affiliated with Jefferson Medical College VallGy Forge HiltOfl 

April 13, 14, 15, 1978 

King of Prussia, PA 

PROGRAM INCLUDES: 

GUEST SPEAKERS INCLUDE: 

• Immunology and Allergy 

• Gunnar Biorck, M.D., FRCP 

• Cardiology 

Professor of Medicine 

• Rheumatology 

Karolinska Institute, Stockholm; 

• Cancer 

• Michael E. DeBakey, M.D. 

• Endocrinology 

Chairman, Department of Surgery; 

•• Plus 35 Concurrent Clinics 

President, Baylor College of Medicine 

••• Spouses’ Program 

• William Likoff, M.D. 

•••• And More 

Director, Likoff Cardiovascular Institute 


President, Hahnemann Medical College 

Approved for 20 hours of prescribed AAFP, PMS, AMA Category 1 CME 

• Stephan E. Ritzmann, M.D. 

Credit, AOA and ACGPOMS approved. 

Clinical Professor of Pathology 


Rutgers Medical School 

Registration Fee: $125 (includes 3 luncheons, cocktails and dinner) 

• Raymond G. Slavin, M.D. 

For Information Write: Harold J. Robinson, M.D., Director, Main Line 

Director, Allergy & Immunology 

Conference, The Bryn Mawr Hospital, Bryn Mawr, PA 19010. 

St. Louis University School of Medicine 


Hahnemann Medical College 


FAMILY PRACTICE REVIEW 

And Hospital 


May 15-19, 1978 

Department of Surgery 


Hotel Hershey 

Hershey, Pennsylvania 

Announces 



SYMPOSIUM ON 


This program has been approved 

VASCULAR SURGERY 


for 40 prescribed hours of 

March 29, 30, 31, 1378 


AAFP-approved credit. 

For program details, write: 


Department of Family and 
Community Medicine 

Teruo Matsumoto, M.D., Ph.D., F.A.C.S. 
Professor and Chairman 


The Pennsylvania State University 

Department of Surgery 


College of Medicine 

Hahnemann Medical College & Hospital 



230 N. Broad Street 


For Brochure Contact: 

Philadelphia, PA 19102 


Continuing Medical Education 

The Milton S. Hershey Medical Center 

The Pennsylvania State University 

This symposium is approved for 18 hours of Cat- 


Hershey, PA 17033 

egory 1 credit. 


(717) 534-8898 
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MDs in the news 


Arthur R. Taylor, M.D., Wil¬ 
liamsport, has been elected chair¬ 
man of the newly formed advisory 
council of the Pennsylvania High 
Blood Pressure Control Program. The 
group’s objectives are to alert more 
people to the potential health 
problem, to screen greater numbers of 
the population, and to train additional 
technicians. 

Richard P. Perkins, M.D., associ¬ 
ate professor of obstetrics and 
gynecology at the Pennsylvania State 
University College of Medicine, Her- 
shey, was named recently to head the 
newly established division of ma¬ 
ternal-fetal medicine. Also named 
to the new division is Paul F. Fair- 
brother, M.D., assistant professor of 
obstetrics and gynecology. 

Luther W. Brady, M.D., chairman 
of the department of radiation therapy 
and nuclear medicine at Hahnemann 
Medical College and Hospital, re¬ 
cently was presented the Grubbe 
Award for his work in radiation ther¬ 
apy. The award, given annually to a 
nationally known physician for his 
contributions to radiology, was 
presented by the Chicago Medical So¬ 
ciety and the Chicago Radiological So¬ 
ciety. 

George L. Spaeth, M.D., professor 
of ophthalmology at Jefferson Medical 
College, has authored a monograph 
entitled The Pathogenesis of Nerve 
Damage in Glaucoma. The 192-page 
text, published by Grune & Stratton in 
December 1977, discusses the con¬ 
tributions of fluorescein angiography 
to the diagnosis and management of 
glaucoma. 

Stanley M. Greenwald, M.D., 
Philadelphia, has been named di¬ 
rector of the new department of family 
practice at Frankford Hospital. Dr. 
Greenwald, a member of the family 
practice department at Nazareth Hos¬ 
pital since 1958, is president of the 
Philadelphia Chapter of the American 
Academy of Family Physicians. 


Members of the Lackawanna 
County Medical Society recently 
selected Peter J. Favini, M.D., 
Scranton, as president elect. Charles 
J. Bannon, M.D., succeeded Stanley 
W. Boland, M.D., as president. Other 
officers for 1978 are: William A. 
Black, M.D., first vice president; 
Thomas H. Coleman, M.D., second 
vice president; Eugene J. Roe, M.D., 
secretary-treasurer; and Norman S. 
Berger, M.D., five-year term on the 
board of directors. 

The Pennsylvania State University 
College of Medicine in Hershey has 
announced the recent appointments 
of two assistant professors. S. 
Christopher Ellis, M.D., a Univer¬ 
sity of London School of Medicine 
graduate, will serve in the department 
of anesthesiology, where he will be a 
member of the cardiac anesthesia 
team and will direct obstetrical anes¬ 
thesia. Steven J. Wassner, M.D., has 
assumed duties as assistant professor 
of pediatrics and chief of pediatric 
nephrology at the College. He comes to 
Hershey from the University of 
California at San Francisco, where he 
was a research fellow in pediatric 
nephrology. 

Robert S. Wimmer, M.D., Bala 
Cynwyd, was named recently to the 
post of director of pediatric oncology at 
St. Christopher’s Hospital for Chil¬ 
dren. Dr. Wimmer, a Temple Univer¬ 
sity School of Medicine graduate and 
assistant professor of pediatrics at 
Temple, recently completed a year as 
clinical fellow of the American Cancer 
Society at Children’s. 

Geisinger Medical Center, Dan¬ 
ville, recently announced the ap¬ 
pointments of several physicians to its 
staff. They are: James E. Reden- 
baugh, M.D., associate in the de¬ 
partment of neurology; Faruq 
Mahmud, M.D., associate in the de¬ 
partment of general diagnostic radiol¬ 
ogy; and William B. Tyler, III, M.D., 
associate in the division of laboratory 
medicine. 


Recently named as fellows of their 
respective specialty societies are: 
Roldan G. Medina, M.D., Francis J. 
Duggan, Jr., M.D., and Charles D. 
Saunders, M.D., to the American 
College of Surgeons; Richard J. 
Bonacci, M.D., Arthur J. Holder, 
M.D., and William F. Ryckman, 
M.D., to the American Academy of 
Family Physicians; Gerald Bell, 
M.D., and Norman A. Goldstein, 
M.D., to the American Academy of 
Facial Plastic and Reconstructive 
Surgery; Fred D. Hagerty, M.D., to 
the International College of Surgeons; 
and Choong Y. Wee, M.D., to the 
American College of Obstetricians 
and Gynecologists. 

The Eastern Orthopedic Associa¬ 
tion recently announced selection of 
Robert N. Richards, M.D., Cham- 
bersburg, as president for 1977-78. 
The association is composed of 1,175 
orthopaedic surgeons from Maine to 
Florida. Dr. Richards is a staff 
member at Chambersburg Hospital, 
chairman of the Pennsylvania Com¬ 
mittee on Trauma of the American 
College of Surgeons, and a member of 
the board of councilors of the Ameri¬ 
can Academy of Orthopaedic Sur¬ 
geons. 

Dorothea D. Glass, M.D., Melrose 
Park, has been named chairman of the 
department of rehabilitation medicine 
at Temple University Medical Center. 
She had been acting director of the 
department. Dr. Glass is also a medi¬ 
cal director of Moss Rehabilitation 
Hospital and chairman of the division 
of physical medicine and rehabilita¬ 
tion at Albert Einstein. 

Several Pennsylvania physicians 
recently were named fellows of the 
American College of Physicians. They 
are: John L. Atkins, M.D., York; 
Joseph B. Blood, M.D., Athens; 
Douglas P. Harr, M.D., Rich- 
landtown; and John W. Gruber, 
M.D., D. Barry Hey, Jr., M.D., and 
John F. Shuman, M.D., all of Read¬ 
ing. 
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‘STUDY SCANDINAVIA’ 

A workshop tour of Sweden, Norway and 


s 






Denmark 

candinavian medicine holds an interest for American physicians 
cause of technical advances in many specialties, innovative 
relationships with the social services, and concern for the promo¬ 
tion of good health. Manifestations are the infant mortality rate, 
one of the lowest in the world, developments in delivering 
emergency and outpatient services, and preventive medicine. 

The workshop will give you a firsthand view of primary c 
emergency services, basic research and hospital medical : 
ices. You will talk with government officials, medical and technigal 
specialists, university professors, and doctors in local practiced 
Take advantage of one of two nine-day learning experiences. Visit 
three major cities, Stockholm, Oslo, and Copenhagen, to learn 
more about the health services in the Scandinavian Countries. 

May 7-15, 1978 or September 24-October 2, 1978 

• Round trip jet air transportation via Scandinavian Airlines 747 

• All first class hotel accommodations. 

• Continental breakfast daily, most lunches and dinners. 

• Three days in Stockholm, two days in Oslo, three days in Copenhagen. 

• Overnight train trip to Copenhagen. 

• Guided orientation and cultural tour in each country. 

• Only 20 individuals on each workshop tour. 

• 10 hours Category I credit for PMS-CME membership requirement. 

Cost - $980 per person, double occupancy 

This travel program meets all the "guidelines for foreign convention tax expense” under the Tax Reform Act of 1976 as 
interpreted by the American Society of Association Executives. Under the new law, deductions can be allowed for expenses 
incurred in foreign travel. The limits are air fare and per diem allowances. The workshop tour can also be considered as a deduction 
for education to maintain and improve skills required in a trade or business. Complete attendance records and other tax deduction 
information will be furnished so that member physicians can consult with their accountants for deductions on individual tax returns. 
For full itinerary and full tax information, write to Council on Education and Science, Pennsylvania Medical Society, 20 Erford Road, 
Lemoyne, Pennsylvania, 1 7043, using the application below. 

Council on Education and Science 

Pennsylvania Medical Society, 20 Erford Road, Lemoyne, PA 1 7043 

Please send me full details on the Study Scandinavia Workshop 

Indicate which workshop tour interests you: □ May 7-1 5, 1 978 

□ Sept. 24-0ct. 2, 1978 

Name: _ 

Address:__ 

Telephone: _ 











Another great new 
service designed for 
Pennsylvania Medical 
Society members! 



You’re invited to 
join a great new 
organization 


/ that can help you save money 
y that can help you provide a welcome 
fringe benefit for your employees ... at 
no cost to you 

y that provides you a democratic voice in 
the operation 

y that your family and your employees’ 
families can join, too 


Here’s exciting news! In a continuing effort to bring our mem¬ 
bers every possible service and convenience, the Pennsylvania 
Medical Society has sought—and received—a charter for the 
Pennsylvania Medical Society Credit Union. It’s now ready to 
go, and you’re eligible to become a member! In fact, the only 
people who can become members of the credit union are Society 
members such as yourself, together with your immediate fam¬ 
ily, your employees and members of their families. 

The credit union is designed as a convenient, cooperative saving 
and lending organization . . . owned only by its members. In 
short, when you become a member of the credit union, you 
become one of its owners. You have a democratic share in its 
management, and share in its earnings. Find out more about the 
credit union and how it can benefit you, your family and your 
employees. Clip and mail the coupon today! 


Clip & Mail Today for Detailed Information on Your Credit Union 


PENNSYLVANIA MEDICAL SOCIETY CREDIT UNION 
20 Erford Road, Lemoyne, Pennsylvania 17043 
Phone: (717) 238-1635 

Yes, I am interested in the PMS Credit Union. Please send me 
more information today. 

I have_employees who would also like to receive informa¬ 

tion. 

NAME: _ 

ADDRESS: _ 

CITY:_STATE: _ZIP:_ 


Join and Share in the Only 
Financial Institution of its Kind 
. . . Chartered and Operated 
Exclusively for Members of the 
Medical Profession in 
Pennsylvania. 

Your Shares in the 
Pennsylvania Medical Society 
Credit Union Are Insured to 
$40,000 Per Account by the 
NCUA, An Independent Agency 
of the U.S. Government 










\MJUMg 

(diazepam) 

can effectively 
relieve anxiety and its 
somatic symptoms 

Initial calming in hours 

Your anxious patient will be reassured by the prompt action of Valium. 
It’s immediate, tangible proof that the medication is working. 

Significant improvement in days 

Noticeable improvement of anxiety symptoms is usually evident within 

the first few days of therapy. 

Patient response you know 
want and trust 


Valium offers clinical effectiveness and a 
wide margin of safety, which makes it a prudent choice for treating 
psychic tension and anxiety. 


Before prescribing, please consult complete product in¬ 
formation, a summary of which follows: 

Indications: Tension and anxiety states; somatic complaints 
which are concomitants of emotional factors; psychoneu¬ 
rotic states manifested by tension, anxiety, apprehension, 
fatigue, depressive symptoms or agitation; symptomatic re¬ 
lief of acute agitation, tremor, delirium tremens and hal¬ 
lucinosis due to acute alcohol withdrawal; adjunctively in 
skeletal muscle spasm due to reflex spasm to local pathol¬ 
ogy; spasticity caused by upper motor neuron disorders; 
athetosis; stiff-man syndrome; convulsive disorders (not for 
sole therapy). 

Contraindicated: Known hypersensitivity to the drug. Chil¬ 
dren under 6 months of age. Acute narrow angle glaucoma; 
may be used in patients with open angle glaucoma who are 
receiving appropriate therapy. 

Warnings: Not of value in psychotic patients. Caution 
against hazardous occupations requiring complete mental 
alertness. When used adjunctively in convulsive disorders, 
possibility of increase in frequency and/or severity of grand 
mal seizures may require increased dosage of standard an¬ 
ticonvulsant medication; abrupt withdrawal may be as¬ 
sociated with temporary increase in frequency and/or sever¬ 
ity of seizures. Advise against simultaneous ingestion of alcohol and other 
CNS depressants. Withdrawal symptoms (similar to those with barbiturates 
and alcohol) have occurred following abrupt discontinuance (convulsions, 
tremor, abdominal and muscle cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful surveillance because of their pre¬ 
disposition to habituation and dependence. 

Usage in Pregnancy: Use of minor tranquilizers during first trimes¬ 
ter should almost always be avoided because of increased risk of 
congenital malformations as suggested in several studies. Consider 
possibility of pregnancy when instituting therapy; advise patients 
to discuss therapy if they intend to or do become pregnant. 
Precautions: If combined with other psychotropics or anticonvulsants, 
consider carefully pharmacology of agents employed; drugs 


such as phenothiazines, narcotics, barbiturates, MAO in¬ 
hibitors and other antidepressants may potentiate its ac¬ 
tion. Usual precautions indicated in patients severely de¬ 
pressed, or with latent depression, or with suicidal tenden¬ 
cies. Observe usual precautions in impaired renal or hepat¬ 
ic function. Limit dosage to smallest effective amount in 
elderly and debilitated to preclude ataxia or oversedation. 
Side Effects: Drowsiness, confusion, diplopia, hypoten¬ 
sion, changes in libido, nausea, fatigue, depression, dysar¬ 
thria, jaundice, skin rash, ataxia, constipation, headache, 
incontinence, changes in salivation, slurred speech, trem¬ 
or, vertigo, urinary retention, blurred vision. Paradoxical 
reactions such as acute hyperexcited states, anxiety, hal¬ 
lucinations, increased muscle spasticity, insomnia, rage, 
sleep disturbances, stimulation have been reported; should 
these occur, discontinue drug. Isolated reports of neu¬ 
tropenia, jaundice; periodic blood counts and liver function 
tests advisable during long-term therapy. 

Dosage: Individualize for maximum beneficial effect. 

Adults: Tension, anxiety and psychoneurotic states, 2 to 
10 mg b.i.d. to q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in 
first 24 hours, then 5 mg t.i.d. or q.i.d. as needed; adjunc¬ 
tively in skeletal muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; 
adjunctively in convulsive disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or 
debilitated patients: 2 to 2 V 2 mg, 1 or 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) Children: 1 to 2 V 2 mg t.i.d. or q.i.d. 
initially, increasing as needed and tolerated (not for use under 6 months). 
Supplied: Valium® (diazepam) Tablets, 2 mg, 5 mg and 10 mg—bottles of 
100 and 500; Tel-E-Dose® packages of 100, available in trays of 4 reverse- 
numbered boxes of 25, and in boxes containing 10 strips of 10; Prescription 
Paks of 50, available singly and in trays of 10. 


/ \ 

< ROCHE> 

\ / 


Roche Laboratories 

ROCHE > Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 









This is a source 
of somatic symptoms 
of anxiety 


VZ\UUM S 

(diazepam) 


2-mg, 5-mg, D-mg scored tablets 



Artist’s symbolic conception of a CNS reaction to 
excessive stress in the overanxious patient, resulting in 
somatic symptoms of the gastrointestinal and cardiovascu 
systems. Special photographic lighting techniques were 
applied to a model of the brain. 


Please see the preceding page for a summary of product information. 
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GEORGE A. ROWLAND, M.D. 

CANDIDATE FOR AMA TRUSTEE, 
PHYSICIAN, EDUCATOR 
STATE SOCIETY LEADER 
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ROSTENKOWSKI TO SPEAK 
AT OFFICERS’ CONFERENCE 


HEALTH PLANNING BILLS 
INTRODUCED IN HOUSE 


SOCIETY SEEKS LAW 
FOR PHYSICIAN DEFENSE 


RADIATION CONTROL WEEK 
SET FOR APRIL 30-MAY 6 


U.S. Representative Dan Rostenkowski of Illinois will 
deliver the opening address at the 1978 Officers’ Con¬ 
ference April 12-13 at the Hershey Motor Lodge. He is 
chairman of the subcommittee on health of the House 
Ways and Means Committee, which currently is considering 
a hospital cost containment bill that first would test 
voluntary cost control methods before imposing a 
government cap. More than 200 physicians are expected 
to attend the Society’s two-day leadership meeting. 

Representative James Manderino on March 14 introduced 
into the state House of Representatives three bills 
which represent the Shapp Administration’s comprehen¬ 
sive health planning package. The first, H.B. 2120, 
the "Health Care Facilities Licensure Act," proposes 
that the Department of Health license those facilities 
listed in the bill. 

H.B. 2121, the "Health Facilities Financial Reporting 
Act," gives the Department of Health responsibility for 
adopting rules "reasonably related to uniform systems 
of accounting and reporting. . .and to disclosure of 
the contracts or other financial arrangements between 
hospital providers and hospital based medical specialists." 

H.B. 2122, the "Health Planning and Cost Containment 
Act," gives the Department of Health broad responsibilities 
in the certificate of need area. 

House committee action is expected in the next few 
weeks. The Society's Commission on Health Planning 
currently is studying the proposed legislation. 

The Board of Trustees on March 15 voted to seek legis¬ 
lation requiring the state to defend physicians when 
they are sued for reporting suspected child abuse. 

At least three physicians currently are being sued for 
obeying the Child Protective Services Act. Although 
the Act provides immunity for those reporting suspected 
child abuse, it cannot prohibit such suits. While the 
physicians involved will not be held liable, they still 
have the burden of legal costs. The proposed legisla¬ 
tion would put the cost of such defense on the state. 

In an article on page 15 of the March issue of 
PENNSYLVANIA MEDICINE, Fred Speaker, the Society’s 
legal counsel, explains immunity under such laws as the 
Child Protective Services Act. 

The Tenth Annual Conference on Radiation Control will 
bring to Harrisburg leaders in the field from 
throughout the country between April 30 and May 6, 
which has been declared Radiation Control Week by 
Governor Milton J. Shapp. 
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HEALTH CARE COST CONTROL 
CONFERENCE JUNE 1-2 

Sixty representatives of unions, industry, insurance, 
hospitals, and medicine will be invited to participate 
in a two-day conference on health care costs at the 
University of Pennsylvania June 1-2. The purpose of 
the meeting is to develop voluntary strategies for 
health care cost containment. 

Sponsored by the Pennsylvania Medical Society, the 

Hospital Association of Pennsylvania, and the Pennsyl¬ 
vania Osteopathic Medical Association, the conference 
will be administered by the National Health Care 

Management Center of the University of Pennsylvania. 

ANATOMICAL DONOR CARDS 

BEING MAILED BY PENNDOT 

Driver's license applications being mailed by PennDOT 
now are accompanied by anatomical donor cards. The 
department is implementing a motor vehicle code amend¬ 
ment, urged by the State Society, to permit the 
attachment of such cards to drivers' licenses. The 
organ donor cards, when properly executed, become a 
permanent will and are transferable to new 
drivers' licenses when the current ones expire. 

BOARD OF TRUSTEES REVEALS 
WINNERS OF SOCIETY AWARDS 

The Board of Trustees on March 15 approved the issuing 
of several Society awards. Winners of the Environmental 
Improvement Awards for 1978 are Frank E. Masland, Jr., 
of Carlisle, and the Lehigh River Restoration Associa¬ 
tion, Inc. The Benjamin Rush Individual Award has been 
bestowed on Mrs. Romeo Franchini, of Pittsburgh. The 
Johnstown Area Mennonite Disaster Service received the 
Benjamin Rush Group Award. 

Formal presentation of these awards will take place at 
the Officers' Conference Dinner on April 12 at the 

Hershey Motor Lodge. 

SOCIETY SEEKS THREE 
AMENDMENTS TO ACT 111 

The Board of Trustees approved on March 15 a recommenda¬ 
tion from the Council on Governmental Relations to seek 
three changes in Act 111, the Medical Malpractice Act, 
in 1978. They are: 

(1) To open Catastrophe Loss Fund coverage to profes¬ 
sional corporations; 

(2) To permit optional final binding arbitration 
(without appeal to court) if the parties agree in 
advance; 

(3) To allow periodic payments of settlement claims. 

SOCIETY OPPOSES LOWERING 
STATE DRINKING AGE TO 19 

The Board of Trustees on March 15 took a position in 
opposition to S.B. 252 which would lower the legal age 
for drinking alcoholic beverages from 21 to 19. The 
Council on Education and Science recommended the 
position, citing traffic accident statistics from states i 
which allow drinking at earlier ages as one of the 
reasons. 
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Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobader 

Escherichia 

Proteus 

Coryne bacterium 

Streptococcus 

Pneumococcus 


Neosporin 
Ointment 

(Polymyxin B-Bacitracin-Neomycin) 

This potent broad-spectrum antibacterial 
provides overlapping action to help combat 
infection caused by common susceptible pathogens 
(including staph and strep). The petrolatum base 
, , is gently occlusive, protective and 

Bacitracin Polymyxin B enhances spreading. 
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Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobader 

Escherichia 


Wellcome 


Burroughs Wellcome Co. 

Research Triangle Park 
North Carolina 27709 


In vitro overlapping antibacterial action of 
Neosporin* Ointment (polymyxin B-badtraein-neomydn). 


Ointment 

(Polymyxin B-Bacitracin-Neomycin) 


Each gram contains: Aerosporin* brand Polymyxin B 
Sulfate 5,000 units; zinc bacitracin 400 units; neomycin 
sulfate 5 mg (equivalent to 3.5 mg neomycin base); 
special white petrolatum qs; in tubes of 1 oz and 1/2 oz 
and 1/32 oz (approx.) foil packets. 

WARNING; Because of the potential hazard of nephro¬ 
toxicity and ototoxicity due to neomycin, care should be 
exercised when using this product in treating extensive 
burns, trophic ulceration and other extensive conditions 
where absorption of neomycin is possible. In burns 
where more than 20 percent of the body surface is 


affected, especially if the patient has impaired renal 
function or is receiving other aminoglycoside anti¬ 
biotics concurrently, not more than one application a 
day is recommended. 

When using neomycin-containing products to control 
secondary infection in the chronic dermatoses, 
it should be borne in mind that the skin is 
more liable to become sensitized to many substances, 
including neomycin. The manifestation of sensitization to 
neomycin is usually a low grade reddening with swelling, 
dry scaling and itching; it may be manifest simply as 
failure to heal. During long-term use of neomycin- 
containing products, periodic examination for such 
signs is advisable and the patient should be told to 
discontinue the product if they are observed. These 
symptoms regress quickly on withdrawing the medica¬ 
tion. Neomycin-containing applications should be 
avoided for that patient thereafter. 


PRECAUTIONS: As with other antibacterial preparations, 
prolonged use may result in overgrowth of nonsus- 
ceptible organisms, including fungi. Appropriate measures 
should be taken if this occurs. 

ADVERSE REACTIONS: Neomycin is a not uncommon 
cutaneous sensitizer. Articles in the current literature 
indicate an increase in the prevalence of persons 
allergic to neomycin. Ototoxicity and nephrotoxicity 
have been reported (see Warning section). 

Complete literature available on request from Profes¬ 
sional Services Dept. PML. 
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Credit union chartered—open for business 


The Pennsylvania Medical So¬ 
ciety Credit Union was "open for 
business” with receipt of its char¬ 
ter from the State Banking De¬ 
partment on February 16. Those 
eligible for membership may now 
apply for participation in the pro¬ 
gram. 

Membership is open to all State 
Society members; Auxiliary 
members; employes of members, 
the State Society and its affiliated 
organizations, and county medical 
societies; and spouses and imme¬ 
diate family members of those 
listed. 

Application for membership in 
the Credit Union requires comple¬ 
tion of an application form, pay¬ 
ment of a $1 membership fee, and 
a contribution to the first share 
(savings), which carries a $5 val¬ 
ue. 



DR. WILLIAM E. WHITESELL (right), 
State Secretary of Banking, presents 
the charter for the Pennsylvania Medi¬ 
cal Society Credit Union to William A. 
Shaver, M.D., Lebanon, PMS CUpresi¬ 
dent. 


For more information about the 
savings and borrowing program 
and for application forms, contact 
L. Riegel Haas, Treasurer, at the 
PMS Headquarters Building, 20 
Erford Rd., Lemoyne, PA 17043; 
(717) 238-1635. 

JCAH seeks physicians 
for hospital surveys 

The Joint Commission on Ac¬ 
creditation of Hospitals (JCAH) 
currently is recruiting physician 
surveyors for its Hospital Accred¬ 
itation Program (HAP). 

Physician surveyors are respon¬ 
sible for the on-site review and 
evaluation of medical staff func¬ 
tions, departments, and services. 
They submit reports and make ac¬ 
creditation recommendations 
based on information obtained 
through interviews with hospital 
personnel, review of records and 
documents, and observations of 
the hospital’s operations and pro¬ 
cedures. 

Surveyors must be licensed 
physicians with broadly based 
clinical experience and a back¬ 
ground in hospital medical staff 
practices. Consultative, commu¬ 
nicative, and data collection skills 
are essential. 

The position affords extensive 
travel opportunities, although 
survey teams usually work two or 
three months consecutively in one 
area. Full-time surveyors work 
approximately eleven months per 
year and part-time surveyors 
work three months per tour of 
duty, subject to a minimum ser¬ 
vice of six months per year. 

Physicians interested in apply¬ 
ing for the surveyor positions, or 
those seeking additional informa¬ 
tion, should contact: Director of 
Personnel, JCAH, 875 N. Michi¬ 
gan Ave., Chicago, IL 60611; (312) 
642-6061. 


Residents’ management workshop offered 


A practice management work¬ 
shop for residents will be held 
Thursday and Friday, May 18-19, 
1978, at the Penn Harris Motor 
Inn, Camp Hill, under the spon¬ 
sorship of the American Medical 
Association and the Pennsylvania 
Medical Society. 

The workshop, entitled "Estab¬ 
lishing Yourself in Medical Prac¬ 
tice,” is offered to residents enter¬ 
ing medical practice by George 
Conomikes Associates. Topics will 
include personnel problems, pa¬ 
tient flow techniques, physical as¬ 
pects of the medical office, clinical 
and financial paperwork, the 
practice setting, and legal 
problems. 

Residents who are PMS or AMA 
members or are planning to join 
will be charged $95; nonmembers 
must pay $125. Registration is 
limited to 35 and may be made 
through the office of LeRoy C. 
Erickson, Director of Educational 


Activities, Pennsylvania Medical 
Society, 20 Erford Rd., Lemoyne, 
PA 17043; (717) 238-1635. 

Computers improve 
licensing services 

The Department of State’s 
Bureau of Professional and Occu¬ 
pational Affairs has computerized 
its record-keeping operations to 
provide improved service in issu¬ 
ing new and renewed professional 
and occupational licenses. Com¬ 
puterization has contributed to an 
81 percent reduction in com¬ 
plaints about the Bureau’s ser¬ 
vices, which include licensing of 
645,574 Pennsylvanians in 22 
professions and occupations. 

A study of the effects of the com¬ 
puterization revealed that the av¬ 
erage time needed to process 
license renewals dropped from 
7-13 days in 1976 to I- 6 V 2 days in 
1977. 
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George A. Rowland 
seeks seat 

on AMA Board of Trustees 



George A. Rowland, M.D., coun¬ 
try doctor in Columbia County in 
the rolling hills of central Penn¬ 
sylvania, is taking the next logical 
step in his 30-year career as a 
leader in organized medicine. He 
is a candidate for the Board of 
Trustees of the American Medical 
Association. 

His colleagues in Pennsylvania 
view him as a man whose abilities 
as a leader have been finely honed 
by years of service at all levels of 
professional association activity. 

In his twelfth year as a member 
of the PMS Board of Trustees, he 
has been chairman since October 
1975. His fellow Board members 
observe that through these years 
he has practiced, and perfected, 
the ability to synthesize both sides 
of an issue, weigh the arguments, 
and lead members to consensus. 

Under his leadership the PMS 
Board has confronted some of the 
most difficult problems in the So¬ 
ciety’s history, including final im¬ 
plementation of mandatory con¬ 
tinuing education; the malprac¬ 
tice insurance crisis, culminating 


in the establishment of the Penn¬ 
sylvania Medical Society Liability 
Insurance Company (PMSLIC); 
and the activation of Health Sys¬ 
tems Agencies throughout the 
Commonwealth. 

His determination to reach a 
solution and his ability to negoti¬ 
ate a favorable agreement made 
PMSLIC a reality, according to his 
fellow Board members. They 
agree that without the insurance 
company and an agreement end¬ 
ing the contract with Argonaut, 
the Society would still be involved 
in costly litigation to assure the 
availability of malpractice insur¬ 
ance. Instead, the Society’s com¬ 
pany is successfully launched, and 
PMS is moving ahead on other 
areas of concern. 

George himself is most gratified 
by the Board’s long range plan¬ 
ning activities in the past three 
years. "We had talked about fu¬ 
ture planning and assigned the 
formation of objectives to commit¬ 
tees, but it was not until the Board 
itself took the time to see where we 
were going that we had results. I 


believe our successes in recent 
years can be attributed to the long 
range planning sessions, where 
we got to know each other better, 
moved toward consensus on broad 
issues, and took a good look at the 
organization’s mission. These 
meetings have proved their worth 
to all of us, even those who at first 
said without an agenda we’d never 
get anywhere.” 

To George, organized medicine 
is "the mechanism for the medical 
profession, as opposed to the indi¬ 
vidual physician, to relate to the 
rest of society. This role,” he says, 
"has become as complex as society 
itself and has made leadership a 
far more demanding job.” 

Facing up to these demands on 
leadership has been the hallmark 
of his chairmanship of the PMS 
Board. Most recently he brought 
suit against the Commonwealth to 
force the release of physicians’ 
registration fees to the State 
Board of Medical Education and 
Licensure. Traditionally this 
money went into the state’s gen¬ 
eral fund, leaving the medical 
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board without resources to enforce 
the Medical Practice Act. PMS 
secured legislation to change this, 
but the Commonwealth dragged 
its feet. 

"If we have to file suit to force 
government officials to obey the 
law,” George says, "then that’s 
what we should do.” 

Although he isn’t timid in con¬ 
troversy, his relations with gov¬ 
ernment are not always adver¬ 
sary. He is called on often to repre¬ 
sent organized medicine as gov¬ 
ernment deals with health issues. 
Currently he is a member of the 
Secretary of Health’s Task Force 
on Blue Shield Regulation. 

"Country doctor” is George 
Rowland’s description of himself, 
but he is a man of many parts— 
writer, teacher, raconteur, and 
wit. 

A native of Ardmore, a Phil¬ 
adelphia suburb, he completed his 
undergraduate work at the Uni¬ 
versity of Pennsylvania and re¬ 
ceived a degree in medicine from 
Temple University. He served as a 
captain in the Medical Corps, U.S. 
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Army Air Corps, from 1943 
through 1946, mainly in the 
Pacific combat area. 

Coming home from service, he 
entered the private practice of 
medicine and joined the staff of 
Bloomsburg Hospital. He was 
president of the hospital medical 
staff in 1972-73, and at various 
times served as secretary, chief of 
medicine, and chief of family prac¬ 
tice. 

Almost immediately on joining 
the Columbia County Medical So- 





IN HARRISBURG, George Rowland 
fields questions in the Capitol Press 
Room. 





ciety in 1947 he became an activist 
in organized medicine. He moved 
through the offices of the society, 
serving as president in 1955. He 
was a member of the PMS House of 
Delegates from 1951 to 1966 when 
he was elected to the PMS Board of 
Trustees. 

As editor of his county society’s 
bulletin, a post he held for ten 
years, George enjoyed considera¬ 
ble fame, as his editorials on the 
affairs of the day, liberally laced 
with humor, were reprinted wide¬ 
ly. Until the demands on his time 
became too great he wrote a col¬ 
umn for Pennsylvania Med¬ 
icine, "Let George Say It.” 

In 1965 he was elected an alter¬ 
nate delegate to the American 
Medical Association, and in 1972 
became a delegate. In 1976 he 
chaired the reference committee 
on medical education at the Dallas 
meeting. 

George has been involved in ed¬ 
ucational activities throughout 


IN MILLVILLE, a young patient de¬ 
mands the doctor’s full attention. 


IN CHICAGO, Dr. Rowland (far right) 
meets with the Pennsylvania Delega¬ 
tion at the December 1977 AM A meet- 
ing. _ 

his professional career. Currently 
he is clinical assistant professor of 
family and community medicine 
at the Pennsylvania State Uni¬ 
versity College of Medicine, Her- 
shey, where he developed a course 
on organized medicine for second 
year medical students. He also 
had a part in developing a pro¬ 
gram of continuing medical edu¬ 
cation for physicians in rural 
areas and was instrumental in es¬ 
tablishing a consortium of family 
practice residency programs in 
Pennsylvania. 

"The number of family practice 
residency programs in Pennsyl¬ 
vania and across the nation is a 
source of great satisfaction to me,” 
he reminisced recently. "One of 
the first assignments I had with 
the Pennsylvania Medical Society 
was with the Committee on Rural 
Health. We sought ways to inter¬ 
est medical students to practice in 
underserved areas, I enjoyed that 
interaction with students then, 



even as today I am stimulated by 
teaching the course on organized 
medicine.” 

The course gives George an op¬ 
portunity to spread his convictions 
about organized medicine, and 
there’s no doubt about the positive 
impact on the students, who say 
it has "turned them on” to organ¬ 
ized medicine. 

His career of leadership in the 
American Academy of Family 
Physicians and its predecessor, 
the Academy of General Practice, 
also centered around education. 
After serving as president of the 
Pennsylvania Academy of Gen¬ 
eral Practice, he was for many 
years chairman of its Commission 
on Education, and used the post to 
improve the quality and quantity 
of continuing education for gen¬ 
eral practitioners in the state. 

To the American Academy of 
Family Physicians George Row¬ 
land gave long and distinguished 
service. He was a member of the 
House of Delegates from 1967 to 
1972, serving as chairman of the 
Committee on Scientific Assembly 
in 1971. He was elected to a 
three-year term on the AAFP 
Board of Directors in 1972, and 
was chairman of the Commission 
on Education from 1972 through 
1974. He was elected AAFP vice 
president in 1974. 

George and Liberty Rowland 
live in Millville, where he has his 
practice. They have four children 
and four grandchildren. One of 
their greatest pleasures is travel, 
often now to visit with the grand¬ 
children, just as when the children 
were growing up they spent their 
free time camping with them. 

George Rowland will bring to 
the AMA Board of Trustees 30 
years of experience as a leader at 
all levels of organized medicine, a 
talent for diagnosing a problem 
and finding a remedy, a tough but 
rational philosophy about the role 
of organized medicine, and a 
willingness to be on the front lines 
in times of crisis. 
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Time is the test of all things 



BRIEF SUMMARY 

Indications: Oral potassium therapy for the prevention and treatment of 
hypokalemia which may occur secondary to diuretic or corticosteroid 
administration. May be used in the treatment of cardiac arrhythmias due 
to digitalis intoxication. 

Contraindications: Severe renal impairment with oliguria or azotemia, 
untreated Addison's disease, adynamia episodica hereditaria, acute 
dehydration, heat cramps and hyperkalemia from any cause. 
Precautions: Potassium intoxication by oral administration 
^ rarely occurs in patients with normal kidney function, however, 
potassium supplements must be administered with caution, 
since the amount of the deficiency or daily dosage is not 
accurately known. Frequent checks of the clinical status of 
w the patient, and periodic ECG and/or serum potassium 

levels should be made. High serum concentrations of 
potassium ion may cause death through cardiac 
depression, arrhythmias or arrest. This drug should 
be used with caution in the presence of cardiac 
disease. 

In hypokalemic states, especially in pa¬ 
tients on a low-salt diet, hypochloremic 
alkalosis is a possibility that may require 
chloride as well as potassium 
supplementation. 

Adverse Reactions: Nausea, vomiting, 
diarrhea, and abdominal discomfort 
have been reported. The most se¬ 
vere adverse effect is hyper¬ 
kalemia. 

Overdosage: Potassium intoxica¬ 
tion may result from overdosage 
of potassium or from therapeutic 
dosage in conditions stated under 
“Contraindications”. Hyperkale¬ 
mia, when detected, must be 
treated immediately because le¬ 
thal levels can be reached in a few 
hours. 


Kaon Elixir 


(potassium qluconate) 

^ 20 mEq per 15 ml 


WARREN-TEED 

LABORATORIES, INC. 

DIVISION OFADRIA LABORATORIES IIMC. 

COLUMBUS, OHIO 43215 














Insomnia 

a shade of blue that often 
accompanies depression 

And, in anxiety/depression, Adapin® (doxepin HC1) often 
helps restore disturbed sleep patterns, such as early morning 
awakening, with a sin g le daily dose at bedtime? Adapin quickly 
relieves the patient’s anxiety, gradually brightens his mood and 
outlook, with optimal antidepressant response usually evident 
within two to three weeks. 

1. Goldberg HL, Finnerty RJ, Cole JO: Doxepin: Is a single daily dose enough? AmJPsychiatry 131:1027-1029,1974. 


Brief Summary of Prescribing Information 
ADAPIN® (doxepin HCI) Capsules 

Indications —Relief of symptoms of anxiety and depression. 

Contraindications —Glaucoma, tendency toward urinary retention, or 
hypersensitivity to doxepin. 

Warnings —Adapin has not been evaluated for safety in pregnancy. No 
evidence of harm to the animal fetus has been shown in reproductive 
studies. There are no data concerning secretion in human milk, nor on 
effect in nursing infants. 

Usage in children under 12 years of age is not recommended. MAO 
inhibitors should be discontinued at least two weeks prior to the 
cautious initiation of therapy with this drug, as serious side-effects and 
death have been reported with the concomitant use of certain drugs 
and MAO inhibitors. 

In patients who may use alcohol excessively potentiation may in¬ 
crease the danger inherent in any suicide attempt or overdosage. 

Precautions —Drowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery. Since 
suicide is an inherent risk in depressed patients they should be closely 
supervised while receiving treatment. Although Adapin has shown ef¬ 
fective tranquilizing activity, the possibility of activating or unmasking 
latent psychotic symptoms should be kept in mind. 

Adverse Reactions —Dry mouth, blurred vision and constipation 
have been reported. Drowsiness has also been observed. 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal reactions, secretory effects such as 
sweating, tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, 
photophobia, decreased libido, rash and pruritus may also occur. 

Dosage and Administration —In mild to moderate anxiety and/or 
depression: 25 mg t.i.d. Increase or decrease the dosage according 
to individual response. Daily dosage, up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage is 
75 mg to 150 mg per day not to exceed 300 mg per day. 

Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks. 

How Supplied— Each capsule contains doxepin, as the hydro¬ 
chloride: 10 mg, 25 mg, 50 mg and 100 mg capsules in bottles of 100 
and 1000. 

For complete prescribing information please see package 
insert or PDR. 



When they see life 

in shades of blue- 
help them see life 
in all its colors. 

Adapiil 

(dojopn HCI) 



single daily dose 

recommended h.s. 

OS 

10 mg capsules 

SPEFNWUJ 

S »>? 

25 mg capsules 

Pennwalt Prescription Products 
Pharmaceutical Division 
Pennwalt Corporation 

S 18 358 

50 mg capsules 

Rochester, New York 14603 

jS 18-359 

NEW 100 mg capsules 







Now open to all Pennsylvania 
Medical Society members. 

Pennsylvania MEDICAL Cooperativs 

Start saving today—no membership fee, 
no minimum purchase—just lots of savings. 

Now the benefits of Cooperative savings are available to all PMS members as a 
free member benefit. When you buy from the Co-op you get: 
a wide selection of products—over 2,000 items including most major brand 
names; 

prompt delivery—orders processed within 24 hours, delivery, in most cases, 
within 48 hours; 

unconditional guarantee—60 day credit or refund policy on all returned items; 
special offers—even lower prices on periodically run Co-op specials. 

IT ALL ADDS UP TO QUALITY, SERVICE, AND SAVINGS! 

Pennsylvania Medical Co-op sells you medical supplies at the lowest price 
possible. In most cases, that means at least 10 percent below the current 
retail price. 

Just listen to what physicians who buy from the Co-op regularly are saying: 

One physician recently told us of a survey he took. The results—he is saving 
an average of 10-15 percent on his orders since switching to the Co-op! 

A new physician who submitted a large order to set up his practice compared 
our prices to those of other suppliers and found out that with his very first 
order, he had saved over $100. 


Give yourself peace of mind know¬ 
ing that you're getting the best 
possible prices and using your 
money to its fullest. Begin buying 
from the Co-op. Your new 1978 
Co-op catalog is on its way to you 
now! 


Pennsylvania Medical Cooperative, 20 Erford Rd., Lemoyne, PA 17043 

Telephone (717) 761-8215. 

THE NATION’S FIRST MEDICAL COOPERATIVE 
RUN BY PHYSICIANS, FOR PHYSICIANS. 













Legal counsel reports 


Act 111 arbitration binds federal courts 

Fred Speaker, Esq. 


Two federal court decisions 
have declared that the federal 
courts have no jurisdiction to de¬ 
cide medical malpractice cases be¬ 
fore there has been compulsory 
arbitration under Act 111. 1 

The first reported case on this 
subject, Marquez v. Hahnemann 
Medical College & Hospital, 2 in¬ 
volved an action, brought in fed¬ 
eral district court in the Eastern 
District of Pennsylvania, based on 
diversity of citizenship—claiming 
that the court had jurisdiction be¬ 
cause the parties resided in differ¬ 
ent states. Defendants were the 
hospital and two physicians. 

When Act 111 was adopted, the 
legislature provided that all medi¬ 
cal malpractice claims must first 
be submitted to an arbitration 
panel before there was an oppor¬ 
tunity to make an appeal and have 
a new trial: 

The arbitration panel shall 
have original exclusive juris¬ 
diction to hear and decide any 
claim brought by a patient or 
his representative for loss or 
damages resulting from the 
furnishing of medical services 
which were or should have 
been provided. 3 

Some of the legislative drafters 
hoped that this provision might 
also apply to the courts in the fed¬ 
eral system, but they had no 
strong belief that this would hap¬ 
pen. 

Marquez gives great support to 
their hopes. In its opinion, the 
court stated: 

. . . The Commonwealth of 
Pennsylvania has closed its 
state courts to this action at 
least until the arbitration 
proceeding required by law is 


1 Health Care Services Malpractice Act, 40 P.S. 

§§1301.101 et seq. 

*435 F. Supp. 972 (E D. Pa. 1976). 

3 40 P.S. § 1301.309. 

4 304 U.S. 64 (1938). 


completed. This court con¬ 
cludes that in furtherance of 
the underlying policies of Erie 
[ R . Co. v. Tompkins], 4 it must 
find that it lacks jursidiction 
over the present case until the 
compulsory arbitration pro¬ 
ceedings are completed. 5 
Concluding that: 

. . .Pennsylvania has attempt¬ 
ed to deal with the medical 
malpractice crisis that con¬ 
fronts the Commonwealth 
and the nation. The Pennsyl¬ 
vania legislature has decided 
that compulsory arbitration 
may ameliorate this crisis. 
This court will not interfere 
with such expression of legis¬ 
lative intent. 6 

the court dismissed the case with¬ 
out saying that it could not be 
brought again after the arbitra¬ 
tion process was completed. 


Degree of malpractice risk is not 
related to specialty, according to a 
nationwide survey of 24,000 mal¬ 
practice suits decided between 
July 1975 and June 1976. 

Although malpractice insur¬ 
ance firms require higher pre¬ 
miums from specialists who per¬ 
form surgery than from nonsur¬ 
geons, the National Association of 
Insurance Commissioners study 
shows that specific diagnoses and 
treatments, not specialties, are 
more often grounds for claims. 

According to the report, one- 
third of claims were filed against 
physicians who performed no 
surgery or only minor surgery. 
Twelve percent of claims were 


Quite recently, in February of 
this year, the federal court filed an 
order dismissing a medical mal¬ 
practice case brought against a 
physician, hospital, and drug 
company, stating that the court 
agreed with Marquez and conclud¬ 


Mr. Speaker is a member of the law firm 
of Pepper, Hamilton & Scheetz, which 
serves as the Society's legal counsel. 


ing "that the Act is a bar to this 
diversity action.” 7 

Thus the federal district courts 
are saying that the compulsory 
arbitration provisions of Act 111 
bind federal as well as state 
courts. The Pennsylvania Su¬ 
preme Court is now considering 
whether it will uphold the com¬ 
pulsory arbitration proceedings 
against a constitutional attack. 


filed against general surgeons and 
almost 13 percent were against 
obstetrician / gynecologists. 
Claims against other specialties 
were evenly divided and fell be¬ 
tween 1 and 6 percent. Mistakes in 
diagnosis, together with errors in 
planning and providing treat¬ 
ment, were alleged in 95 percent of 
reported claims. 

The detailed study is available 
in four volumes for $28, and may 
be ordered from the National As¬ 
sociation of Insurance Commis¬ 
sioners, 1015 Clark Bldg., 633 W. 
Wisconsin Ave., Milwaukee, WI 
53203. No plans for publication of 
a summary of the data have been 
made. 


5 Marquez v. Hahnemann Medical College & Hospital, ’Fred L. Dings, III, Administrator v. George C. Mosch, et 

435 F. Supp. 972, 973 (E.D. Pa. 1976). al., No. 77-3291 (E.D. Pa. filed February 1, 1978). 

6 Id. at 974. 


NAIC study shows malpractice claims 
not related to medical specialty 
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County societies name new leaders 


Leadership positions in county 
medical societies throughout the 
state have changed hands in re¬ 
cent months. Among those instal¬ 
ling new officers for 1978 are 
Armstrong, Clarion, Lancaster, 
Lycoming, Northampton, Somer¬ 
set, and Washington County Med¬ 
ical Societies. 

The Armstrong County Medical 
Society recently installed Diego 
Cordoba, M.D., president; L. N. 
Sotos, M.D., president elect; Roger 
Vega, M.D., vice president; and 
James Bauer, M.D., secretary- 
treasurer. 

New officers of the Clarion 
County Medical Society are: 
William M. McKinley, M.D., a 
surgeon from Brookville, presi¬ 
dent; Arthur J. Dortort, D.O., of 
New Bethlehem, vice president; 
and David L. Miller, M.D., New 
Bethlehem, secretary-treasurer. 

Joseph L. Eckenrode, M.D., has 
been elected president of the Lan¬ 
caster City and County Medical 
Society, succeeding John L. 
Farmer, M.D. Other officers elect¬ 
ed to the society are: Joseph L. 
Knepper, M.D., president elect; 
Charles L. Deardorff, Jr., M.D., 
vice president; and Roland A. 
Loeb, M.D., secretary-treasurer. 

Charles F. Cipolla, M.D., was 
installed as president of the 
Lycoming County Medical Soci¬ 
ety. Officers serving with Dr. 
Cipolla are: Edward N. Moser, 
M.D., president elect; James L. 
Harrison, M.D., vice president; 
Harry L. Manning, M.D., secre¬ 
tary; Donald E. Shearer, M.D., 
treasurer; and Chan Yoon, M.D., 
assistant secretary-treasurer. 

Harry G. Light, M.D., was in¬ 
ducted president of the North¬ 
ampton County Medical Society, 
replacing George B. Laubach, 
M.D., immediate past president. 
Other new officers are: Donald H. 
Smith, M.D., president elect, and 
John H. Hobart, M.D., secretary, 
both of Easton; and Theodore P. 


Burger, M.D., vice president, and 
Walter K. Peters, M.D., treasurer, 
both of Bethlehem. 

Ross St. Clair Rumbaugh, M.D., 
of Myersdale, was elected presi¬ 
dent of the Somerset County Med¬ 
ical Society. Alfred Rice, M.D., 
president elect, and Emiliano 
Limcuando, M.D., vice president, 
both of Somerset, and Edwin M. 


Harold J. Byron, M.D., a prac¬ 
ticing psychiatrist in Norristown 
and Wyncote, was installed re¬ 
cently as the 131st president of the 
Montgomery County Medical So¬ 
ciety. Dr. Byron is clinical assist¬ 
ant professor of psychiatry at the 
Medical College of Pennsylvania 
and chief of neuropsychiatry at 
Sacred Heart Hospital. 

Retiring president John C. 
Maerz, M.D., was presented with 
the traditional engraved gavel at 
the installation ceremony. 

Other physicians elected to of¬ 
fice are: John J. Maron, M.D. a 
family physician from Pottstown, 
president elect; H. Craig Bell, 
M.D., an Abington psychiatrist, 
vice president; Alan L. Dorian, 
M.D., Norristown surgeon, secre¬ 
tary; and Joseph L. Hunsberger, 

Dr. Tighe begins term 

Patrick L. Tighe, M.D., a south 
Scranton physician, has begun 
serving a six-month sentence for 
illegally dispensing controlled 
drugs. 

Dr. Tighe was found guilty of 18 
counts of dispensing biphetamines 
June 5, 1976 by a federal jury in 
Wilkes-Barre. The physician filed 
several appeals, the last of which 
was turned down in December 
1977. 

In 1976, Dr. Tighe was indicted 
for medicare fraud and sub¬ 
sequently pleaded guilty to those 
charges. He was sentenced to two 
years probation in that case. 


Price, M.D., of Confluence, com¬ 
plete the slate of the society’s 1978 
officers. 

Washington County’s newest of¬ 
ficers are John F. Weldon, M.D., 
president; Malcolm E. Ruben, 
M.D., president elect; Richard E. 
Harcom, M.D., vice president; and 
Nicholas E. Fuerst, M.D., sec¬ 
retary-treasurer. 


M.D., Norristown family physi¬ 
cian, treasurer. 

Reports of child abuse 
nearly doubled in 1977 

The number of potential child 
abuse cases reported to the state’s 
toll-free "Childline” nearly dou¬ 
bled in 1977, according to the 
State Welfare Department. In the 
last nine months of 1976, 
Childline received 6,400 calls; in 
1977, the figure rose to 13,800. 

Philadelphia County had the 
most reports—4,537 in 1977 com¬ 
pared to 1,738 in 1976. Calls came 
from all 67 counties. 

Under law, medical personnel 
are required to report suspected 
cases of child abuse. When a report 
is filed with Childline, staff mem¬ 
bers check a central register of 
confirmed cases to see if the child 
has been abused in the past. The 
Child Protective Service Unit in 
the county concerned is then 
notified and a caseworker investi¬ 
gates. 

Pennsylvania’s Childline num¬ 
ber is (800) 932-0313. 


Tuition for freshmen at Hahnemann 
Medical College will hit the $10,000 mark 
in September 1978, a boost of almost 
$4,000. Joseph DiPalma, M.D., dean of the 
medical school, said increases are 
needed to offset reductions in state and 
federal education subsidies. 

Students already in school face an in¬ 
crease of $1,000 a year beginning in Sep¬ 
tember. Freshmen and sophomores now 
pay $6,100 per academic year, while 
juniors and seniors are charged $5,500. 


Dr. Byron heads Montgomery CMS 
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Pennsylvania’s first report 


INVESTMENT 


f 

Penicillin resistant gonorrhea 
discovered in Allegheny County 

Ever since the Center for Disease Control first iso¬ 
lated a strain of penicillinase-producing Neisseria 
Gonorrhoeae in February 1976 and issued a general 
report of this occurrence in October 1976, there has 
been a great deal of concern regarding the spread of 
these organisms within the United States and 
throughout the world. The implication, of course, is 
obvious. There was fear that strains of Neisseria that 
are resistant to multiple antibiotics might even¬ 
tually evolve. If this were to occur, effective therapy 
for the infectious disease, which is reported more 
frequently than all others combined, might no longer 
be available. It is horrifying to imagine 2.5 million 
cases of an antibiotic-resistant disease occurring an¬ 
nually in the United States in persons under 30. 

It is somewhat comforting to report that, as a result 
of local, national and worldwide surveillance systems 
which were promptly established, the spread of these 
strains of organisms, particularly in the United 
States, has been limited. As of the end of September 
1977, penicillinase-producing gonococci had been de¬ 
tected in 16 countries. In the United States 218 iso¬ 
lates had been reported from 26 states. There appear 
to be two main endemic areas, namely, the Phillip- 
pines and West Africa. The strains found in the 
United States appear to be related to the Far East, as 
determined from historical data of patients and from 
calculation of the molecular weight of the plasmid 
factor. Strains found in England appear to be related 
to West Africa. There has been some spread within 
the United States but, due to surveillance measures 
and prompt epidemiological investigation, this has 
been limited to small, local outbreaks of up to 10 to 12 
cases. Outbreaks have been eliminated by prompt 
treatment of the cases. 

The Allegheny County Health Department insti¬ 
tuted a surveillance system in November 1976, 
shortly after the CDC reports were received, for the 
purpose of detecting penicillinase-producing strains 
of N. Gonorrhoeae. This surveillance system has 
been in effect since then. On November 21,1977 the 
first isolate of such a strain was detected in the 
Health Department laboratory in a culture specimen 
obtained from a female patient at a Health Depart¬ 
ment Venereal Disease Clinic. The patient was 
treated promptly with appropriate medication and 
cured, and epidemiological investigation was under¬ 
taken. The source was traced to a member of the 
Armed Services who had recently returned from the 

Continued on page 1 7. 
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Your purchase of a fine Oriental 
Rug from Rittenhouse 
offers more than meets the eye. 
It is a superbly wise investment 
at an unusually attractive price. 
For Oriental Rugs often 
increase in value as they 
mature. Offering many lifetimes 
of pleasure. The rugs from 
our collection are of unequalled 
quality. In fascinating designs. 
Intricate patterns. Rich colors. 

Come to the Oriental Rug 
Gallery at Rittenhouse. Select 
a beautiful rug from our 
collection. Add the beauty of 
an Oriental Rug to your home... 
your office... and to your future. 

Add an Oriental Rug 
to your investment portfolio. 


RITTENHOUSE 
ORIENTAL. RUG GALLERY 

1712 Walnut Street • Telephone 215-546-7575 
Free Parking Always 
Enter from 1710 Chancellor St 




















Angina 
freedom 
fighter... 


1. Taken sublingually, Cardilate® (erythrityl 
tetranitrate) begins to work within 5 minutes, 
eliminating or reducing frequency and severity 
of anginal pain for up to two hours. 

2. Fear of pain, a major deterrent to achieving 
acceptable (and desiraole) levels of activity 
including sex, may be allayed with Cardilate. 
Effective prophylaxis and improved exercise 
tolerance help toward normalizing the lives of 
anginal patients. 


Cardilate' 

(erythrityl tetranitrate) 



Cardilate" (erythrityl tetranitrate) 

INDICATIONS: For the prophylaxis and long-term treat¬ 
ment of patients with frequent or recurrent anginal pain 
and reduced exercise tolerance associated with angina 
pectoris, rather than for the treatment of the acute attack 
of angina pectoris, since its onset is somewhat slower 
than that of nitroglycerin. 

PRECAUTIONS: As with other effective nitrites, some fall 
in blood pressure may occur with large doses. 


Caution should be observed in administering the drug to 
patients with a history of recent cerebral hemorrhage, 
because of the vasodilation which occurs in the area. 
Although therapy permits more normal activity, the 
patient should not be allowed to misinterpret freedom 
from anginal attacks as a signal to drop all restrictions. 


SIDE EFFECTS: No serious side effects have been 
reported. In sublingual therapy, a tingling sensation (like 
that of nitroglycerin) may sometimes be noted at the 
point of tablet contact with the mucous membrane If 
objectionable, this may be mitigated by placing the tablet 
in the buccal pouch. As with nitroglycerin or other effec¬ 
tive nitrites, temporary vascular headache may occur 
during the first few days of therapy. This can be con¬ 
trolled by temporary dosage reduction in order to allow 
adjustments of the cerebral hemodynamics to the initial 
marked cerebral vasodilation. These headaches usually 
disappear within one week of continuous therapy but 
may be minimized by the administration of analgesics. 


Mild gastrointestinal disturbances occur occasionally 
with larger doses and may be controlled by reducing the 
dose temporarily. 

HOW SUPPLIED: 10 mg chewable scored tablets, 
bottle of 100 Also 5, 10 and 15 mg oral/sublingual 
scored tablets in bottles of 100. 10 mg oral/ 
sublingual scored tablets also supplied in bottles 
of 1,000. 

Also available: Cardilate®-P brand Erythrityl 
Tetranitrate with Phenobarbital* Tablets 
(Scored). 

(*Warning—may be habit-forming.) 



Penicillin resistant gonorrhea 

Continued from page 15 

Far East. All known contacts have been examined 
and given appropriate preventive treatment. No fur¬ 
ther isolates have been obtained. This is the first case 
to be reported in Pennsylvania. It is hoped that no 
further spread will occur. 

It is essential that an intensive surveillance sys¬ 
tem be maintained because, even though the 
pencillinase-producing strains of gonococci appear to 
have been well contained, additional strains un¬ 
doubtedly will be brought into this country. All 
health facilities and all physicians should be alert to 
the possible presence of these strains of organisms. 
The following guidelines should be followed: 

1. Treatment of choice for uncomplicated 
gonorrhea in the absence of contraindications 
remains 4.8 million units of aqueous procaine 
penicillin G intramuscularly, together with 1 
gram of probenecid orally. 

2. Patients should return for test of cure within 3 to 
7 days. Test of cure smears and/or cultures 
should be done whether the patient is 
symptomatic or asymptomatic. 

3. Patients who are treatment failures, as indi¬ 
cated by positive test of cure smears or cultures, 
should be treated with spectinomycin 4 grams 
I.M., in the absence of contraindications to the 
use of the drug. 

4. Repeat test of cure cultures should be obtained 3 
to 7 days after spectinomycin. 

5. Contact tracing should be initiated immediately 
on all patients with a positive test of cure cul¬ 
ture. These contacts should be given preventive 
treatment with spectinomycin in the same dos¬ 
age as is used in treatment of proven cases. 

6. If cases are detected in which there has been a 
treatment failure with recommended doses of 
penicillin and probenecid, the Department of 
Health should be notified at (717) 787-3740. 
Facilities for beta lactamase testing are avail¬ 
able. Epidemiological assistance will be given to 
anyone requesting it. 

7. A special plea is made to all physicians to use 
only recommended treatment schedules in treat¬ 
ing all patients infected with Neisseria Gonor- 
rhoeae because treatment with subcurative 
doses of antibiotic has been shown to be a major 
reason for development of increasing resistance 
of the chromosomal mutation type by the organ¬ 
ism. 



Wellcome 


Burroughs Wellcome Co. 

Research Triangle Park 
North Carolina 27709 


Leonard B. Volkin, M.D., Director 
Venereal Disease Program 
Allegheny County Health Department 
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From the Pennsylvania Department of Health 

Advisory committee recommends tuberculosis treatment , 


A 12-month daily chemotherapy regimen for 
tuberculosis patients was recommended recently by 
the Medical Advisory Committee on Chronic Respi¬ 
ratory Diseases for selected patients treated at tuber¬ 
culosis clinics operated by the Pennsylvania De¬ 
partment of Health. 

The 12-month regimen was one of several options 
recommended for tuberculosis patients. The options 
recommended by the Committee were: 

1. The standard 18-month regimen consisting of 
Isoniazid 300 mg and Rifampin 600 mg given in a 
single daily dose for 6 months followed by Isoniazid 
300 mg and Ethambutol 15 mg/kg given in a single 
daily dose for an additional 12 months. This stan¬ 
dard regime, representing a shortening of therapy 
of 6 months, was adopted by the Pennsylvania 
Department of Health’s Tuberculosis Control Pro¬ 
gram on the advice of its Medical Advisory Com¬ 
mittee in April 1976. 

2. A 12-month regimen consisting of Isoniazid 300 
mg, Rifampin 600 mg, and Ethambutol 25 mg/kg 
for 2 months followed by Isoniazid 300 mg and 
Rifampin 600 mg in a single daily dose for an 
additional 10 months provided that the patient’s 
sputum becomes negative during the first 6 
months of treatment. (The dose of Ethambutol at 
25 mg/kg may cause ocular toxicity in patients who 
receive Ethambutol for a long period of time. Pa¬ 
tients on 25 mg/kg of Ethambutol must have visual 
acuity and color perception tests performed at 
monthly intervals, and it is recommended that 
Ethambutol 25 mg/kg not be given for long periods 
of time.) 

3. An 18-month regimen of Isoniazid 300 mg and 
Ethambutol 15 mg/kg given in a single daily dose 
for patients who cannot tolerate Rifampin. 

4. Individualized chemotherapy programs for pa¬ 
tients with special problems in treatment. 

The Committee passed these recommendations 
unanimously and the Pennsylvania Department of 
Health adopted them immediately. 

The incidence of tuberculosis continues to decline 
at a rate of 6 to 9 percent per year and only 1300 new 
cases were reported in the Commonwealth in 1977. 
The Committee’s recommendation of a shortened 
chemotherapy regimen applies research findings 
from throughout the world which indicate that coor¬ 
dination of Isoniazid and Rifampin, both bacte¬ 
riocidal drugs, is the most effective drug regimen 
available for tuberculosis treatment and causes a rel¬ 
atively low rate of toxicity. The British have insti¬ 
tuted a 9-month chemotherapy program as routine 


treatment for tuberculosis patients, and the U. S. 
Public Health Service has begun investigating 
6-month chemotherapy protocols. 

The decision by the Advisory Committee to the 
Pennsylvania program makes Pennsylvania one of 
the first states in the U.S. to significantly shorten 
therapy for tuberculosis. The Committee believes, 
however, that a decision to shorten therapy to a 
period less than 12 months should wait for additional 
data from studies now being conducted abroad and by 
the U. S. Public Health Service. 

The Tuberculosis Control Program of the Com¬ 
monwealth is administered by the office of the di¬ 
rector of the Division of Chronic Respiratory and 
Occupational Disease Services. George Bereznicki, 
M.D., is in charge of the 70 tuberculosis clinics in 
Pennsylvania and advises the 80 physicians who 
provide patient services in these clinics. 

The 12 members of the Medical Advisory Commit¬ 
tee are: Frederick L. Jones, Jr., M.D., chairman; Rob¬ 
ert L. Mayock, M.D., vice chairman; Rob Roy Mac¬ 
Gregor, M.D.; Charles Myers, M.D.; Frederick L. Ru¬ 
ben, M.D.; John Schaaf, M.D.; Edward Theurkauf, 
M.D.; William Anderson, M.D.; G. W. Atkinson, 
M.D.; J. William Fewell, M.D.; Sukhdev S. Grover, 
M.D.; and Robert F. Johnston, M.D. 

Evan D. Riehl, M.D., Director 

Division of Chronic Respiratory 
Diseases 

Pennsylvania Department of Health 


VD education still needed 

Incidence of venereal disease in Pennsylvania declined 
for the third consecutive year in 1977, according to the 
State Health Department, but statistics show that 60 per¬ 
cent of those infected in 1977 were teenagers and young 
adults. 

Statistics indicate that 30 percent of gonorrhea patients 
were under 19 years old, and 68 percent were under 24. 
Sixty percent of those with infectious syphilis were under 
30 years. 

An effort is being made by the Health Department to 
educate young people about the dangers of VD. A free VD 
Info Kit including separate brochures for men and wom¬ 
en, information on herpes simplex virus, referral and 
treatment information, and a new brochure on common 
sexually transmitted diseases is available to Pennsylva¬ 
nia residents. 

For information and referral services and the free VD 
Info Kit call the toll-free State Health Line, (800) 692-7254, 
or write Leonard Bachman, M.D., State Health Secretary, 
Info Kit, PO Box 90, Harrisburg, PA 17120. 
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editorials 


Carbon paper—what’s that? 

In recent years technological advances have gen¬ 
erated many conveniences which we now take for 
granted. Snow blowers, automatic dishwashers, and 
instant cameras are examples of innovations de¬ 
signed to facilitate our "fast” style of living. We have 
come to rely on these innovations, sometimes at the 
expense of other people. 

Photocopying is an inexpensive, rapid method of 
producing a replica of anything from a letter to a color 
photograph. Almost every office has a copier, and 
down time can cause business to grind to a halt, while 
carbon paper gathers dust on supply shelves. 

Copying has created some problems never dreamed 
of by its inventors. It is cheaper to reproduce a book 
than to buy it. Duplicating journals is less expensive 
than subscribing. A publisher’s concern over this sit¬ 
uation can hardly be questioned. 

When does photocopying become abuse? What por¬ 
tion of a book, if any, can be photocopied before it is 
determined to be an attempt to avoid purchasing that 
book? 

On January 1, 1978, Public Law 94-553, the new 
copyright law, the first revision since 1909, became 
effective. It concerns the reproduction of copyrighted 
work and attempts, however vaguely, to answer such 
questions. Many in the scientific community feared 
that the new law would prevent the sharing of infor¬ 
mation, but close study indicates this is not the case. 


correspondence 

Physician’s assistant here to stay 

To the editor: 

The opinion of Dr. Sam Faris (PENNSYLVANIA 
MEDICINE, December 1977) seems to be asking for 
comment. As one of those who have embraced the 
physician’s assistant concept, to great benefit of my 
patients and to great personal satisfaction, I feel that 
I might be qualified to respond. 

I heartily agree with Dr. Faris that Mr. Califano 
appears to be a declared antagonist of the American 
practicing physician. Actually, the secretary’s 
statements are quite inflammatory. Maybe just for 
that reason they should not be taken at face value. 
After all, it is the state in which we practice that has 
provided by law the "hammerlock that doctors have” 
not only on paramedicals but on the entire health 
system. This hammerlock is named "the license to 
practice medicine.” This license is instituted by law 


The thrust of the revisions has been in two areas. 
First, the period of coverage by copyright has been 
extended to include the lifetime of the author plus 50 
years. Second, the amount of material protected by 
copyright has been broadened to include audiovisu¬ 
als and a variety of other works of art. The law grants 
certain rights to authors but places limits on these 
rights. It is ambiguous, sometimes inconsistent, and 
doubtless will be tested in the courts. 

Since the new law is a compromise, none of those 
affected by it will be completely happy, although it 
attempts to be fair to authors, publishers, and li¬ 
brarians. Section 108 (i) calls for a report to Congress 
from the parties involved at five-year intervals. Con¬ 
gress will then determine whether the balance in¬ 
tended by the law is being achieved. 

It is in your interest to know about the new 
copyright law. Keep in mind that authors and pub¬ 
lishers depend upon royalties and sales to subsist. 
Carefully assess your needs. John Shaw Billings 
wrote, "Statistics are somewhat like old medical 
journals, or like revolvers in newly opened mining 
districts. Most men rarely use them, and find it 
troublesome to preserve them so as to have them easy 
of access; but when they do want them, they want 
them badly.” The days of unlimited photocopies are 
over. Be sure when you ask for a reprint that you need 
it "badly.” 

David A. Smith, M.D. 

Medical Editor 


in order to protect the public from unscrupulous and 
unqualified practitioners. Therefore, a reasonable 
analysis would seem to indicate that Mr. Califano 
was ill-advised in making such a statement. 

If we would pay attention to the "hammerlock” 
that other professionals, such as lawyers (and 
judges), have on the services which they provide, 
then the reasonable promptness and fairly good 
quality of medical care would stand in favorable dis¬ 
tinction to the endless delays in our present court 
dockets. 

Dr. Faris expresses concern for the 40-year-old 
physician’s assistant whose physician mentor retires 
or dies. I have often expressed a similar concern for 
mediocrity and failure. However, the physician’s as¬ 
sistant is here to stay and it is up to us, those with the 
"hammerlock,” those who are personally responsible 
for the welfare of our patients, to see that their ser¬ 
vices are put to the best use. 
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What happens to Dr. Faris’s faithful office nurse 
when he retires? Does she become a house painter, 
orderly, or insurance salesman? Of course not. Most 
likely she will retire or find another physician or 
institution with whom she can find employment. 

I agree with Dr. Faris that we should carefully 
guard against an injudicious oversupply resulting 
from the production of an unnecessarily large 
number of physician’s assistants. If it were left to the 
physician’s conscience to determine whether his 
practice and his patients need a physician’s assistant, 
that would probably be an adequate safeguard. When 
the government, federal or state, begins to interfere 
(and probably rightly so in some instances) we must 
become much more careful. 

What is the place of the physician’s assistant in the 
entire spectrum of "provision of health care?” We are 
all working together for one goal, which is the benefit 
of our patients. When we lose sight of that goal be¬ 
cause of concern for our own incomes or for govern¬ 
ment interventions or for other extraneous influenc¬ 
es, it is the patient who eventually is the victim. In 
the process, the physician also loses. Therefore, we 
must begin to recognize that a physician’s assistant is 
a valuable member of the health team, providing 
health care in an alternate fashion. 

Many medical tasks and specialized functions have 
been delegated by physicians to special nurses. With 
proper guidance and instruction they all provide val¬ 
uable contributions. I cannot believe that an abun¬ 
dant supply of additional physicians in the next de¬ 
cade will displace these professionals, so that their 
"wares” will be "less desirable.” 

It behooves the medical profession, organized and 
working together, to properly define the place of the 
physician’s assistant in the entire spectrum of medi¬ 
cal and other health services. It behooves the physi¬ 
cian to see that this service by the physician’s assist¬ 
ant does not become mediocre, that it does not fail, 
that it always serves the ultimate benefit of the pa¬ 
tient. If we physicians, as a group, define such a 
concept, the legal formulations will follow. 

Jan R. J. deVries, M.D. 

Boswell 

Corrects record on informed consent 

To the editor: 

In the February 1978 issue of PENNSYLVANIA MED¬ 
ICINE, Robert W. Allen, M.D., feeling the frustration 
of many of our colleagues in dealing with informed 
consent, suggested that informed consent should be 
standardized so that the standard as established by 
physicians could be introduced as evidence in the 


event of a law suit by a plaintiff alleging that he had 
not been properly informed. 

As the basis for his proposal, Dr. Allen states: 
"Three points of the informed consent law are: (1) you 
must warn your patients of all risks that a reasonable 
man would want to know; (2) in each malpractice 
case, the jury must decide what a reasonable man 
would want to know; and (3) to assist the jury in 
deciding what a reasonable man would want to know, 
expert testimony can be given as to the standard of 
medical practice.” 

While the first two elements are stated correctly, 
the third is not part of the informed consent law in 
Pennsylvania. In fact, such testimony may not be 
introduced by the defendant-physician. In jurisdic¬ 
tions in which an action based on lack of informed 
consent is treated as any negligence action, the stan¬ 
dard of medical practice of the defendant’s peers may 
be introduced by expert witness testimony to aid the 
jury in its deliberation of whether the defendant’s 
actions have deviated from that standard. 

Pennsylvania, as well as a number of other juris¬ 
dictions, has rejected this approach to actions based 
on lack of informed consent. These courts stress that 
the law, not the physicians, will determine the scope 
of disclosure, and they do not permit expert witness 
testimony to be presented to the jury to help in its 
deliberation. While this treatment of informed con¬ 
sent actions started as common (judge-made) law, it 
has been incorporated into Pennsylvania Act 111. 

In order to make Dr. Allen’s approach workable, 
there must first be an amendment to Act 111 re¬ 
wording the section pertaining to informed consent, 
so that a standard of disclosure established by physi¬ 
cians may be presented to a jury. 

Jerry Zaslow, M.D., J.D. 

Elkins Park 

Senator responds to PMS comments 

To the Pennsylvania Medical Society: 

Thank you for sending me a copy of the Pennsylva¬ 
nia Medical Society’s comments to the Health Re¬ 
sources Administration regarding the proposed Na¬ 
tional Guidelines for Health Planning. It is impor¬ 
tant that PMS has participated in the rule-making 
process by letting its concerns be known. I, too, have 
been concerned about the possible impact of these 
guidelines on a variety of Pennsylvania hospitals and 
on the quality and accessibility of health care for the 
people of our state. 

Thank you again for keeping me informed on this 
important issue; your efforts are most appreciated. 

H. John Heinz III 
United States Senate 
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In a major study just completed in 
Canada, aspirin reduced the chances 
of stroke in high-risk men—but not in 
women.. .A Harvard neurologist urges 
anticoagulants tor patients with atrial 
fibrillation... Coal strike drives MDs from 
Appalachia... A mysterious ailment affect¬ 
ing people who live in mobile homes has 
been traced to formaldehyde used in 
construction.. .A University of Wisconsin 
psychiatrist reports on the effectiveness of 
jogging for the treatment of depression... 


Important things are happening that 
you should know about right away. You’ll 
find them on your desk every two weeks 
in Medical World News, the newsmaga¬ 
zine of medicine. 

Read this one first. 


medical 



A McGraw-Hill publication 





MDs in the news 


John M. Donnelly, II, M.D., as¬ 
sistant to the president for medical af¬ 
fairs at the Horsham Clinic in Ambler, 
has been appointed a medical consul¬ 
tant to the State Board of Medical Ed¬ 
ucation and Licensure. Dr. Donnelly 
will assist in performing psychiatric 
evaluations of impaired physicians. 

Marvin N. Kallish, M.D., was re¬ 
cently elected president of the medical 
staff of Episcopal Hospital, Philadel¬ 
phia. He is director of the department 
of orthopedics at Episcopal. Karl A. 
Giulian, M.D., director of the de¬ 
partment of obstetrics and gynecology 
at Episcopal, was elected vice presi¬ 
dent. Louis H. Castor, M.D., is the 
new secretary-treasurer. 

John Hall, Jr., M.D., professor of 
surgery and director of the trauma 
unit at Temple University School of 
Medicine, has been elected chairman 
of the board of directors of the 
Philadelphia County Professional 
Standards Review Organization, 
which reviews care in the county’s 39 
acute care hospitals. Other new offi¬ 
cers of the PSRO include: Avery W. 
Beverly, M.D., vice chairman; 
Jonathan E. Rhodes, Sr., M.D., 
president; and George R. Fisher, 
M.D., secretary. 

Lawrence Temeles, M.D., Phil¬ 
adelphia, has been elected presi¬ 
dent of the medical staff of Philadel¬ 
phia Psychiatric Center. Also elected 
are: Arnold D. Goldman, M.D., vice 
president; David M. Ellis, M.D., 
secretary-treasurer; and Joan Gross, 
M.D., and Herbert M. Adler, M.D., 
members of the executive board. 

Herbert S. Heineman, M.D., of 

West Mount Airy, has been appointed 
chairman of the infection control 
committee and director of the mi¬ 
crobiology laboratory at Mercy 
Catholic Medical Center, Darby. Dr. 
Heineman is on the faculty of 
Hahnemann Medical College and 
Hospital, where he was formerly di¬ 
rector of the division of infectious dis¬ 
eases. 


Elmo J. Lilli, M.D., has been elect¬ 
ed chief of staff of Pocono Hospital, 
East Stroudsburg. Dr. Lilli, a family 
practitioner, is chairman of the Sub- 
Area Health Systems Council of East¬ 
ern Pennsylvania. Other officers 
elected for one-year terms are: Robert 
F. G. deQuevedo, M.D., an obste¬ 
trician/gynecologist, vice chief of 
staff; and Mark Pliskin, M.D., a 
radiologist, secretary-treasurer. 

Loren H. Roth, M.D., recently was 
promoted to the rank of associate pro¬ 
fessor of psychiatry at the University 
of Pittsburgh School of Medicine. Dr. 
Roth also is director of the Law and 
Psychiatry Program at the school and 
the editor of the newsletter for the 
American Academy of Psychiatry and 
Law. 

The Berks County Medical Society 
recently honored three of its members 
who have served the medical profes¬ 
sion for 50 years. They are: Thomas 
Butterworth, M.D., Reading; Albert 
E. J. Lohmann, M.D., also of Read¬ 
ing; and Harold L. Strause, Sr., 
M.D., of Greenfields. 


Isadore Brodsky, M.D., chairman 
of the department of medical oncology 
and hematology at Hahnemann Medi¬ 
cal College and Hospital, recently was 
named the first occupant of the Her¬ 
bert L. Orlowitz Chair in Medical On¬ 
cology and Hematology. The newly 
founded Herbert L. Orlowitz Institute 
is dedicated to the study and treat¬ 
ment of cancer and diseases of the 
blood. 

Sarah S. Long, M.D., assistant 
professor of pediatrics at Temple Uni¬ 
versity School of Medicine, has won 
the 1977 Russell P. Moses Award for 
outstanding clinical teaching at the 
university. In 1976 Dr. Long received 
the "Golden Apple” award for her 
teaching ability from the Temple 
Chapter of the American Medical Stu¬ 
dents Association. 

Richard G. Lonsdorf, M.D., asso¬ 
ciate professor of psychiatry and law 
at the University of Pennsylvania 
School of Law, has been elected presi¬ 
dent of the Mental Health Association 
of Southeastern Pennsylvania for 
1978. 



PHYSICIANS in the Valley Medical Group, Shippensburg, have found a solution to 
the energy problems presented by Pennsylvania winters. Albert W. Freeman, M.D., 
son William A. Freeman, M.D. (both above), and John W. Breneman, M.D., installed a 
2,000 square foot collector frame that converts the sun's rays into solar heat for their 
medical offices. The system was put to work nearly a year ago and thus far, despite a 
few snags, has proven its value as a cost and energy saver. 
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Another great new 
service designed for 
Pennsylvania Medical 
Society members! 



You’re invited to 
join a great new 
organization 


/ that can help you save money 
/ that can help you provide a welcome 
fringe benefit for your employees ... at 
no cost to you 

/ that provides you a democratic voice in 
the operation 

/ that your family and your employees’ 
families can join, too 


Here’s exciting news! In a continuing effort to bring our mem¬ 
bers every possible service and convenience, the Pennsylvania 
Medical Society has sought—and received—a charter for the 
Pennsylvania Medical Society Credit Union. It’s now ready to 
go, and you’re eligible to become a member! In fact, the only 
people who can become members of the credit union are Society 
members such as yourself, together with your immediate fam¬ 
ily, your employees and members of their families. 

The credit union is designed as a convenient, cooperative saving 
and lending organization . . . owned only by its members. In 
short, when you become a member of the credit union, you 
become one of its owners. You have a democratic share in its 
management, and share in its earnings. Find out more about the 
credit union and how it can benefit you, your family and your 
employees. Clip and mail the coupon today! 


Clip & Mail Today for Detailed Information on Your Credit Union 


PENNSYLVANIA MEDICAL SOCIETY CREDIT UNION 
2Q Erford Road, Lemoyne, Pennsylvania 17043 
Phone: (717) 238-1635 

Yes, I am interested in the PMS Credit Union. Please send me 
more information today. 

I have_employees who would also like to receive informa¬ 

tion. 

NAME: _ 

ADDRESS: _ 

CITY:_STATE: _ZIP:_ 


Join and Share in the Only 
Financial Institution of its Kind 
. . . Chartered and Operated 
Exclusively for Members of the 
Medical Profession in 
Pennsylvania. 

Your Shares in the 
Pennsylvania Medical Society 
Credit Union Are Insured to 
$40,000 Per Account by the 
NCUA, An Independent Agency 
of the U.S. Government 










High blood pressure attack mounted in Pennsylvania 


William C. Spring, Jr., M.D. 
Robert A. Ranberg 


I n the past decade, profound changes 
have occurred in the medical man¬ 
agement of hypertension which, with 
its related diseases and complications, 
accounts for about one-half of all 
deaths occurring annually in Penn¬ 
sylvania. Not since the advent of anti¬ 
biotics has there been such an oppor¬ 
tunity for physicians, nurses, and 
other health care professionals to par¬ 
ticipate actively in controlling this 
health problem. 

Traditionally physicians have been 
trained to treat the sick based on their 
complaints, symptoms, and physical 
signs. The therapy prescribed usually 
controls the illness with prompt 
amelioration and eventual recovery. 
The management of hypertension, 
however, is different. 

Hypertension is a symptomless ill¬ 
ness which may silently damage the 
victim’s body. How can practitioners 
be helped to recognize that of all their 
hypertensive patients, as many as half 
will be free of the symptoms or compli¬ 
cations of hypertension, but if un¬ 
treated will continue to die prema¬ 
turely of diseases stemming from it? 

This and subsequent articles will 
provide background and information 
necessary for a coordinated statewide 
attack on hypertension by profession¬ 
als and the public. 

Where we’ve been 

Effective management of essential 
hypertension began with the intro¬ 
duction of the thiazides more than a 
quarter of a century ago. But it was 
the landmark studies of the Veterans’ 
Administration Cooperative Study 
Group on Antihypertensive Agents 
under the chairmanship of Dr. Ed¬ 
ward B. Freis that provided conclusive 
evidence, at least in males, of the ef¬ 
fectiveness of such treatment pro¬ 
grams. 1,2 


In 1972 the Secretary of Health, 
Education, and Welfare launched the 
National High Blood Pressure Educa¬ 
tion Program, coordinated by the Na¬ 
tional Heart, Lung, and Blood Insti¬ 
tute and involving other federal agen¬ 
cies, virtually all state health depart¬ 
ments, and more than 150 private sec¬ 
tor organizations. 

In Pennsylvania a Governor’s Task 
Force on Hypertension was formed in 
1974. Its 1975 report proposed "to at¬ 
tack the problem of disability and 
death from stroke and cardiovascular 
disease secondary to high blood pres¬ 
sure through a program of educational 
activities designed to modify the be¬ 
havior of consumers and providers of 
health services.” 3 

During this same period, the Coun¬ 
cil on Education and Science of the 
Pennsylvania Medical Society recog¬ 
nized the need to coordinate the ac¬ 
tivities of the many agencies involved 
and asked John H. Moyer, M.D., of 
Johnstown, to develop a Hypertension 
Coordinating Committee. This com¬ 
mittee served an important interim 
coordinating function. 

In addition to the educational and 
public information activities at the 
national and state levels, the Ameri¬ 
can Heart Association, the Health De¬ 
partment, and other organizations 
have conducted screening programs 
each May in support of National High 


This article is the first in a series on 
hypertension and the control program 
of the Pennsylvania Department of 
Health and the American Heart Associ¬ 
ation, Pennsylvania Affiliate. Dr. 
Spring is chief of the High Blood Pres¬ 
sure Control Program of the Pennsyl¬ 
vania Department of Health, and Mr. 
Ranberg is director of the Division of 
Chronic Diseases, Pennsylvania De¬ 
partment of Health. 


Blood Pressure Month. Further cam¬ 
paigns throughout the year have re¬ 
sulted in the establishment of many 
permanent screening sites. 

The effect of this national education 
program is evident. Two national sur¬ 
veys taken more than a decade apart 
reflect considerable improvement in 
awareness of and adequate therapy for 
hypertensives. Between 1960 and 
1962, nearly 44 percent of hyperten¬ 
sives were unaware of their condition; 
this figure had diminished to 29 per¬ 
cent when resurveyed in 1973-74. 4 
While only 15 percent of hyperten¬ 
sives in the earlier survey received 
adequate therapy, more recent data 
indicate that this figure has increased 
to 29 percent. The message is getting 
through, but we still have a long way 
to go: more than 70 percent of hyper¬ 
tensives still don’t receive adequate 
care! 

Where we are 

In August of 1976 the Pennsylvania 
Department of Health contracted with 
the American Heart Association, 
Pennsylvania Affiliate, to cooperate 
in an effort to organize a hypertension 
control program. The program was 
launched officially on September 23, 
1977 when Leonard Bachman, M.D., 
Secretary of Health for the Common¬ 
wealth, and Lawrence N. Adler, M.D., 
president of the American Heart As¬ 
sociation, Pennsylvania Affiliate, 
jointly announced their goals. 5 A 
Pennsylvania High Blood Pressure 
Control Advisory Committee, consist¬ 
ing of many agencies, has been organ¬ 
ized. The first chairman is Arthur R. 
Taylor, M.D., Williamsport, repre¬ 
senting the Pennsylvania Academy of 
Family Physicians; vice chairman is J. 
Edwin Wood, III, M.D., Philadelphia, 
chairman of the Task Force on High 
Blood Pressure of the American Heart 
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Association, Pennsylvania Affiliate. 

High on the Council’s agenda is the 
development of programs of profes¬ 
sional and public education. The 
screening program conforms to the 
basic guidelines of the Moser Report, 6 
which has been sent to most Pennsyl¬ 
vania physicians who manage hyper¬ 
tensives. 

A 1978 goal has been set to screen 
200,000 persons. A key feature of the 
program is a uniform data system for 
all screening centers. The system is 
computerized centrally and contains 
confidentiality safeguards. Screening 
steps include a visit to a primary site, 
and persons with blood pressure el¬ 
evation may choose to be referred to 
their private physician or to a sec¬ 
ondary site. 

Where we’re going 

Where do we go from here? Our 
goals may be stated simply: 

1. Identify existing hypertensives 

2. Refer for appropriate treatment 
and follow-up 

3. Review periodically such 
guidelines as blood pressure 
levels and treatment regimens in 
keeping with generally accepted 
scientific experience 

A statement of goals is important, 
but it’s never enough. Detection and 
management of hypertension requires 
the concerted efforts of health care 
professionals, administrators, and 
laymen. It is hoped that the Pennsyl¬ 
vania High Blood Pressure Control 
Program will bring together these 
groups in a statewide attack on hyper¬ 
tension. □ 
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Each tablet contains: aspirin, 227 mg; phenacetin,162 
mg; and caffeine, 32 mg; plus codeine phosphate in 
one of the following strengths: # 4—60 mg (gr 1); 
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Office counseling 

Behavior therapy in primary care practice 

Tjiauw-Ling Tan, M.D. 

Michael Pertschuk, M.D. 


B ehavior therapy attempts to alle¬ 
viate specific behavioral prob¬ 
lems by systematically altering the 
patient’s learned behavior. While 
traditional psychodynamic therapies 
attempt to resolve symptoms by un¬ 
derstanding their psychological ori¬ 
gins, behavior therapy focuses di¬ 
rectly on the symptom itself. Studies 
have shown that when the application 
of behavior therapy is successful, new 
symptoms are not likely to be substi¬ 
tuted for the original ones. In fact, 
modification of symptoms may result 
in improvements in other areas of the 
patient’s life. 

Clinical aspects 

Behavior therapy begins with a 
comprehensive analysis designed to 
identify the initial problem and re¬ 
lated factors. This analysis is based as 
much as possible on observation of the 
patient’s behavior as it occurs natural¬ 
ly. The observer may be the physician, 
a friend or relative of the patient, or 
the patient himself. 

It is important to evaluate the pa¬ 
tient’s attitudes toward his everyday 
activities and his physiological re¬ 
actions to them. He should report any 
anxiety, fear, guilt or worry, and note 
the effects of these symptoms on his 
interactions with others. Does he be¬ 
come withdrawn, abusive, or overly 
compliant to members of his family? 
Behaviors such as overeating, stutter¬ 
ing, or aggressive outbursts are noted. 
It is also helpful to determine the con¬ 
ditions that enable the patient to 
control or relinquish his undesirable 
behavior. 

"ABCs” of behavior change 

In behavioral analysis, the patient’s 
individuality is explicitly recognized 
and subsequent therapy is tailored to 
the individual. However, the physi¬ 
cian uses general principles of condi¬ 
tioning and learning theory as well as 


his observations of previous patients 
and their interaction with various en¬ 
vironments, such as hospital, clinic, 
and home. 

Human behavior can be modified or 
controlled at three principal levels, 
sometimes described as the "ABCs” of 
behavior change: (A) the antecedent of 
the behavior, (B) the behavior itself, 
and (C) the consequences of the behav¬ 
ior. 

First, behavior can be modified by 
changing the specific conditions which 
precipitate the behavior. Second, the 
type of behavior that occurs in a par¬ 
ticular situation can be changed or 
modified. Third, the consequences of 
the undesired behavior can be altered, 
thus modifying future behavior. The 
techniques of behavior therapy de¬ 
scribed below may be used in treating 
conditions commonly seen by the 
physician in primary care practice. 

Modifying antecedents 

Stimulus control analysis —It is 
common for a patient to complain of a 
specific problem, such as overeating, 
smoking or hyperventilation caused 
by anxiety, without being able to de¬ 
scribe the circumstances that provoke 
the behavior. Even when the patient 
feels he understands what precipi¬ 
tates the unwanted behavior, he 
usually cannot recall accurately the 
specific details. 

To help the patient recognize the 
cues or stimuli that trigger the 
problem behavior, the physician asks 
the patient to keep a detailed record of 
the behavior. For example, if the pa¬ 


Dr. Tan is director of the behavior ther¬ 
apy clinic in the department of 
psychiatry at The Pennsylvania State 
University College of Medicine, Her- 
shey. Dr. Pertschuk is associate di¬ 
rector of the center for behavioral med¬ 
icine at the University of Pennsylvania 
School of Medicine, Philadelphia. 


tient complains of recurrent panic at¬ 
tacks, the physician might request the 
patient to write down the time each 
attack occurred, where it took place, 
who was present, the patient’s emo¬ 
tional state before the attack, and the 
intensity of the episode. 

When kept on a daily basis, this log 
provides the detail needed to describe 
behavioral patterns, and guides the 
physician in choosing additional in¬ 
terventions to alter antecedents of 
problem behavior. 

Relaxation training —Relaxation 
training teaches the patient to relax 
systematically the muscle groups of 
the body, resulting in a lowered level 
of physiological arousal and a feeling 
of calmness. Patients with tension, 
anxiety, or phobias benefit from this 
training because it is based on the 
principle that relaxation is antagonis¬ 
tic to anxiety. 

The patient is asked to tense volun¬ 
tarily the individual muscle groups, 
beginning with the forearm. Muscles 
then are relaxed gradually while the 
patient breathes slowly and deeply. 
Instructions, such as "All tension is 
leaving your arm; you are feeling very 
good, very relaxed,” are given. Other 
muscle groups are systematically 
tensed and relaxed in the same man¬ 
ner. 

Imagery may be added to the exer¬ 
cises by asking the patient to fantasize 
a pleasant, calm scene. Practiced by 
the patient two or three times a day 
and as needed at home, relaxation 
training often attenuates feelings of 
tension. 

Systematic desensitization —A 
modified combination of the two tech¬ 
niques described is termed systematic 
desensitization. The patient practices 
muscle relaxation and keeps a de¬ 
tailed behavioral log. The log is ex¬ 
panded to include the patient’s rating 
of the situations that provoke his anx¬ 
iety according to the degree of anxiety 
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induced. The physician then rates the 
severity of the patient’s anxiety- 
arousing situations. 

When the patient is relaxed, the 
physician asks him to imagine the 
lowest ranked anxiety-provoking sit¬ 
uation. With repetition of this imag¬ 
ery, the anxiety progressively di¬ 
minishes. Once the patient is comfort¬ 
able with the lowest anxiety situation, 
the physician moves to the next item. 
When discomfort is expressed with 
any imagined situation, the patient is 
instructed to relax, and the scene is 
repeated until the patient is able to 
relax while imagining it. Through this 
technique, the patient learns to trans¬ 
fer the psychophysiologic responses 
which accompany relaxation to the 
real life situations which induced anx¬ 
iety. 

Reinforced practice —Reinforced 
practice, or "m vivo desensitization,” 
requires the use of actual objects and 
situations to help the patient over¬ 
come irrational and unadaptive fears. 
The patient may be exposed gradually 
to the situation that produced fear, at 
the same time utilizing the learned 
response of relaxation. In the treat¬ 
ment of a phobia of cats, spiders, or 
other small objects, the confined object 
may gradually be brought closer to the 
patient as tolerated. In treating a fear 
of driving, the patient may first imag¬ 
ine driving while only looking at the 
automobile, then while sitting at the 
wheel while the car is parked, then 
while the motor is started, etc. 

Because the patient confronts the 
fear-eliciting situation with the en¬ 
couragement of the physician and the 
concomitant use of relaxation exer¬ 
cises, this procedure eliminates the 
problem of generalizing to the actual 
feared situation when using desensiti¬ 
zation with imagery. 


Modifying behavior 

Shaping —The shaping procedure 
helps a patient to build new behaviors 
by rewarding successively greater ap¬ 
proximations of the desired behavior. 
The technique was first used to treat 
autistic children. The children, who 
were unable to talk, were rewarded 
with food for simply looking at the 
therapist. Once this behavior was 
maintained, the reward was given for 
lip movement and then for vocaliza¬ 
tion. 

This approach requires that the 
physician identify a target behavior 
and construct a system of rewards for 
behaviors already manifested that are 
related to the target desired. Each in¬ 
crement to this behavior is rewarded 
until the target behavior finally is 
achieved. 

The primary care physician can 
apply the principles of the shaping 
technique when counseling parents 
about toilet training procedures or 
about building a child’s self-help 
skills, particularly in the case of the 
retarded or handicapped child. It is 
also useful when counseling parents 
who are in conflict with a resistive 
child who does not cooperate in vari¬ 
ous age-appropriate routines. 


Modeling —It is sometimes possible 
for a physician to avoid the often 
painstaking procedure of shaping by 
simply modeling (for observational 
learning) the desired behavior. For 
example, when an obese patient feels 
at a loss for a polite way to refuse of¬ 
fered food, the physician can model re¬ 
sponses for the patient’s future use. 

Modeling also has been used in 
treating phobias. By observing the 
physician or another individual suc¬ 
cessfully engaged in a situation that 


would be fear-provoking to the pa¬ 
tient, he may be able to diminish his 
anxiety. 

Role playing —In role playing, or be¬ 
havior rehearsal, the physician as¬ 
sumes the roles of significant persons 
(boss, spouse, employe, or parent) in 
the patient’s life and enacts with the 
patient a series of scenes that typify a 
problem situation. During these 
scenes, the patient’s verbal content, 
mode of expression, tone of voice, in¬ 
flection, and resonance are noted by 
the physician. The patient receives 
feedback in order to become aware of 
and remove apologetic hesitations or 
quarrelsome overtones. Nonverbal 
behavior, such as posture, gait, eye 
contact, and facial expression, is also 
modified. 

The role-playing technique, com¬ 
bined with shaping and modeling 
procedures, has become popular as 
"assertiveness training.” It enables 
individuals to develop their social 
responses, both positive and negative, 
to more adaptive and satisfactory lev¬ 
els. 

Negative practice —The negative 
practice treatment method, some¬ 
times used for the control of involun¬ 
tary motor habits, such as nailbiting, 
tics or stuttering, extinguishes a habit 
through exhaustive repetition. The 
patient is instructed to practice the 
unwanted behavior to the point of fa¬ 
tigue. Although the mechanism be¬ 
hind this approach is not understood, 
the purposeful repetition of unwanted 
behavior enables the patient to bring 
that behavior under conscious control. 

Biofeedback —The biofeedback pro¬ 
cedure has been most successful in 
treatment of psychophysiologic 
problems, including tension and mi¬ 
graine headaches, torticollis, and 
bruxism. There also have been posi¬ 
tive reports of its use in treating 
asthma and epilepsy. It is generally 
not used in a private practice setting, 
however, because special equipment is 
needed. 

In biofeedback, information on 
physiologic activity about which the 
patient is not normally aware is fed 
back to him via electronic instrumen- 

Continued on page 56. 
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COLACE prevents hard, dry stools common to constipation . . . 
and does it without laxative stimulation. COLACE assists 
peristalsis by simply letting intestinal water permeate stools. 

COLACE helps to prevent painful straining at stool —particularly 
important in patients with delicate anorectal disorders. 

Safe and non-habit forming . . . COLACE, the simple water way 
to ease constipation from infancy to old age. 


Simple drops of water 
help make COLACE 

the most widely used 




This asthmatic 

isn't worried about his 







next bream... 

he’s active 
he’s effectively 
maintained on 



theophylline (anhydrous) 150 mg ond glyceryl guaiacolate 
(guaifenesin) 90 mg. Elixir: alcohol 15% 


high theophylline for effective 
around-the-clock therapy 

Quibron may give the asthmatic up to eight hours of 
bronchodilotion with each dose ond provides the 
high dosages of theophylline which ore now believed 
necessary to keep patients free of ocufe attacks ond 
chronic wheezing. 

100% free theophylline 

Quibron helps achieve high serum theophylline levels 
with minimal dosage volume...delivers 100%free 
theophylline in comparison to many other com¬ 
pounds which contain from 47%fo 91 % effective 
theophylline. 

individualized theophylline 
dosage schedule 

Today's more efficient usage of theophylline includes 
individualizing dosage ond monitoring serum theo¬ 
phylline levels. The usual recommended dosages of 
Quibron ore: Adults — 1 to 2 capsules or tablespoon¬ 
fuls every 6 to 8 hours; dosage may be cautiously 
adjusted upward when necessary to a maximum of 
2000 mg theophylline per 24 hours. Children under 
12—4 to 6 mg theophylline per kg/body weight 
every 6 to 8 hours; dosage may be cautiously ad¬ 
justed up to 9 or 10 mg/kg every 6 hours. 


Now, for the asthmatic 
who requires 
high-dose theophylline 
therapy for therapeutic 
serum concentrations 


Mead Johnson 
Pharmaceutical Division 
announces 

QUIBRON-300 

Each capsule contains 300 mg theophylline 
(anhydrous) and 180 mg glyceryl 
guaiacolate (guaifenesin) 

For Brief Summary, 
please see the last page 
of this advertisement. 











and 180 mg glyceryl guaiacolafe (guaifenesin) 


The new high-dose theophylline capsule... 
for dependable theophylline therapy 
when products of lower dosage do not 
adequately control asthma symptoms. 


Specially formulated 

...for optimal efficacy 

Quibron-300 is appropriate therapy for asthma 
patients whose symptoms ore not adequately con¬ 
trolled on lower doses of theophylline, partic¬ 
ularly for patients whose theophylline dosage has 
been adjusted upward to achieve therapeutic 
serum levels. In one study,' on overage peak in¬ 
crease in FEV, of 35% was demonstrated after o 
single dose equivalent to one Quibron-300 cap¬ 
sule, and significant improvement in this pul¬ 
monary function lasted for nearly eight hours after 
administration. 

...for optimal predictability 

One Quibron-300 capsule q6-8h yields therapeutic 
serum levels (10-20 mcg/ml) in many adults. 

With o single dose, more than 75% of patients 
achieved serum levels potentially providing clinical 
benefit (5-15 mcg/ml). Half-life of theophylline 
varies widely from patient to patient, making 
monitoring of theophylline therapy important. 
Patient response may be monitored clinically if 
blood levels ore not available os long os dosage 
does not exceed 1200 mg in 24 hours for adults. 


...for optimal dosage convenience 

The simple, convenient dosage of new 
Quibron-300 —one capsule every six to eight 
hours—makes it easy for patients to comply with 
high-dose regimens often required to achieve 
therapeutic serum levels. Quibron-300 capsules 
may provide maximum therapeutic value with 
maximum convenience. In fact, the switch from o 
low-dose to a high-dose regimen may be accom¬ 
plished by merely switching capsules, by stepping 
up to Quibron-300 capsules. 

...for minimal theophylline 
side effects 

Adverse reactions to theophylline ore related to 
serum levels and are usually not a problem ot 
concentrations below 20 mcg/ml. Of 45 patients 
studied 1 after a single dose, only seven reported 
adverse reactions. The most common reaction was 
a feeling of lightheadedness by three of these 
seven patients. 

Reference 1 Data on file Meod Johnson Pharmaceutical Division. 


Indications: For the symptomatic treatment of bronchospostic conditions 
such os bronchial asthma, asthmatic bronchitis, chronic bronchitis, ond 
pulmonary emphysema. 

Dosage: Quibron—Adults: 1-2 capsules or 1 -2 toblespoonfuls elixir every 
6-8 hours. Children under 12:4-6 mg fheophylline/kg body weight 
every 6-8 hours. 

Quibron-300— Adults: 1 capsule every 6-8 hours. 

Theophylline dosage moy be cautiously increased to 2000 mg/24 hour 
in odults ond 9 or 10 mg/kg every 6 hours in children. Monitoring of 
serum theophylline levels ot higher dosages is recommended. 
Precautions: Do not administer more frequently than every 6 hours, or 
within 12 hours after rectal dose of ony preparation containing theo¬ 


phylline or ominophylline. Do not give other xanthine derivatives con¬ 
currently. Use in cose of pregnancy only when clearly needed. 

Adverse Reactions: Theophylline may exert some stimulating effect on 
the central nervous system. Its administration moy couse local irritation of 
the gastric mucosa, with possible gastric discomfort, nausea, ond vomit¬ 
ing. The frequency of adverse reactions is related to the serum theo¬ 
phylline level and is not usually o problem at serum theophylline levels 
below 20 |jg/ml. 

How Supplied: Quibron Elixir: Dottles of 1 pint ond 1 gallon. Quibron 
Capsules: Dottles of 100 ond 1000 ond unit-dose pocks of 100. 
Quibron-300 Capsules: Dottles of 100. 
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COLBY PROCLAIMS 
WOMAN SUFFRAGE 


Social Security Bill Is Signed; 
Gives Pensions to Aged, Jobl 


Signs Certificate of Ratification 
at His'Home Without 
Women Witnesses. 


Roosevelt Approves Message Intended to Benefit 30,0Q\ 
Persons When States Adopt Cooperating Laws-He Ct 
the Measure ‘Cornerstone’of His Economic Progran 


MILITANTS VEXED AT PRIVACY. 


Wanted Movies of Ceremony, 
But Both Factions Are 





W3TON, Aug. 2ft- 



SENATE APPROVES 
18-YEAR OLDVOTE 
IN ALL ELECTIONS! 


Amendment to Constitution 
is Sent to House, Where 
Passage is Expected 


WASHINGTON, Aug. 14, 
The Social Security Bill, prc 
a broad program of unemplc 
insurance and old age pe: 
and counted upon to benefi 
20,000,000 persons, became 1 
day when it was signed by 
dent Roosevelt in the pres« 
those chiefly responsible fo 
ting it tb *oug) > 

Mr. R sevelt cal 


WASHINGTON, March 10, 
1971—The Senate approve 7 





m) NATIONS CONFEREA 
ITHPLEA TO TRANSLAT 
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HARTER INTO DEEDS 


NEW WORLD HOPE 


President Hails ‘Great 
Instrument of Peace,’ 


Insists It Be Used 


HISTORIC LANDMARK 



' ’ a*. 

■ res Peace 

V;. 



the Drat 


"If we fail to use it,” he declared 
to the solemn final meeting: of the 
delegates, 'we shall betray all ot 
those who have died in order that 
we might meet'here in freedom and 
safety to create it/ 

“If we seek to use it selfishly—for 
the advantage of any one nation or 
any small group of nations-w-e 
shall be equally guilty of that be¬ 
trayal" 

Fervent Interpolation 
The President, speaking in the 
auditorium of the War Memorial 
Opera House, built in memory of 
sons of the Golden Gate city who 
gave their lives in the first World. 

War, in which he himself served, 
seemed to give unconscious expres- ] ' „ 

sion to the solemn feeling of the • WASHINGTON, Jan. 27, 

| 1973 -“ with the signing of 
half a h ’hoJ, half apYaytr: . the peace agreement in 
"Oh, what a great day this can Paris today, and after re- 

SHttSSS’th. plenary session k civin j? a report from the 


Ends 



























PATIENT PACKAGE INSERTS: A 
CONCEPT WHOSE TIME HAS COME? 


The consumer’s right to know is an ir¬ 
reversible and desirable trend of the 
Seventies. It extends, and properly, to a 
patient’s right to know more about his 
or her prescription medications, (hie 
way, gaining favor, is through patient 
package inserts. Wisely-prepared and 
properly distributed when medically in¬ 
dicated, they could markedly improve 
patient knowledge and drug therapy- 
laudable goals by anyone’s standards. 

The PMA endorses these goals and 
will work with government, the health 
professions and consumers to achieve 
them. 

_ The Advanta ges_ 

The concept holds promise of benefits: 
better patient understanding of the 
product prescribed, better adherence 
to the treatment plan, and more aware¬ 
ness of possible side reactions. 

Every doctor has had patients 
who fail to finish antibiotic regimens 
because they feel better. Some patients 
assume that if one tranquilizer or 
analgesic is good, two may be twice as 
good. Still others fail to report dizzi¬ 
ness while on antihypertensive therapy 
—and so on. 

Problems like these might arise 
less often if the patient received writ¬ 
ten information in addition to verbal 
instructions. Some studies suggest 
that patients are more receptive to 
such materials, and they more often 
understand the verbal instructions and 
follow them, when inserts are used. 

The Disadvanta ges_ 

There are also some potential prob¬ 
lems. Obviously, the inserts must be 
clearly phrased, without extraneous or 
complex detail. How much information 


is enough? How can it be kept current? 
Should all patients receive the same 
information? Should inserts be in¬ 
cluded with all drugs? Should only 
potential problems be listed or are 
patients better off with a “fair balance” 
presentation that describes usefulness 
as well as drawbacks? 

These and similar questions 
require answers, since model inserts 
have yet to be properly developed and 
tested. Despite the need for these 
studies, the FDA is proceeding pre¬ 
maturely with inserts on selected 
products. We think the Congress is the 
only place where the matter can be 
given the proper legal status and 
direction, particularly since it repre¬ 
sents a conceptual change in the legal, 
medical and social framework of the 
nation’s prescription drug information 
system. 

The Solution 

The PMA believes that carefully- 
devised pilot studies of various kinds 
of inserts are needed. They should be 
developed and implemented with full 
participation by doctors, pharmacists, 
consumers, communications experts 
and the drug industry. Such studies 
will provide reliable pathways to 
follow, so that inserts will be useful 
aids to medical practice. 

And particularly we think that 
you should be closely involved in this 
debate and in these studies and deci¬ 
sions. Otherwise, people with less 
experience and qualifications may 
control the purposes, content and use 
of a tool with considerable promise for 
improved patient care. It could make a 
difference in your practice tomorrow, 
and more importantly, in the health 
of your patients. 


EMk 

THE PHARMACEUTICAL MANUFACTURERS ASSOCIATION 
1155 FIFTEENTH ST. N W., WASHINGTON. D C 20005 











Contraindications: Anuria; hypersensitivity to this or other 
sulfonamide-derived drugs. 

Warnings: Use with caution in severe renal disease. In patients with 
renal disease, thiazides may precipitate azotemia. Cumulative effects 
may develop in patients with impaired renal function. Use with caution 
in patients with impaired hepatic function or progressive liver disease, 
since minor alterations of fluid and electrolyte balance may precipitate 
hepatic coma. May add to or potentiate action of other antihyperten¬ 
sive drugs; potentiation occurs with ganglionic or peripheral adrenergic 
blocking drugs. Sensitivity reactions may occur in patients with or with¬ 
out a history of allergy or bronchial asthma. Possibility of exacerbation 
or activation of systemic lupus erythematosus has been reported. Lith¬ 
ium generally should not be given with diuretics because they reduce 
its renal clearance and add a high risk of lithium toxicity. Read circu¬ 
lars for lithium preparations before use of such concomitant therapy. 
Use in Pregnancy: Thiazides cross placental barrier and appear in cord 
blood; in pregnancy, weigh anticipated benefit against possible haz¬ 
ards to fetus, including fetal or neonatal jaundice, thrombocytopenia, 
and possibly other adverse reactions that have occurred in adults. 
Nursing Mothers: Thiazides appear in breast milk; if use of drug is 
deemed essential, patient should stop nursing. 

Precautions: Perform periodic determination of serum electrolytes to 
detect possible electrolyte imbalance. Observe all patients for clinical 
signs of fluid or electrolyte imbalance, namely, hyponatremia, hypo¬ 
chloremic alkalosis, and hypokalemia. Serum and urine electrolyte de¬ 
terminations are particularly important when patient is vomiting ex¬ 


cessively or receiving parenteral fluids. Medication such as digitalis 
may also influence serum electrolytes. Warning signs, irrespective of 
cause, are dryness of mouth, thirst, weakness, lethargy, drowsiness, 
restlessness, muscle pains or cramps, muscular fatigue, hypotension, 
oliguria, tachycardia, and gastrointestinal disturbances such as nausea 
and vomiting. Hypokalemia may develop, especially with brisk diuresis, 
in severe cirrhosis, with concomitant corticosteroid or ACTH therapy, or 
with inadequate oral electrolyte intake. Hypokalemia can sensitize or 
exaggerate response of heart to toxic effects of digitalis (e.g., increased 
ventricular irritability). Hypokalemia may be avoided or treated by use 
of potassium supplements, such as foods with a high potassium con¬ 
tent. Any chloride deficit is generally mild and usually does not require 
specific treatment except under extraordinary circumstances (as in 
liver disease or renal disease). Dilutional hyponatremia may occur in 
edematous patients in hot weather; appropriate therapy is water 
restriction, rather than administration of salt except in rare instances 
when the hyponatremia is life threatening. In actual salt depletion, ap¬ 
propriate replacement is the therapy of choice. 

Hyperuricemia may occur or frank gout may be precipitated in certain 
patients. Insulin requirements in diabetic patients may be increased, 
decreased, or unchanged; latent diabetes mellitus may become 
manifest. Thiazides may increase responsiveness to tubocurarine. 
Antihypertensive effects of the drug may be enhanced in post¬ 
sympathectomy patients. May decrease arterial responsiveness to 
norepinephrine; this diminution is not sufficient to preclude effective¬ 
ness of the pressor agent for therapeutic use. If progressive renal im- 



pairment becomes evident, consider withholding or discontinuing 
diuretic therapy. Thiazides may decrease serum PBI levels without 
signs of thyroid disturbance. Calcium excretion is decreased by 
thiazides. Pathologic changes in the parathyroid gland with hyper¬ 
calcemia and hypophosphatemia have been observed in a few patients 
on prolonged therapy; thiazides should be discontinued before testing 
for parathyroid function. 

Adverse Reactions: Gastrointestinal System— Anorexia; gastric ir¬ 
ritation; nausea; vomiting; cramping; diarrhea; constipation; jaundice 
(intrahepatic cholestatic jaundice); pancreatitis; sialadenitis. 

Central Nervous System— Dizziness; vertigo; paresthesias; headache; 
xanthopsia. 

Hematologic— Leukopenia; agranulocytosis; thrombocytopenia; 
aplastic anemia. 

Cardiovascular— Orthostatic hypotension (may be aggravated by 
alcohol, barbiturates, or narcotics). 

Hypersensitivity— Purpura; photosensitivity; rash; urticaria; necrotizing 
angiitis (vasculitis) (cutaneous vasculitis); fever; respiratory distress 
including pneumonitis; anaphylactic reactions. 

Other— Hyperglycemia; glycosuria; hyperuricemia; muscle spasm; 
weakness; restlessness; transient blurred vision. 

Whenever adverse reactions are moderate or severe, thiazide dosage 
should be reduced or therapy withdrawn. 

Note: When used with other antihypertensive drugs, careful observa¬ 
tions for changes in blood pressure must be made, especially during 
initial therapy. Dosage of other antihypertensive agents must be 


reduced by at least 50 percent as soon as this drug is added to the 
regimen. As blood pressure falls under the potentiating effect of this 
agent, further reduction in dosage, or even discontinuation, of other 
antihypertensive drugs may be necessary. 

How Supplied: Tablets containing 25 mg hydrochlorothiazide each in 
bottles of 100 and 1000 and single-unit packages of 100; Tablets con¬ 
taining 50 mg hydrochlorothiazide each in bottles of 100,1000, and 
5000 and single-unit packages of 100; Tablets containing 100 mg hy¬ 
drochlorothiazide each in bottles of 100. 

For more detailed information, consult your MSD representative or 
see full prescribing information. Merck Sharp & Dohme, _ _ __ 
Division of Merck & Co., Inc., West Point, Pa. 19486 IVI5LJ 

J6HD04(528) 


In hypertension 

TABLETS: 25 mg, 50 mg, and 10 0 mg 

HydroDIURIL 

(HYDROCHLOROTHIAZIDE | MSD) 
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Android ■ 5 ^ 
Android- 10® 
Android* 25 & 

Methyltestosterone U.S.P. - 5, 10, 25 mg. 


Additional Indications: 

REPLACEMENT THERAPY. When Androgen Deficiency is cause of: 

• Male Climacteric 

• Eunuchoidism, Eunuchism 

• Post-Puberal Cryptorchidism 


New Double-Blind Study ANDROID-25 vs. Placebo* 

*R. B. Greenblatt, M.D.; R. Witherington, M.D.,; I. B. Sipahioglu, M.D.; Hormones for Improved 
Sexuality in the Male and Female Climacteric. Drug Therapy, Sept. 1976. 


DESCRIPTION: Methyltestosterone is 17/^-Hydroxy- 
17-Methylandrost-4-en-3-one. ACTIONS: Methyltesto¬ 
sterone is an oil soluble androgenic hormone. 
INDICATIONS: In the male: 1. Eunuchoidism and 
eunichism. 2. Male climacteric symptoms when these are 
secondary to androgen deficiency. 3. Impotence due to 
androgenic deficiency. 4. Post-puberal cryptochidism 
with evidence of hypogonadism. Cholestatic hepatitis 
with jaundice and altered liver function tests, such as 
increased BSP retention, and rises in SGOT levels, have 
been reported after Methyltestosterone. These changes 
appear to be related to dosage of the drug. Therefore, in 
the presence of any changes in liver function tests, drug 
should be discontinued PRECAUTIONS: Prolonged 
dosage of androgen may result in sodium and fluid 
retention. This may present a problem, especially in 
patients with compromised cardiac reserve or renal 
disease. In treating males for symptoms of climacteric, 


avoid stimulation to the point of increasing the nervous, 
mental, and physical activities beyond the patient's 
cardiovascular capacity. CONTRAINDICATIONS: 
Contraindicated in persons with known or suspected 
carcinoma of the prostate and in carcinoma of the male 
breast. Contraindicated in the presence of severe liver 
damage. WARNINGS: If priapism or other signs of 
excessive sexual stimulation develop, discontinue 
therapy. In the male, prolonged administration or 
excessive dosage may cause inhibition of testicular 
function, with resultant oligospermia and decrease in 
ejaculatory volume. Use cautiously in young boys to 
avoid premature epiphyseal closure or precocious sexual 
development. Hypersensitivity and gynecomastia may 
occur rarely. PBI may be decreased in patients taking 
androgens. Hypercalcemia may occur, particularly during 
therapy for metastatic breast carcinoma. If this occurs, 
the drug should be discontinued. ADVERSE 


REACTIONS: Cholestatic jaundice • Oligospermia and 
decreased ejaculatory volume • Hypercalcemia 
particularly in patients with metastatic breast carcinoma. 
This usually indicates progression of bone metastases • 
Sodium and water retention • Priapism • Virilization in 
female patients • Hypersensitivity and gynecomastia. 
DOSAGE AND ADMINISTRATION: Dosage must be 
strictly individualized, as patients vary widely in 
requirements. Daily requirements are best administered 
in divided doses. The following is suggested as an 
average daily dosage guide In the male: Eunuchoidism 
and eunuchism, 10 to 40 mg.; Male climacteric symptoms 
and impotence due to androgen deficiency. 10 to 40 mg.; 
Postpuberal cryptorchism. 30 mg REFERENCE: Robert 
B. Greenblatt, M.D., and D. H. Perez, M.D.: "The 
Menopausal Syndrome,'’ Problems of Libido in the 
Elderly, pp. 95-101. Medcom Press, N.Y., 1974. HOW 
SUPPLIED: 5, 10. 25 mg. in bottles of 60, 250. Rx only. 


(BROWJJfc 


THE BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Reprints and Samples. 







Know your taxes 

Investments rundown—overview of the field 


Donald L. DeMuth, C.P.A. 

Edward H. Achom, M.Adm., C.P.A, 

P hysicians are often confronted 
with and confounded by articles on 
a single phase of investment. For 
example, Medical Economics in its 
annual subject index for 1977 offers 
the following articles under the head¬ 
ing of Investments: "Your Best In¬ 
vestment Moves This Year,” "Tailor¬ 
ing Your Investment Strategy to the 
New Tax Rules,” "Tax Shelters That 
Still Make Sense,” "The Best Short¬ 
term Run For Your Money,” "Found: 
Another Super Way to Lose Your 
Shirt,” and "What’s No Longer as 
Good as Gold?” 

The physician rarely finds an arti¬ 
cle which is confined to explaining the 
various features of different types of 
investments. This article proposes to 
explore the main features of a variety 
of investments. While it is not devoted 
exclusively to taxes, as the others in 
this series, it will be useful to the doc¬ 
tor in his financial planning. 

Common stocks 

Shares of common stock represent 
the residual equity interest of a com¬ 
pany, i.e., common stockholders are 
entitled to what’s left over after bond¬ 
holders and preferred stockholders 
take their cuts. Common stockholders 
anticipate that shares they purchase 
will appreciate in price and perhaps 
also will pay dividends. 

Common shareholders elect the 
members of the board of directors and 
control management. As a practical 
matter, if a physician-investor is dis¬ 
satisfied with the management of a 
company in which he has invested, he 
will probably sell the stock and buy 
the securities of a company whose 
management wins his approval. 

Securities may either be listed on a 
stock exchange or traded over-the- 
counter (O-T-C). The largest and most 
widely known stock exchanges in the 
United States are the New York Stock 
Exchange and the American Stock 
Exchange. All companies are origi¬ 
nally traded O-T-C. Upon reaching a 
certain asset size, income amount, and 
specified distribution of common 


stock, a company may apply to be 
listed on one of the stock exchanges. 
Not all securities traded in the O-T-C 
market are small companies. 

Stock market averages indicate how 
most securities are fairing. The most 
popular average is the Dow Jones In¬ 
dustrial Average, comprised of 30 
large industrial corporations includ¬ 
ing General Motors, DuPont, and Ex¬ 
xon. A rise in the Dow Jones Indus¬ 
trial Average often indicates that 
other stocks have risen, too. The con¬ 
verse is also true. 

Stocks are traded in round lots and 
odd lots. A round lot is 100 shares of 
stock; an odd lot is fewer than 100 
shares of stock. In Wall Street par¬ 
lance, if a doctor orders 375 shares of 
stock, he is ordering three round lots 
and an odd lot of 75 shares. 

An investor may acquire stock 
through a stockbroker by buying on a 
cash account or on margin. If an M.D.- 
investor were to buy 100 shares of a 
stock trading at $50 through a cash 
account, he would pay a broker $5,000 
(100 shares times $50 per share, ignor¬ 
ing commissions). When buying on 
margin the doctor pays the broker 
$2,500 and borrows the other $2,500 
from him. 

The advantage of buying on margin 
is that an investor can obtain twice the 
return per dollar invested if the price 
of the stock rises. If the stock rises by a 
dollar per share, for example, the in¬ 
vestor who owns 100 shares will have 
increased the value of his stock by 
$100. One hundred dollars is a 2 per¬ 
cent increase to the investor who has 
$5,000 invested with the cash account. 
The investor with the margin account 


The authors are on the faculty of the 
Pennsylvania State University's Capitol 
Campus, Middletown. Mr. DeMuth is 
an assistant professor of accounting 
and finance and Mr. Achorn is an as¬ 
sistant professor of accounting and 
management. For reprints write Mr. 
DeMuth or Mr. Achorn at the Pennsyl¬ 
vania State University, Middletown, PA 
17057. 



will have had his investment of $2,500 
increased by 4 percent. 

Conversely, if the stock drops by a 
dollar per share, the investor with the 
cash account has lost only 2 percent, 
while the investor with the margin ac¬ 
count has lost 4 percent of his invest¬ 
ment. 

The authors recommend A Random 
Walk Down Wall Street by Burton 
Malkiel for further information about 
common stocks and investing. 

Bonds 

A doctor-investor may want to ac¬ 
quire bonds because bonds pay a 
stated interest amount and at a 
specified time in the future pay a 
$1,000 maturity value. Interest on 
bonds remains constant and does not 
fluctuate as dividends do. If a company 
does not pay the interest on its bonds, 
it is in default of its bond indenture, 
while there is nothing that legally 
prevents it from not paying a divi¬ 
dend. The investor will also receive 
the face or maturity value of the bond, 
which is typically $1,000 for corporate 
bonds, when it matures at a specified 
future date. The company is not re¬ 
quired to repurchase its common stock 
at a specified price by any future time. 

The rights accompanying a bond in¬ 
clude preference in liquidation, which 
means if the company goes bankrupt 
the bondholders and other creditors 
must receive all money returned be¬ 
fore stockholders receive anything. 
Bondholders are creditors and, as 
such, do not have the control over 
management affairs that stockholders 
have. Bonds are generally less risky 
than common stock. 

Municipal bonds 

Municipal bonds are issued by cities 
or states. They differ from corporate 
bonds in that the interest on munici¬ 
pal bonds is not taxed by the federal 
government. An investor who earns 6 
percent interest on a municipal bond 
keeps the entire amount and does not 

Continued, on page 46. 
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THE LOWER G.I. TRACT: 
ORGANICALLY SOUND 



Celiac angiography is one of a number 
of highly specialized diagnostic techniques 
sometimes necessary to rule out organic 
causes of abdominal pain. 


.. .BUT OVERSENSITIVE 
TO EMOTIONAL STRESS 



IN IRRITABLE BOWEL 
SYNDROME LIBRAX 
PROVIDES DISTINCTIVE 
ADVANTAGES 


the specific antianxiety action of 
Librium fchlordiazepoxide HCl) 

the potent antispasmodic action 
of Ouarzan (clidinium Br) 


Adiunctive/Dual-Action 

LIBRAX 

Each capsule contains 5 mg chlordiazepoxide HCl and 2.5 mg clidinium Br. 


A clear treatment advantage 
for patients with 
irritable bowel syndrome 



*This drug has been evaluated as possibly effective for this indication. 
Please see following page for brief summary of prescribing information. 





A CLEAR TREATMENT 
ADVANTAGE FOR PATIENTS 
WITH IRRITABLE BOWEL 
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Adjunctive/Dual-Action 

LIBRAX 


Each capsule contains 5 mg chlordiazepoxide HCI and 2.5 mg clidinium Br. 


ONLY LIBRAX PROVIDES THE SPECIFIC 
ANTI ANXIETY ACTION OF 
LIBRIUM* (chlordiazepoxide HCl) PLUS THE POTENT 
ANTISPASMODIC ACTION OF QUARZAN*(clidiniumBr) 


Please consult complete prescribing information, a summary of 
which follows: 


* Indications: Based on a review of this drug by the National 
Academy of Sciences—National Research Council and/or 
other information, FDA has classified the indications as 
follows: 

“Possibly” effective: as adjunctive therapy in the treatment 
of peptic ulcer and in the treatment of the irritable bowel 
syndrome (irritable colon, spastic colon, mucous colitis) and 
acute enterocolitis. 

Final classification of the less-than-effective indications 
requires further investigation. 

Contraindications: Patients with glaucoma; prostatic hypertrophy 
and benign bladder neck obstruction; known hypersensitivity to 
chlordiazepoxide hydrochloride and/or clidinium bromide. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. As with all CNS-acting drugs, 
caution patients against hazardous occupations requiring complete 
mental alertness (e.g., operating machinery, driving). Though phys¬ 
ical and psychological dependence have rarely been reported on 
recommended doses, use caution in administering Librium® (chlor¬ 
diazepoxide hydrochloride) to known addiction-prone individuals or 
those who might increase dosage; withdrawal symptoms (including 
convulsions), following discontinuation of the drug and similar to 
those seen with barbiturates, have been reported. 

Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided because 
of increased risk of congenital malformations as 
suggested in several studies. Consider possibility of 
pregnancy when instituting therapy; advise patients to 
discuss therapy if they intend to or do become pregnant. 

As with all anticholinergic drugs, an inhibiting effect on lactation 
may occur. 

Precautions: In elderly and debilitated, limit dosage to smallest 
effective amount to preclude development of ataxia, oversedation 
or confusion (not more than two capsules per day initially; increase 
gradually as needed and tolerated). Though generally not recom¬ 
mended, if combination therapy with other psychotropics seems 
indicated, carefully consider pharmacologic effects of agents, 
particularly potentiating drugs such as MAO inhibitors and 


phenothiazines. Observe usual precautions in presence of impaired 
renal or hepatic function. Paradoxical reactions (e.g., excitement, 
stimulation and acute rage) have been reported in psychiatric pa¬ 
tients. Employ usual precautions in treatment of anxiety states with 
evidence of impending depression; suicidal tendencies may be 
present and protective measures necessary. Variable effects on 
blood coagulation have been reported very rarely in patients receiv¬ 
ing the drug and oral anticoagulants; causal relationship has not 
been established clinically. 

Adverse Reactions: No side effects or manifestations not seen 
with either compound alone have been reported with Librax. When 
chlordiazepoxide hydrochloride is used alone, drowsiness, ataxia 
and confusion may occur, especially in the elderly and debilitated. 
These are avoidable in most instances by proper dosage adjust¬ 
ment, but are also occasionally observed at the lower dosage 
ranges. In a few instances syncope has been reported. Also en¬ 
countered are isolated instances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipation, extrapyramidal 
symptoms, increased and decreased libido—all infrequent and 
generally controlled with dosage reduction; changes in EEG pat¬ 
terns (low-voltage fast activity) may appear during and after treat¬ 
ment; blood dyscrasias (including agranulocytosis), jaundice and 
hepatic dysfunction have been reported occasionally with chlor¬ 
diazepoxide hydrochloride, making periodic blood counts and liver 
function tests advisable during protracted therapy. Adverse effects 
reported with Librax are typical of anticholinergic agents, i.e., dry¬ 
ness of the mouth, blurring of vision, urinary hesitancy and consti¬ 
pation. Constipation has occurred most often when Librax therapy 
is combined with other spasmolytics and/or low residue diets. 
Dosage: Individualize for maximum beneficial effects. Usual 
maintenance dose is 1 or 2 capsules, 3 or 4 times a day, before 
meals and at bedtime. Geriatric patients—see Precautions. 

How Supplied: Librax is available in green capsules, each contain¬ 
ing 5 mg chlordiazepoxide hydrochloride (Librium®) and 2.5 mg 
clidinium bromide (Quarzan®)—bottles of 100 and 500; Tel-E-Dose® 
packages of 100; Prescription Paks of 50, available singly and in 
trays of 10. 


Roche Products Inc. 
Manati, Puerto Rico 00701 









practice management 


Protecting your practice from embezzlement 

Leif C. Beck, LL.B., C.P.B.C. 

Vasilios J. Kalogredis, J.D. 


S eldom does a physician seriously 
suspect that one or more of his 
employes is dishonest. In spite of this, 
embezzlements do occur in medical of¬ 
fices. 

Because doctors generally are 
preoccupied with patient care matters 
and thus often tend to ignore good ac¬ 
counting control principles, physi¬ 
cians’ offices are prime targets for 
nearly undiscoverable theft by 
employes. 

This article will explore some of the 
areas of exposure, the symptoms, and 
some thoughts regarding prevention 
of theft and embezzlement in medical 
offices. 

Application of these principles can 
help diminish the likelihood of such 
losses, although there is no foolproof 
approach. 

Exposures 

Theft and embezzlement in a medi¬ 
cal practice may take several forms. 

• The most apparent modus 
operandi is the pilfering of patients’ 
cash payments. In a "loose” system, it 
takes little imagination to envision 
how a receptionist or other employe 
handling cash could embezzle the 
funds. 

A sound cash control system is re¬ 
quired in a practice. The section on 
prevention will set forth some exam¬ 
ples. 

• Checks are another potential 
source of embezzlement difficulties. 

An employe may ask the physician 
to sign a blank check "to save time.” 
Once a blank check has been signed 
properly the employe can fill in her 
name or that of a friend and have 
the check cashed. 

Checks made out to "Cash” are eas¬ 
ily negotiable and should be avoided if 
possible. Such checks make it difficult 
to trace the payee. 

The forged endorsement of a check 
by an unauthorized employe may 


present difficulties and calls for close 
review of checks. 

An insurance overpayment, usually 
made because a patient has paid more 
than his share of a bill, provides the 
employe with an opportunity to "take” 
the difference over and above the 
amount owed. There is no suspicion on 
the part of the patient because he no 
longer receives bills. The doctor’s of¬ 
fice may remain unaware since the 
amount is fully paid and a zero bal¬ 
ance appears on the bill. 

• Petty cash funds may lead to theft 
problems that are not so "petty.” An 
office may have more than $50 avail¬ 
able in petty cash, and a programed 
and regular embezzling from this ac¬ 
count by a determined employe can 
cause problems. It is important that a 
review and audit of petty cash is car¬ 
ried out periodically by someone other 
than the individuals who handle it on 
a regular basis. 

• Money is not the only thing that 
can be stolen from a medical practice. 
Drugs, supplies, and other office ma¬ 
terials can be taken easily from an 
office, particularly when the doctor is 
not often in the office at closing time. 

It is a good idea to make someone 
responsible for ordering drugs and 
supplies and to have an independent 
party (a doctor or office manager, de¬ 
pending on circumstances) review the 
records periodically to let the staff 
know that someone is looking at 
things critically and to uncover any 
problems that might arise. 

• A "third party conspiracy” in 
which an employe conspires with 
someone outside the practice may take 
several forms. 

Salesmen "in cahoots” with an 
employe may charge more than is rea¬ 
sonable for a specific item or bill for 


The authors are the principal consul¬ 
tants of Management Consulting for 
Professionals, Inc., Bala Cynwyd. 


items never received and then split 
the profits with the employe. An over¬ 
seer of the supply ordering process 
may again be valuable in picking up 
discrepancies. 

• A small medical practice is not 
likely to face the problem of an over¬ 
stated payroll, but "phantom” 
employes may be paid by larger 
employers, such as municipalities and 
hospitals. It is also possible that the 
bookkeeper for a smaller practice 
could add a few dollars to selected 
paychecks. Personnel records should 
be checked periodically to assure au¬ 
thorized wages are paid. 

Symptoms 

The physician, office manager, or 
advisor may be alerted to theft 
problems in several ways. 

• A declining collection ratio (re¬ 
ceipts divided by charges) may be 
cause for concern if there is no other 
logical explanation for the decline. If 
work has been steady or growing at a 
conservative rate, a sharp drop-off in 
collection experience could indicate a 
problem. 

• When an unexplained or unusual 
cash flow exists in a practice, the han¬ 
dling of cash should be reviewed criti¬ 
cally. 

• Unexplained accounts receivable 
trends may also be a tip-off. 

If accounts receivable are dramat¬ 
ically increasing while productivity is 
relatively flat, for example, one must 
begin to wonder why collections have 
not kept up the pace. Embezzlement 
may have caused accounts receivable 
to increase with production without a 
corresponding increase in collections. 

• Dramatic increases in drug and 
supply costs without reasonable ex¬ 
planation may also serve as an alarm 
that theft is taking place. 

• Many physicians are surprised by 
the next "symptom.” 

No one should suspect an employe of 
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dishonesty without reason, but an 
overly conscientious assistant may be 
the prime candidate for an embezzle¬ 
ment. 

If a bookkeeper maintains unduly 
long working hours, never taking time 
off for illness or vacation, and keeping 
all financial responsibilities to her¬ 
self, she may be covering up an embez¬ 
zlement. In simple language, she may 
be trying to keep everyone away from 
the books. 

In the assistant’s mind, the long 
hard hours of work over the years 
might have given her justification for 
taking the money, especially since she 
has "helped the doctor make so much 
money.” 

• Employes showing unusual emo¬ 
tional stress or experiencing personal 
financial difficulties are potential 
candidates for embezzlement. If an as¬ 
sistant’s husband has lost his job, 
there may be strong pressures on her 
for additional funds. A doctor’s office 
generating higher income due in part 
to that employe’s help (even though 
she has not rendered medical care) 
may cause her to feel justified in an 
embezzlement. 

Although it may seem extreme, an¬ 
other symptom could be a dramatic 
increase in an employe’s standard of 
living. There have been circumstances 
in which a $10,000 a year assistant 
suddenly began driving a $10,000 au¬ 
tomobile. 

• Constant discrepancies in ac¬ 
counting—in balancing the check¬ 
book or tallying the "day sheet” 
so that deposits equal cash and 
checks—can signal a problem. If ac¬ 
counting discrepancies never occur, it 
may be because a very sly individual is 
handling the books. Both extremes 
may be detected with the system of 
careful "audits” described below. 

• A final symptom is a progressively 
disrespectful attitude on the part of an 
employe. She may begin to feel so con¬ 
fident that she has hidden her tracks 
and taken advantage of the practice 
that it may begin to show in her at¬ 
titude toward work and her employer. 

Preventive measures 

There is no foolproof system that 
guarantees an employer that his prac¬ 
tice is free from embezzlement, but 
conscientious application of several 
basic principles can make it more dif¬ 


ficult for someone to steal. 

• Hire well. Follow up references 
and develop a thorough interviewing 
process. Theft often can be diminished 
when the physician does a good job of 
hiring. 

• Once good and qualified employes 
have been found, it is important to cul¬ 
tivate their loyalty to the practice. 
Practices that are similar in volume of 
work, specialty, number of doctors, 
and even location may be vastly dif¬ 
ferent in terms of staff loyalty. 
"Teamwork” can diminish the risk of 
theft. 

• All employes involved in handling 
incoming or outgoing funds should be 
bonded. A key question we ask on 
employment applications is whether 
the prospective employe would refuse 
to be bonded. Such a refusal probably 
indicates a bad experience that is on 
record with the bonding companies. 

A reference check of previous 
employers often provides information 
about whether the employe has been 
bonded in the past, whether she had 
handled cash or other valuables, and 
whether the previous employer feels 
she did a good job. 

• A regular control of accounts re¬ 
ceivable is important to theft preven¬ 
tion. Far too many practices are un¬ 
aware of the status of accounts receiv¬ 
able at a given time. 

We recommend that every medical 
office compute accounts receivable 
regularly, whether the process is built 
into a formal system (e.g., pegboard) 
or is developed individually. 

Once a sound beginning figure is es¬ 
tablished for accounts receivable, at 
the end of every month the charges for 
that month can be added to the figure, 
receipts and write-offs can be sub¬ 
tracted, and a realistic accounts re¬ 
ceivable figure obtained. This is a 
helpful first step. 

As a checking mechanism, at least 
twice a year (and preferably monthly) 
a tape should be run of all outstanding 
accounts. Although the tape often will 
not equal the regularly kept accounts 
receivable figure due to mathematical 
or other errors, it should come close to 
the correct figure. If not, an embez¬ 
zlement problem may exist. This is 
particularly true if the tallying of the 
accounts receivable cards shows a 
much smaller figure than does the 
running total. 


Besides being an excellent embez¬ 
zlement control review, it also helps 
prevent loss of charges and cards. 
Practices that have used this system 
have sometimes found that cards were 
lost in drawers, put in the zero balance 
files, or even in someone’s office or 
home. If the "accounts receivable 
balancing” had not been run, the 
funds would have been lost forever. 

• The increased emphasis on "col¬ 
lection at the source” in medical prac¬ 
tices increases the amount of cash 
available for theft. Thus the practice 
should assure that a system for record¬ 
ing office charges and collections is as 
foolproof as possible. 

An outstanding feature of a peg- 
board billing system is embezzlement 
control. Each office visit patient is 
handed a slip showing the charges in¬ 
curred and the payments received that 
day. The receptionist’s record of this 
information is duplicated simultane¬ 
ously on a day sheet and the patient’s 
ledger card with the write-it-once ap¬ 
proach. The likelihood of handing a 
patient a slip not listing a payment 
just received is minimal. Alteration of 
the carbon entries on the day sheet or 
ledger card is also apparent. 

Computer and posting machine bill¬ 
ing systems also can be safeguarded. 
A common approach is to have a two or 
three part fee slip with carbons on 
which entries are made. The top 
copy is handed to the patient as a re¬ 
ceipt, thus involving the patient in 
the control system. 

The day sheets should be totaled 
each day and reconciled with the cash 
and checks received during the day. In 
many cases the receptionist is ex¬ 
pected to handle this closing out proc¬ 
ess each day, therefore making her ac¬ 
countable for her work. The book¬ 
keeper or office manager receiving the 
materials should review critically the 
books and deposit the receipts. 

• Another preventive measure re¬ 
quires outside, periodic surveillance of 
the books and records. This should be 
performed by the practice’s ac¬ 
countant or medical management 
consultant. 

A full scale audit of the books is not 
necessary; however, letting the staff 
know that an "outside expert” reviews 
the books periodically on an unan¬ 
nounced basis should prove to be a 
good preventive measure. 
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Preliminary Call 
to the 

1978 Annual Session 
House of Delegates 

The 1978 Annual Session of the House of Delegates of the Penn¬ 
sylvania Medical Society will be called to order at the Host Farm 
Resort Motel, Lancaster, Pennsylvania, on Monday, October 30, 
1978. The second session of the House of Delegates is scheduled 
for Tuesday, October 31,1978. The third and concluding session of 
the House of Delegates will be held Wednesday, November 1,1978. 
Since the third session may last into mid-afternoon, delegates 
should plan accordingly. 

All proposed amendments to the Constitution must be submitted 
to the Office of the Secretary of this Society on or before June 30, 
1978. Such amendments may be proposed upon the written petition 
of 15 Active, Senior/Active, or Intern/Resident members of the So¬ 
ciety, or by the Committee on Constitution and Bylaws. While there 
is no specific requirement that Bylaw amendments be submitted in 
advance or published in the Official Call, this is preferable when 
possible. Written resolutions to be considered by the House may be 
submitted to the Secretary by a delegate acting in his own behalf or 
for the component county medical society or specialty society he 
represents. If received prior to September 30, 1978, they will be 
published in the Official Reports Book. 

G. Winfield Yarnall, M.D. 

Secretary 


Many accountants for medical prac¬ 
tices have been deficient in this area. 
Some feel that if they attempt an audit 
and an embezzlement is discovered, 
they will be more liable than if they 
had not checked. We disagree with 
this logic. No accountant can be ex¬ 
pected to develop and guarantee an 
embezzlement-proof system, although 
he should make an effort to lessen the 
probability of theft. 

• Often the most effective audit con¬ 
trol is the doctor’s own attention. This 
may involve only an occasional few 
minutes of physician time in informal 
and irregular audits. 

A doctor should check isolated por¬ 
tions of his assistants’ work on no par¬ 
ticular schedule. This might be coor¬ 
dinated through the accountant or 
medical management consultant so 
that some guidelines can be estab¬ 
lished. 

For example, the doctor might check 
each name on an appointment book for 
a specific date to the same names on 
that day’s summary sheet and to en¬ 
tries to those patients’ ledger cards. 

This testing should not follow a pat¬ 
tern for time or matters reviewed. It 
serves more as a deterrent than as a 
discovery device, for an assistant who 
knows that her efforts to steal might 
be caught by this random process will 
be hard put to create a pattern on 
which she can rely. For this reason, 
this "audit” should be performed 
openly. The physician should explain 
that the procedure is being done for 
the doctor’s and the assistant’s protec¬ 
tion at the accountant’s or consul¬ 
tant’s recommendation. 

• Except when a practice is of clinic 
size, a physician should sign every 
check. This helps to discourage a 
bookkeeper from writing unauthor¬ 
ized checks. In addition, it has the 
advantage of keeping the doctor in¬ 
formed of where money is being ex¬ 
pended. 

The bookkeeper should be required 
to Fill out each check completely, at¬ 
taching the bill or invoice and putting 
them in a special file for the doctor’s 
signature. It is important that in¬ 
complete checks (such as blank 
checks) are never signed and that one 
is critical of checks made out to cash or 
to suppliers or individuals without an 
invoice or with incomplete or confus¬ 
ing invoices. Here again, the fact that 


the bookkeeper knows that the doctor 
signs the checks and reviews the in¬ 
voices can help serve as a deterrent. 

The special file might be an unusu¬ 
ally colored plastic folder so that the 
doctor will recognize it readily. He 
can sign a batch of checks in a few 
spare minutes while looking at each 
invoice to see where the money is go¬ 
ing. This process makes the doctor 
aware of expenditures and should 
cause him to ask questions about 
anything that may not seem proper. 

In group practices, the signature of 
any one of the doctors should be suffi¬ 
cient for routine expenditures. A pol¬ 
icy which makes each doctor responsi¬ 
ble for signing checks for alternating 
periods of time (perhaps three months) 
is desirable. It helps prevent the book¬ 
keeper from avoiding inquiry by 
spreading similar checks among 
signers, and gives each doctor a 
better feel for expense levels of the 
practice as a whole. 


• Lastly, the physician/employer 
should avoid the possibility of being 
exposed to extortion. 

The two most common situations in 
which this can arise deal with tax 
problems (such as tax evasion) and 
personal relations (such as extramari¬ 
tal involvement with an employe). 

These two points may seem too ob¬ 
vious to mention, but they have 
haunted physicians in the past and 
should be avoided. When such cases 
have arisen, the doctor has been pow¬ 
erless to act against a known embez¬ 
zler in light of the circumstances. 

We recognize that the potential for 
theft or embezzlement in a medical 
practice is present in a surprisingly 
large number of practices. No one can 
establish a system that is 100 percent 
embezzlement-proof. The problem can 
be avoided, however, with recognition 
of the exposures and symptoms and 
application of effective preventive 
measures. □ 
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Investments rundown—overview of the field 

Continued from page 39. 


pay federal income tax on the interest. 
Note that although the interest on 
municipal bonds is not taxed for fed¬ 
eral purposes, if an investor buys the 
bond and sells it for a gain, he must 
pay capital gains tax. 

An attraction of municipal bonds is 
that a Pennsylvania resident buying 
securities of a Pennsylvania munici¬ 
pality does not have to pay state in¬ 
come tax on the interest. If he owns the 
bonds of out-of-state municipalities, 
he will have to pay the 2 percent state 
income tax on that interest. 

A general rule of thumb to deter¬ 
mine the amount of interest a physi¬ 
cian would have to earn from a corpo¬ 
rate bond on which interest is taxed, 
versus a municipal bond is: Take the 
percentage interest rate received and 
divide by one minus the M.D.’s tax 
bracket. For example, a doctor- 
investor in the 40 percent tax bracket 
earns 6 percent interest from a munic¬ 
ipal bond. Table 1 shows the rate of 
interest he must earn before taxes to 
end up with 6 percent after income 
tax. Note that he would have to earn 
10 percent before taxes to end up with 
a 6 percent after-tax return. 

Table 1. Tax-Free Interest. Effective 
Before-Tax Yield. 

Before tax equivalent 
= Percentage received 

1-tax bracket 

6 % .06 

= - = - = 10 % 

1 - 40 % .6 

Mutual funds 

The municipal bond mutual fund is 
a new investment vehicle available to 
investors. A municipal bond mutual 
fund operates like the mutual funds 
for common stocks and corporate 
bonds, but invests only in tax-free 
municipal bonds. 

A mutal fund results when many 
investors pool their money. The man¬ 
agement of the fund acquires a se¬ 
curities portfolio of which each inves¬ 
tor receives a slice. If the mutual fund 
managers invest the money equally in 
100 different companies, an investor 
who places $1,000 in the mutual fund 
essentially has invested $10 in each of 
the companies. The mutual fund man¬ 


ager administers the investment in 
the 100 companies and sends the in¬ 
vestor a statement of the results for 
the total investment. 

Many investors have the notion that 
a mutual fund does two things: it gives 
them a diversified portfolio of se¬ 
curities with only a small investment; 
and, given its professional manage¬ 
ment, it should be able to earn a 
higher return than an individual 
could earn through his own efforts. 
While it is true that a mutual fund 
provides a diversified portfolio of secu¬ 
rities for a small investment, it has 
been proven empirically that mutual 
funds do not earn any greater return, 
on average, than a randomly selected 
portfolio. 

While a mutual fund does not give a 
doctor a better return than he might 
have netted on his own, it does provide 
him with a diversified portfolio and 
allows him to choose his level of risk. 

Mutual funds fall into two 
categories—the load and no-load. A 
load fund charges a commission, typi¬ 
cally 8(6 percent of the amount of the 
investment, when the shares are pur¬ 
chased. A no-load fund charges no 
commission. 

One doctor invests $1,000 in a typi¬ 
cal load fund and another invests 
$1,000 in a no-load fund. The investor 
in the load fund pays $85 in commis¬ 
sions (8(6 percent of $1,000) when he 
buys his shares. This leaves him with 
$915 actually invested. His counter¬ 
part who invests in the no-load fund 
has invested the entire $1,000. If both 
funds earn a 10 percent return on the 
amount of money actually invested, 
the physician who chose the load fund 
will have earned $91.50 (10 percent x 
$915) to end up with a total of 
$1,006.50 at the end of the year; the 
doctor-investor in the no-load fund 
will have earned $100 (10 percent x 
$1,000), and will have $1,100 at the 
end of the year. 

If both funds continue to earn the 
same percentage return, the no-load 
fund invariably will earn more than 
the load fund. Again, it has been 
shown empirically that no earnings 
difference exists between load funds 
and no-load funds. Thus it is recom¬ 


mended that physicians confine them¬ 
selves to no-load funds when making 
mutual funds investments. 

Preferred stock 

The features of preferred stock are 
actually a hybrid of those of common 
stock and bonds. A preferred stock 
pays a dividend just as common stock 
may, but the dividend remains con¬ 
stant. The price change of a preferred 
stock is geared more to a change in 
interest rates than to a change in the 
fortune of the particular company 
which issued them. A preferred stock 
does not have to be redeemed by the 
issuing corporation. Preferred stock¬ 
holders and bondholders have no vote 
in the corporation’s management. In 
the event of bankruptcy liquidation, 
bondholders and creditors recover 
their entire debt before preferred 
stockholders receive any payment. 
Thus preferred stock has all the disad¬ 
vantages of common stocks and bonds 
and none of the advantages. 

Savings accounts and 

certificates of deposit 

Do not overlook the investment of 
cash in your financial planning. Pru¬ 
dent physicians should have from 
three to six months of income, after 
income taxes and social security taxes, 
in some form of cash. This offers pro¬ 
tection in case of emergency and pro¬ 
vides liquidity to take advantage of 
investment opportunities. The return 
earned on savings accounts or certifi¬ 
cates of deposit in a savings and loan 
association or savings bank is through 
accounts from which the depositor can 
withdraw the money daily at 5(4 per¬ 
cent; through a one-year certificate of 
deposit, 6% percent; 2 (6-year certifi¬ 
cate of deposit, 6% percent; and 4-year 
certificate of deposit, 7(6 percent. This 
is higher than the maximum return 
legally earned from a commercial 
bank, which is 5 percent on a passbook 
account, 6 percent on a one-year certif¬ 
icate of deposit, 6(6 percent for 2(6 
years, and 7(4 percent for four years. 

When a depositor invests in a certif¬ 
icate of deposit (C.D.) which extends 
for a year or longer, he must re- 

Continued on page 53. 
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Relationship studied in Pennsylvania 

Guillain-Barre' syndrome and influenza immunization 


William E. Parkin, D.V.M., Dr.P.H. 
H. James Beecham, III, M.D. 
Eleanor Streiff, R.N., M.P.H. 
Robert G. Sharrar, M.D. 

John C. Harris, M.D. 


O n October 8, 1976, the Pennsyl¬ 
vania Department of Health 
launched its Influenza Immunization 
Program, joining the Allegheny 
County Health Department and the 
Philadelphia Department of Public 
Health in a national program to pro¬ 
tect the citizens of the Commonwealth 
against a possible epidemic of influ¬ 
enza A/New Jersey/76 (H SW| N,, "swine 
flu”). During the next two and a half 
months, nearly 2.9 million residents of 
the Commonwealth received monova¬ 
lent (A/New Jersey/76) or bivalent 
(A/New Jersey/76 and AJ Victoria/75) 
influenza vaccine. 

On December 16, 1976 the U.S. De¬ 
partment of Health, Education, and 
Welfare announced a moratorium on 
influenza inoculations based on: 

1. A suggested increased risk of 
Guillain-Barre' syndrome among 
vaccinated persons 

2. A concentration of Guillain- 
Barre' cases with onset 2-3 weeks 
after vaccination 

3. Absence of an adequate 
Guillain-Barre' data base to as¬ 
sist in interpreting the above 
findings 

All influenza immunization pro¬ 
grams in Pennsylvania were immedi¬ 
ately terminated, and an intensive ef¬ 
fort was begun to identify all cases of 
Guillain-Barre' syndrome and to 
analyze the association of cases with 
influenza immunization. 

Methods 

A case definition was supplied by 
Richard Tenser, M.D., and his associ¬ 
ates in the department of neurology at 
the Pennsylvania State University 


College of Medicine in Hershey. An 
individual was accepted as a case of 
Guillain-Barre' syndrome if he met the 
following criteria: 

1. Onset develops subacutely with 
the full syndrome developing 1 to 
7 days after the initial symptoms 

2. Marked weakness of one or both 
sets of extremities, always sym¬ 
metrical but not always precisely 
equal 

3. Areflexia to marked hyporeflexia 
in the areas of weakness 

Immediately after the moratorium 
was announced, health department 
personnel contacted all hospitals in 
the state in an effort to identify 
Guillain-Barre' cases. Active surveil¬ 
lance with the hospitals was contin¬ 
ued through January 1977, and one 


Drs. Parkin and Beecham are associ¬ 
ated with the Division of Communica¬ 
ble Disease Control of the Pennsylva¬ 
nia Department of Health. Dr. 
Beecham also serves with the Field 
Services Division, Bureau of Epi¬ 
demiology, of the National Center 
for Disease Control. Ms. Streiff is on 
the staff of Supportive Services for the 
Allegheny County Health Department. 
Dr. Sharrar was on the staff of the 
Communicable Disease Control Sec¬ 
tion of the Philadelphia Department of 
Public Health at the time of the study 
and is now at the University of Pennsyl¬ 
vania School of Medicine. Dr. Harris, 
now at the University of Colorado Med¬ 
ical Center in Denver, was with the 
Field Services Division of the CDC and 
the Philadelphia Department of Public 
Health when this study was conducted. 


final effort to identify late cases was 
initiated in late March. 

Mailgrams were sent on December 
22 to members of the American Boards 
of Psychiatry and Neurology in Penn¬ 
sylvania in an effort to identify 
additional cases. The Bureau of 
Health Communications prepared ar¬ 
ticles for the news media indicating an 
interest in being informed of all cases 
of Guillain-Barre' syndrome. Cases 
with onset between September 15, 
1976 and January 31, 1977 were 
sought. 

A short epidemiologic form was 
completed for each possible case re¬ 
ported to the health departments. The 
form included such information as pa¬ 
tient’s name, address, age, sex, race; 
influenza vaccination history; date of 
onset of Guillain-Barre; hospital 
name and address; physician’s name, 
address, and telephone number; and 
information regarding lumbar 
puncture, mechanical respiratory as¬ 
sistance, and death. 

Contact was made with the attend¬ 
ing physician of each suspect case by 
one of the three epidemiology units in 
the Commonwealth, i.e., Division of 
Communicable Disease Control of the 
Pennsylvania Department of Health, 
Supportive Services of the Allegheny 
County Health Department, and 
Communicable Disease Control Sec¬ 
tion of the Philadelphia Department 
of Public Health. A more complete 
epidemiologic form was sent to attend¬ 
ing physicians of each patient meeting 
the case definition. 

Completed forms were returned to 
one of the three epidemiology units, 
where they were compiled for analy¬ 
sis. A copy of each completed form was 
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sent to the Center for Disease Control 
in Atlanta for inclusion in national 
data. 


Results 

A total of 56 cases of Guillain-Barre' 
syndrome met the case definition. De¬ 
tailed epidemiologic forms were re¬ 
ceived for 53 of these cases. The 56 
patients ranged in age from 1 to 81 
years, with a mean age of 44.9 years at 
the time of onset. The male:female 
ratio was nearly equal at 29:27. The 
dates of onset ranged from September 
15, 1976 to January 31, 1977. An un¬ 
usual clustering of cases occurred be¬ 
tween the weeks of November 28 and 
December 19, 1976 (Fig. 1). Cases 
were reported in 24 of Pennsylvania’s 
67 counties and at least 85 percent of 
patients were seen by neurologists or 
neurosurgeons. Two of the 56 patients 
had Guillain-Barre' syndrome previ¬ 
ously. All but one of the 52 patients 
reporting race were white. 

Thirty-six (64 percent) of the 56 
Guillain-Barre patients gave a history 
of receiving influenza vaccine prior to 
the onset of the illness. The remaining 
20 (36 percent) denied having received 
influenza vaccine. The period from in¬ 
fluenza inoculation to onset of 
Guillain-Barre' syndrome ranged from 
less than one day to 102 days. More 
than 80 percent of the cases in vacci¬ 
nated patients occurred within five 
weeks of influenza inoculation (Fig. 
2 ). 

Because a clustering of cases was 
noted during the first five weeks fol¬ 
lowing influenza inoculation, the data 
were analyzed using two groups of 
vaccinated patients: Group A were 
those with "incubation periods” of less 
than five weeks, and Group B were 
those with onset at 36 or more days 
after inoculation. Figure 3 depicts the 
epidemic curves for each of the two 
vaccinated groups and for the non- 
vaccinated group (Group NV). Infor¬ 
mation about four vaccinated cases 
was insufficient and thus they were 
not included in either group. 

The mean age of patients receiving 
influenza vaccine was 51.3 years, and 
a greater proportion (.01> p> .001) in 
this group than in the non-vaccinated 
group were over 40 years. 

Table 1 presents certain charac¬ 
teristics of the three groups of 

Continued on page 50. 


FIGURE 1. 

All Guillain-Barre Syndrome Cases in Pennsylvania By Week of Onset 
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FIGURE 2. Onset of Guillain-Barre Syndrome by Week 

After Inoculation with Influenza Vaccine* 
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' Date of inoculation not documented for 4 cases 


FIGURE 3. Onset of Guillain-Barre Syndrome Cases in Pennsylvania By Week of 

Onset* 
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TRIAMTERENE CONSERVES POTASSIUM 
WHILE HYDROCHLOROTHIAZIDE 
LOWERS BLOOD PRESSURE 

DW1DE 

Each capsule contains 50 mg. of Dyrenium R (triamterene, 

SK&F Co.) and 25 mg. of hydrochlorothiazide. 

MAKES SENSE 



Before prescribing, see complete prescribing 
information in SK&F Co. literature or PDR. 
A brief summary follows: 


Warning 

This drug is not indicated for initial therapy 
of edema or hypertension. Edema or hyper¬ 
tension requires therapy titrated to the in¬ 
dividual. If this combination represents the 
dosage so determined, its use may be more 
convenient in patient management. Treat¬ 
ment of hypertension and edema is not 
static, but must be reevaluated as conditions 
in each patient warrant. 


* Indications: When the combination represents 
the dosage determined by titration: Adjunctive 
therapy in edema associated with congestive 
heart failure, hepatic cirrhosis, the nephrotic 
syndrome. Corticosteroid and estrogen-induced 
edema, idiopathic edema; hypertension, when 
the potassium sparing action of triamterene is 
warranted. (See Box Warning.) Routine use of 
diuretics in healthy pregnant women is inap¬ 
propriate; they are indicated in pregnancy only 
when edema is due to pathological causes. 

Contraindications: Further use in anuria, 
progressive renal or hepatic dysfunction, 
hyperkalemia. Pre-existing elevated serum 
potassium. Hypersensitivity to either com¬ 
ponent or other sulfonamide-derived drugs. 

Warnings: Do not use potassium supplements, 
dietary or otherwise, unless hypokalemia develops 
or dietary intake of potassium is markedly impaired. 

If supplementary potassium is needed, potassium 
tablets should not be used. Hyperkalemia can occur, and 
has been associated with cardiac irregularities. It is 
more likely in the severely ill, with urine volume 
less than one liter/day, the elderly and diabetics 
with suspected or confirmed renal insufficiency. 

Periodically, serum K + levels should be deter¬ 
mined. If hyperkalemia develops, substitute a 
thiazide alone, restrict K f intake. Associated 
widened QRS complex or arrhythmia requires 
prompt additional therapy. Thiazides cross the 
placental barrier and appear in cord blood. Use 
in pregnancy requires weighing anticipated 
benefits against possible hazards, including 
fetal or neonatal jaundice, thrombocytopenia, other 
adverse reactions seen in adults. Thiazides appear and triamterene may 
appear in breast milk. If their use is essential, the patient should stop 
nursing. Adequate information on use in children is not available. 


FOR LONG-TERM CONTROL 
OF HYPERTENSION? 
SERUM K* AND BUN SHOULD 
BE CHECKED PERIODICALLY. 
(SEE WARNINGS SECTION.) 


Periodic BUN and serum creatinine determina¬ 
tions should be made, especially in the elderly, 
diabetics or those with suspected or confirmed 
renal insufficiency. Watch for signs of impend¬ 
ing coma in severe liver disease. If spironolac¬ 
tone is used concomitantly, determine serum K+ 
frequently; both can cause K+ retention and 
elevated serum K+. Two deaths have been re¬ 
ported with such concomitant therapy (in one, 
recommended dosage was exceeded, in the 
other serum electrolytes were not properly 
monitored). Observe regularly for possible 
blood dyscrasias, liver damage, other idiosyn¬ 
cratic reactions. Blood dyscrasias have been 
reported in patients receiving triamterene, and 
leukopenia, thrombocytopenia, agranulocytosis, 
and aplastic anemia have been reported with 
thiazides. Triamterene is a weak folic acid 
antagonist. Do periodic blood studies in cir¬ 
rhotics with splenomegaly. Antihypertensive 
effect may be enhanced in post-sympathectomy 
patients. Use cautiously in surgical patients. 

The following may occur: transient elevated 
BUN or creatinine or both, hyperglycemia and 
glycosuria (diabetic insulin requirements may 
be altered), hyperuricemia and gout, digitalis 
intoxication (in hypokalemia), decreasing alkali 
reserve with possible metabolic acidosis. 

‘Dyazide’ interferes with 
fluorescent measurement 
of quinidine. 

Adverse Reactions: 
Muscle cramps, weak¬ 
ness, dizziness, 
headache, dry mouth; 
anaphylaxis, rash, 

, __ urticaria, photosensi¬ 

tivity, purpura, other 
dermatological conditions; 
nausea and vomiting, diarrhea, 
constipation, other gastrointestinal 
disturbances. Necrotizing vasculitis, 
paresthesias, icterus, pancreatitis, 
xanthopsia and, rarely, allergic pneumonitis 
have occurred with thiazides alone. 

Supplied: Bottles of 100 and 1000 capsules; 
Single Unit Packages of 100 (intended for 
institutional use only). 


SK&F CO., Carolina, P.R. 00630 


Precautions: Do periodic serum electrolyte determinations (particularly 
important in patients vomiting excessively or receiving parenteral fluids). 


SK&F CO. 

a SmithKIine company 
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TABLE 1. Characteristics of Three Groups of Guillain-Barre 
Syndrome Cases 


Age (years) 

Group A' 

Group B 2 

Group NV 3 

Range 

31-81 

23-66 

1-62 

Mean 

53.1 

42 

33.4 

Mean-Male 

52.8 

49.5 

34.4 

Mean-Female 

Sex 

53.5 

38.2 

32.2 

Males 

14 

2 

11 

Females 

Vaccine 

12 

4 

9 

Monovalent 

12 

1 

- 

Bivalent 

11 

4 

- 

Unknown 

“Incubation Period” 4 

3 

1 

- 

Range 

<1-33 

38-102 

- 

Mean 

16.3 

58.8 

- 


'Onset within 35 days of influenza inoculation 
2 0nset 36 or more days after influenza inoculation 
3 Not inoculated against influenza 

4 Period from influenza inoculation to onset of Guillain-Barre' syndrome (days) 


TABLE 2. Exposure to Possible or Predisposing Cause of Guillain-Barrd 

Syndrome 


Cause 

Group A 1 

Group B 2 

Group NV 3 

Allergy 

2/22 (9) 4 

0/5 (0) 

1/17 (6) 

Chronic illness 

14/24 (58) 

4/6 (67) 

7/20 (35) 

Medicine 5 

11/24 (46) 

5/6 (83) 

7/17 (41) 

Acute illness 5 

8/23 (35) 

2/5 (40) 

6/17 (35) 

Exposure to toxins 

3/22 (14) 

1/5 (20) 

1/16 (6) 

One or more causes 

17/24 (71) 

5/6 (83) 

15/20 (75) 

Mean causes 

1.58 

2.0 

1.1 

Two or more causes 

13/24 (54) 

5/6 (83) 

6/20 (30) 


'Onset within 35 days of influenza inoculation 
2 Onset 36 or more days after influenza inoculation 
3 Not inoculated against influenza 
4 No. with cause/no. responding (percent) 

5 Within four weeks prior to onset 


TABLE 3. Age Distribution of Persons Receiving Influenza Vaccine 1 


Age Monovalent 

Bivalent 

All 

Not 

Total 

Years 



Vaccine 

Vaccinated 2 

Pop. 

0-4 

1,349 

2,356 

3,705 

923,366 

927,071 

5-17 

14,024 

24,344 

38,368 

2,886,647 

2,925,015 

18-44 

1,051,922 

171,739 

1,223,661 

2,721,864 

3,945,525 

45-64 

464,529 

489,824 

954,353 

1,781,823 

2,736,176 

65 + 

2,815 

595,031 

597,846 

669,133 

1,266,979 

Unknown 

46,378 

16,577 

62,955 

X 

X 

Total 

1,581,017 

1,299,871 

2,880,888 

8,919,878 

11,800,766 


'Vaccine administered during National Influenza Program by Pennsylvania, Allegheny County, and Philadelphia 
County programs as of April 1, 1977 
2 Based on 1970 census minus vaccinees 


Guillain-Barre' syndrome patients. 
The number of patients 40 years of age 
or older is statistically significant in 
Group A when compared to Group NV 
(.01 > p> .001). There is no significant 
difference in age between Group B and 
Group N V. No statistically significant 
difference exists in the malerfemale 
ratio in the three groups, nor is there 
an appreciable difference in the type of 
vaccine received by the two vaccinated 
groups. 

Patients were queried about per¬ 
sonal histories for other possible or 
predisposing causes of Guillain-Barre' 
syndrome, such as allergies, chronic 
illness, medicines or acute illnesses in 
the four weeks prior to onset, and ex¬ 
posure to toxins (Table 2). While no 
significant difference existed between 
vaccinated aqd non-vaccinated cases 
for these possible or predisposing 
causes, Group B varied significantly 
from group N V by having two or more 
possible predisposing causes of 
Guillain-Barre' syndrome (p=0.03). 

Monovalent or bivalent influenza 
vaccine was administered to 
2,880,888 residents, or 24 percent of 
the Commonwealth population (Table 
3). The attack rate of Guillain-Barre' 
syndrome after vaccine was 1.25/ 
100,000, while Guillain-Barre' syn¬ 
drome developed in only 0.22/100,000 
of those not receiving the vaccine (Ta¬ 
ble 4). 

Guillain-Barre' syndrome did not 
occur in the nonimmunized group over 
the age of 65 or in the immunized 
group under 17 (only 42,000 were im¬ 
munized in this age group). A case of 
Guillain-Barre' syndrome occurred in 
about one of 80,000 vaccinees (1/ 
122,000 monovalent, 1/76,000 biva¬ 
lent) and in one of 446,000 individuals 
not vaccinated. Approximately one in 
111,000 vaccinees developed the syn¬ 
drome within five weeks of injection 
and one in 480,000 after five weeks. 
The relative risk of developing 
Guillain-Barre' was 5.68 for all vac¬ 
cinees and 4.09 for members of Group 
A. 

The severity of the syndrome, based 
on motor involvement, was essentially 
the same in vaccinated and non- 
vaccinated cases. No significant dif¬ 
ference in motor involvement was 
seen in Groups A, B, and NV (Table 5). 
When Group A cases were examined 
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TABLE 4. Attack Rates and Relative Risks of Guillain-Barre Syndrome in 

Pennsylvania 

Age (years) 




0-4 

5-17 

18-44 

45-64 

65+ 

Total 

Group NV 

AR 

0.11 1 

0.21 

0.22 

0.39 

NC 2 

0.22 

All 

AR 

NC 

NC 

0.89 

1.57 

1.67 

1.25 

Vaccinees 

RR 

- 

- 

4.05 

4.02 

- 

5.68 

Monovalent 

AR 

NC 

NC 

0.57 

1.29 

35.5 

0.82 


RR 

- 

- 

2.59 

3.31 

- 

3.72 

Bivalent 

AR 

NC 

NC 

1.75 

1.43 

1.18 

1.31 


RR 

- 

- 

7.95 

3.67 

- 

5.95 

Group A 

AR 

NC 

NC 

0.65 

1.26 

1.00 

0.90 


RR 

- 

- 

2.95 

3.23 

- 

4.09 

Monovalent 

AR 

NC 

NC 

0.47 

1.29 

35.5 

0.76 


RR 

- 

- 

2.14 

3.31 

- 

3.45 

Bivalent 

AR 

NC 

NC 

0.58 

1.02 

0.84 

0.85 


RR 

- 

- 

2.64 

2.62 

- 

3.86 

Group B 

AR 

NC 

NC 

0.24 

0.21 

0.16 

0.21 


RR 

- 

- 

1.09 

0.54 

- 

0.95 

Monovalent 

AR 

NC 

NC 

0.10 

NC 

NC 

0.06 


RR 

- 

- 

0.45 

- 

- 

0.27 

Bivalent 

AR 

NC 

NC 

1.16 

0.20 

0.17 

0.31 


RR 

- 

- 

5.27 

0.51 

- 

1.41 


'Per 100,000 population 
2 No cases 


TABLE 5. Extent of Motor Involvement & Case-Fatality Ratio of Guillain-Barre 

Syndrome Cases 



Group A 1 

Group B 2 

Group NV 3 

3-4 limbs affected 

22/24 (92) 4 

5/6 (83) 

17/19 (89) 

Trunk affected 

10/20 (50) 

3/4 (75) 

9/16 (56) 

Cranial nerves affected 

10/23 (43) 

1/4 (25) 

9/17 (53) 

Respiratory impairment 

10/22 (45) 

2/5 (40) 

7/16 (44) 

Placed on respirator 

7/23 (30) 

1/5 (20) 

7/18 (39) 

Case-fatality ratio 

3/26 (12) 

0/6 (0) 

0/20 (0) 


'Onset within 35 days of influenza inoculation 
2 Onset 36 or more days after influenza inoculation 
3 Not inoculated against influenza 
4 No. with involvement/no. responding (percent) 



one tablet usually brings 
gentle, overnight relief 


TABLE 6. Extent of Motor involvement by Vaccine 
Received 1 


Statistical 

Monovalent Bivalent P value 2 


Trunk affected 
Cranial nerves 

7/8 

2/10 

p=0.007 

affected 

Respiratory 

8/11 

1/10 

p=0.006 

impairment 
Placed on 

6/9 

2/11 

p=0.04 

respirator 

4/10 

2/11 

p=0.21 


'Group A cases only—onset within 35 days of influenza inoculation 
2 Fisher's Exact Test 
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by type of vaccine received, however, 
individuals who had received monova¬ 
lent vaccine had more trunk and cra¬ 
nial nerve involvement (Table 6). 

Three Guillain-Barre' syndrome pa¬ 
tients died between 36 and 87 
(mean=55.3) days after onset. The 
three were men 31, 46, and 65 years 
old who had received influenza vac¬ 
cine 5, 12, and 31 days, respectively, 
before becoming ill. Two had received 
monovalent vaccine and one had re¬ 
ceived bivalent vaccine. All three had 
chronic underlying disease (one had 
had Guillain-Barre' syndrome 15 
years earlier), and two of the three had 
experienced an acute illness in the 
four weeks prior to onset of neurologi¬ 
cal symptoms. 

Discussion 

During the National Influenza Im¬ 
munization Program, an unusual 
number of cases of Guillain-Barre' 
syndrome were noted in individuals 
who had received influenza vaccine. 1 
Because of the unexpected occurrence 
of this unusual syndrome, the Na¬ 
tional Influenza Immunization Pro¬ 
gram was suspended and an intensive 
investigation was launched to deter¬ 
mine the relationship of Guillain- 
Barre' syndrome to influenza immuni¬ 
zation. 

Individuals who received influenza 
vaccine were at more risk of develop¬ 
ing Guillain-Barre' syndrome than 
those who were not vaccinated. Data 
suggest a causal relationship between 
the inactivated influenza vaccines and 
the syndrome. Leneman, 2 in a review 
of the literature of 1,100 cases of 


Guillain-Barre, found one case associ¬ 
ated with influenza vaccine. Thirty- 
one other cases were associated with 
vaccines, including rabies, tetanus, 
typhoid, pertussis, diphtheria, 
smallpox, and inactivated (Salk) 
poliomyelitis vaccines. 

Nearly 75 percent of our patients 
gave histories of exposure to or experi¬ 
ence with other factors that are 
thought to cause or contribute to 
Guillain-Barre' syndrome. No differ¬ 
ence was seen in vaccinated and non- 
vaccinated patients in frequency of oc¬ 
currence of these factors, which in¬ 
cluded allergies, exposure to toxins, 
medicine or acute illness in the pre¬ 
ceding four weeks, and chronic illness. 

We found no difference in male/ 
female ratio between vaccinated and 
non-vaccinated patients. As in the 
findings of McFarland et al. 3 and in 
contrast to those of Lesser et al., 4 we 
found no preponderance of males. 

Not surprisingly, the persons who 
received vaccine were older than those 
who did not, with a mean age differ¬ 
ence of nearly 20 years. This corre¬ 
sponds with the ages of individuals 
who were offered vaccine, i.e., gen¬ 
erally those 18 years of age and older. 

Several items in the data suggest 
that Guillain-Barre' syndrome may 
have occurred as a result of influenza 
immunization less than five weeks 
prior to the onset of symptoms. The 
epidemic curve showed a clustering of 
cases during the first five weeks after 
immunization. The attack rate for 
members of Group B (those individu¬ 
als developing the syndrome 36 or 
more days after inoculation) resem¬ 


bled that of non-vaccinees in total and 
in individual age groups. Group B 
members were slightly younger than 
those in Group A (those developing the 
syndrome within five weeks of inocu¬ 
lation) but older than non-vaccinees 
(Group NV). Group A individuals 
were older than non-vaccinees and 
were at substantially greater risk of 
developing the syndrome. The three 
deaths occurred in individuals who 
had onset of the syndrome less than 
five weeks after receiving the influ¬ 
enza inoculation. 

Guillain-Barre' syndrome is not a 
reportable disease, so base-line data 
on the incidence of this condition do 
not exist. Detection of the unusual oc¬ 
currence of Guillain-Barre' syndrome 
was possible due to the intense sur¬ 
veillance system for vaccine reactions 
incorporated into the National Influ¬ 
enza Immunization Program. The as¬ 
sociation of Guillain-Barre syndrome 
with influenza immunization under¬ 
lines the importance of surveillance to 
detect vaccine reactions and points out 
the difficulties inherent in attempting 
to assess the relationship between low 
frequency events and immunization 
procedures. □ 
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new members 


ADAMS COUNTY: 

Iftikhar J. Mehdi, M.D., Annie Warner Hosp., Gettysburg 17325 

ALLEGHENY COUNTY: 

Ernesto B. Aravena, M.D., General Surgery, McKeesport Hosp., McKeesport 15132 
Marvin A. Bloom, M.D., Family Practice, E. West Dr., Cemetary Ln., Pittsburgh 
Chito M. Crudo, M.D., General Surgery, 2619 Poinsetta Dr., McKeesport 15131 
Navel Kant, M.D., Radiology, 111 Cristie Dr., Verona 15147 

BEAVER COUNTY: 

Stephen C. Belich, M.D., General Surgery, 262 Connecticut Ave., Rochester 15074* 
James A. Crozier, M.D., Obstetrics/Gynecology, 614 13th St., Beaver Falls 15010 
Bernard B. Hirsch, M.D., Orthopedic Surgery, Hospital Dr., Aliquippa 15001 
David Patrick, M.D., Urology, 262 Connecticut Ave., Rochester 15074 
Paul M. Peindl, M.D., Family Practice, 500 Fourth St., Beaver Falls 15010 
George R. Zambelli, Jr., M.D., Ophthalmology, 350 Adams St., Rochester 15074 
BEDFORD COUNTY: 

David L. Kerstetter, M.D., Pediatrics, Delaney Bldg., R.D. 5, Bedford 15522 

BERKS COUNTY: 

Marvin Arenstein, D.O., Family Practice, 2217 Bressler Ct., Whilfield 19610 
Thomas M. Ebersole, M.D., Obstetrics & Gynecology, 620 Walnut St., Reading 


Edward C. Fallon, III, M.D., Radiology, Reading Hosp., W. Reading 19602 
Jeffrey B. Frank, M.D., Obstetrics & Gynecology, 301 S. 7th Ave., W. Reading 19603 
Don Karabelnik, M.D., Family Practice, 325 E. Lancaster Ave., Shillington 19607 
Duncan S. MacLean, M.D., Family Practice, 301 S. 7th Ave., #140, W. Reading 
19603 

Teresa Mercurio, M.D., Internal Medicine, E. Willows, 6 Valley Forge, Elizabethtown 
17022 

Phyllis A. Murr, M.D., Family Practice, Box 115, Blandon 19510 
Lawrence H. Oliver, M.D., Radiology, 6th & Spruce St., W. Reading 19602 
Prapaporn Sirisabya, M.D., Physical Medicine & Rehabilitation, Reading Rehab 
Hosp., Reading 19607 

Emanuel Wittels, M.D., Family Practice, 325 E. Lancaster Ave., Shillington 19607 

BLAIR COUNTY: 

Richard D. Capriotti, M.D., Ophthalmology, 1223 13th Ave., Altoona 16601 
Gregory J. Fulchiero, M.D., Orthopedic Surgery, 1212 13th Ave., Altoona 16601 
Peter F. Pontzer, M.D., Family Practice, 501 Howard Ave., Altoona 16601 

BRADFORD COUNTY: 

Robert Cohen, M.D., Orthopedic Surgery, Guthrie Clinic, Sayre 18840 
Charles R. Fedele, M.D., Dermatology, Guthrie Clinic, Sayre 18840 
Joseph T. King, M.D., Pathology, Robert Packer Hosp., Sayre 18840 

BUCKS COUNTY 

Dianne M. Quinn, M.D., Pathology, 228 W. Willow Grove Ave., Philadelphia 19118 
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Investments rundown—overview of the field 


member that, while he receives a 
higher interest rate, there is a penalty 
for early withdrawal. The penalty 
amounts to losing three months’ in¬ 
terest and being paid interest equiva¬ 
lent only to the passbook savings rate 
for the remaining time of the account. 
Table 2 illustrates this point. 

Table 2. Penalties for Early Withdrawal 


First year interest 
4-year C.D. 4-year C.D. 
no penalty with penalty 


Invested 

$1,000 

$1,000 

Interest rate 

x 7V 2 % 

x 5V4% 

Interest earned 

$ 75 

$ 52.50 

Penalty 
(3 months) 

- 0 

-13.13 

Interest 



received 

$ 75 

$ 39.37 


Real estate 

Investors can expect to earn a 
higher return in real estate than in 
stocks, bonds, savings accounts, or 
other liquid investments of compara¬ 
ble risk for three major reasons. 

First, in the securities market there 
is "perfect information.” Investors in 
Los Angeles have as much informa¬ 
tion about a security, such as Xerox, as 
do Pennsylvania investors. Neither 
group is aware, most likely, of the real 
estate market in the other’s area. 
Thus real estate investors can take 
advantage of privileged information 
which enables them to receive a 
higher return. 

Second, the initial investment in 
real estate is much higher than is the 
initial investment to enter the stock 
market. For less than $100 an investor 
can buy shares of companies or shares 
of a mutual fund. An initial invest¬ 
ment in real estate, however, is quite 
often many thousands of dollars. 

The third reason is that a real estate 
investment is illiquid. While an inves¬ 
tor can sell General Motors stock in 
five minutes, it may take weeks, 
months, or even years to sell a parcel 
of real estate. 

Generally, raw land is a riskier in¬ 
vestment than income-producing 
properties, such as apartment build¬ 
ings or office buildings, because the in¬ 
vestor must make mortgage payments 
and pay real estate taxes with no rent¬ 
al income inflow. 

Let’s examine the method by which 
income-producing real estate should 


be analyzed. 

• After the potential real estate in¬ 
vestor contacts a realtor, he should 
immediately review projections of 
rent and expenses for the property to 
determine whether the investment is 
financially viable. A primary rule to 
remember when reviewing these pro¬ 
jections is: Do not trust the realtor’s 
figures! He has probably obtained 
them from the property owner who 
often does not base the figures on 
sound documentation. 

For example, gross rent invariably 
is stated as though the building were 
fully occupied for an entire year. No 
matter how choice the property, in the 
case of an apartment building, you in¬ 
evitably will have some periods of va¬ 
cancy. The physician should estimate 
an allowance for vacancy. In a nonur- 
ban area in central Pennsylvania, for 
example, a 5 to 10 percent vacancy 
allowance is probably reasonable. 

• An investor can check real estate 
taxes by calling the Recorder of Deeds 
office at the county courthouse to lo¬ 
cate the tax collector for the particular 
property which interests him. To de¬ 
termine the amount of real estate 
taxes most recently paid, the present 
owner’s name and address and the 
"property number” are needed. From 
the Recorder of Deeds the prospective 
investor can discover what the present 
owner paid for his property and when 
it was bought. 

• From the tax collector the investor 
can determine whether there are any 
delinquent taxes, which could indicate 
that the owner is in a tight financial 
position. Check when the last reas¬ 
sessment of the property was made 
and see if the tax collector knows when 
the next is likely to be. 

• Get the present owner’s permis¬ 
sion to have the electric company dis¬ 
close the previous year’s electric bill, 
the number of kilowatt hours used, 
and the current price per kilowatt 
hour. Estimate the expected electrical 
use for the coming year. Because of the 
recent high cost of energy, desirable 
property has total electric heating 
with separate electric meters for each 
apartment so the tenants pay their 
own heat and electric bills. 

• For water and sewage, get the 
owner’s permission to call the munici¬ 


pal authority for last year’s costs. Call 
the trash man for the number of hauls 
and the cost per haul for trash in the 
last year. 

• If the building has oil heating, 
check with the oil dealer for the previ¬ 
ous year’s cost and the number of gal¬ 
lons used. Multiply the gallons used 
by the present cost per gallon to esti¬ 
mate next year’s cost. 

• Call your insurance agent and ask 
for the approximate cost of fire and 
liability insurance. 

• Repairs and maintenance often 
are omitted in a realtor’s analysis. At¬ 
tempt to verify what it has been in the 
past. Try to uncover the owner’s in¬ 
volvement in the apartment building. 
If he did a lot of the work himself, he 
may not have imputed a cost for his 
time. 

• How about management? This, 
too, is often omitted. After all, who is 
going to be called about plumbing at 
midnight? Should one of the tenants 
who has a background in construction 
service the building for a reduction in 
his rent? Perhaps, but should he also 
collect the rent? Many realtors per¬ 
form the management service; often 
they charge 5 to 10 percent of the gross 
rents for assuring that the work is 
completed, pay the bills, collect the 
rent, and remit the remaining portion 
to the investor. 

• Remember that depreciation of 
the building is a tax deductible ex¬ 
pense that does not require a cash 
payment. 

Another source of information is the 
present owner’s tax returns for the 
past five years or as many as are 
available. Tax returns are particu¬ 
larly good sources because nowhere 
else will income be lower or expenses 
higher than on an individual’s tax re¬ 
turn. For this reason, if the seller 
balks at allowing you to see this in¬ 
formation, it may be a sign that he is 
attempting to hide something from 
you. 

This article delineates the invest¬ 
ment opportunities available to the 
M.D.-investor. The "right” invest¬ 
ment is a personal decision. Everyone 
must assess the risks and potential 
outcome of the opportunities available 
to him and make the determination 
for himself. □ 
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COLD FEET 
LEG CRAMPS 
TINNITUS M 

DISCOMFORT 

ON STANDING 'M. \ 



% 


LIPO-NICIN 

A PERIPHERAL VASODILATOR 



IMMEDIATE 


or GRADUAL 



nicotinic acid therapy 


IMMEDIATE RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid .100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-1) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6) 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


LIPO-NICIN/250 mg. 

Each yellow tablet contains: 


Nicotinic Acid 250 mg. 

Niacinamide 75 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (B-1) 25 mg. 

Riboflavin (B-2) 2 mg. 


Pyridoxine HCL (8-6) 10 mg. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000. 


GRADUAL 

RELEASE 


UPO-NICIN/300 mg. 

Each time-release capsule con¬ 


tains: 

Nicotinic Acid 300 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (H-l) 25 mg. 

Riboflavin (B-2) . 2 mg. 

Pyridoxine HCL (B-6). 10 mg. 


In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: For use as a vasodilator in the symp 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins. The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur. Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. • 


( BRoWi?B TH E BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 
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TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 



APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 


Cerebro- 


Nicin 


CAPSULES 


A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid ...100 mg. 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write for literature and samples . . . 

faROivitB tup BROWN PHARMACEUTICAL CO. 

2500 W. 6th St., Los Angeles, Calif. 90057 


What do you know about 

The Physician’s 
Assistant? 

What is a PA . . . What does he do . . . 
Where is he trained . . . What is the 
physician’s role in relation to the PA? 

These questions, and others, are an¬ 
swered in an information kit being dis¬ 
tributed free on request to PMS 
members by the Council on Education 
and Science. 

For your copy of the Physician’s As¬ 
sistant Packet, write to the Council 
on Education and Science, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., 
Lemoyne, PA 17043. 


Residency 

in 

physical medicine 
and 

rehabilitation 

Dynamic, young program with balanced 
academic and clinical emphasis under the 
supervision of ten physiatrists. Three year pro¬ 
gram and integrated internship residency with 
opportunity for research and pursuit of special 
interests both in medical school and private 
hospital settings. One year’s credit for four 
years of general practice experience or train¬ 
ing in another specialty. Stipendsfrom $13,300 
to $15,200 depending on qualifications. We 
will pay for visits in selected cases. 

Equal Opportunity/Affirmative Action employer. 

Telephone or write for information to: 

John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 829-6573 

























Behavior therapy in primary care practice 


Continued from page 27. 

tation. For example, the increased 
electromyographic activity of the fron¬ 
talis muscle associated with tension 
headaches can be communicated back 
to the patient as a variably pitched 
tone or by deflection of a needle on a 
meter. The patient is instructed to 
lower tone or keep the needle within a 
certain range by whatever strategy he 
can devise. As he does this, he de¬ 
creases the activity of the frontalis 
muscle, learning to relax a part of his 
body and potentially warding off sub¬ 
sequent headaches. 

Modifying consequences 

Contingency management —Every 
action has some consequence, no mat¬ 
ter how trivial. These consequences 
are called "reinforcers” and can be po¬ 
sitive or negative. Positive reinforce¬ 
ment increases the probability of a 
behavior recurring; a negative rein¬ 
forcer reduces the probability of recur¬ 
rence. Individuals receiving rein¬ 
forcement and those providing it are 
often unaware of these contingencies. 
Families of patients with anorexia 
nervosa, for example, often unwit¬ 
tingly reinforce not eating by provid¬ 
ing attention for refusal to eat. Conti- 
gency management, therefore, is the 
planned manipulation of reinforcers 
to alter behavior. 

In marital or family discord, the 
principle of contingency management 
can be used to devise a "behavioral 
contract” between the partners or 
among family members. With the as¬ 
sistance of the physician, each person 
specifies the behaviors he would like 
to see as forthcoming from the other. A 
trade-off is negotiated and agreed 
upon, and the net result is that each 
person rewards the other for the de¬ 
sired behavior and is in turn rein¬ 
forced. Thus the tendency to continue 
the desired behavior is increased 
progressively. Negative reinforcers, 
such as nagging, arguments, or criti¬ 
cism, are reduced or eliminated by the 
contract method. 

Extinction —It is possible to change 
behavior by removing all reinforcers, 
positive and negative. Childhood tan¬ 
trum behavior can be managed in this 
way. Rather than being cuddled or 


scolded, the child is isolated and the 
tantrum ignored. If attention has 
maintained this behavior, removal of 
the reinforcers eventually leads to the 
decrease and disappearance of tan¬ 
trum activity. 

Aversive conditioning —Some be¬ 
havior patterns are difficult to change 
because the immediate consequences 
are positively reinforcing even though 
the long-term consequences are nega¬ 
tive. For example, the immediate ef¬ 
fects of alcohol are pleasing to an alco¬ 
holic even though the long-term ef¬ 
fects are not. 

Aversion therapy attempts to condi¬ 
tion the patient to dislike an object or 
situation. It has been used for ciga¬ 
rette smoking, alcoholism, obesity, 
and sexual deviations. In this ap¬ 
proach, stimuli that commonly are as¬ 
sociated with the undesirable behav¬ 
ior are paired simultaneously with a 
painful or unpleasant stimulus, re¬ 
sulting in suppression of the desired 
behavior. The taste and smell of cer¬ 
tain fattening foods, for example, 
could be paired with imagery that is 
repugnant and distasteful so that the 
obese patient feels conditioned nausea 
when tempted to eat non-dietic food. 

Applying behavior therapy 

Behavioral interventions can be ef¬ 
fective in treating a wide range of con¬ 
ditions (Table 1) commonly seen in a 
general medical practice, including: 
tension states, insomnia, phobias, 
obsessive-compulsive disorders, obe¬ 
sity, alcoholism and drug abuse, 
smoking, psychophysiologic disor¬ 
ders, sexual dysfunctions, marital 
discord, and childhood behavior dis¬ 
turbances. 

Behavior therapy is practiced by a 
variety of treatment providers; psy¬ 
chiatrists and psychologists use be¬ 
havioral approaches, and some psy¬ 
chiatric social workers and psy¬ 
chiatric nurse practitioners also 
receive training in the field. Most 
medical school psychiatry depart¬ 
ments have staff members who are 
behavior therapists; if not, they 
usually can refer patients to trained 
affiliated faculty. However, not all 
problems that are responsive to be¬ 
havior therapy require a high degree 


of expertise for treatment. Relaxation 
training, stimulus control analysis, 
and contingency management are 
techniques that can be learned and 
used by primary care physicians. 

Behavior therapy techniques can be 
particularly useful in general medical 
practice because they are problem 
oriented, focus on very specific and 
limited change, and are compatible 
with other forms of counseling already 
familiar to physicians. 

Because the primary care physician 
may be the first to recognize the 
problem, he is in a good position to 
make the initial intervention. By 
using the "ABC” principles of behav¬ 
ioral change, the physician can select 
circumstances to be manipulated. The 
patient and his spouse or parents can 
act as "auxiliary therapists,” thereby 
increasing the patient’s motivation 
and commitment to behavioral 
change. 

When behavior change is indicated 
in the treatment of a patient, the 
physician must decide whether to pro¬ 
vide treatment himself or refer the pa¬ 
tient to a specialist in behavior thera¬ 
py. It is important to emphasize that 
the undesirable side effects of behav¬ 
ior therapy are relatively benign. If 
the patient does not improve after a 
reasonable time, referral for formal 
therapy may be required. 

Additional training in the applica¬ 
tion of behavioral procedures is avail¬ 
able through continuing education 
courses, and some basic texts in the 
field provide further information. 1 ' 4 

The techniques of behavior modifi¬ 
cation show considerable promise for 
improving the treatment of certain 
problems in medicine that primarily 
affect behavior. The practicing physi¬ 
cian should be familiar with the basic 
principles of behavior therapy, for 
they can be an effective therapeutic 
adjunct in the management of a vari¬ 
ety of disorders commonly seen in 
primary care practice. □ 
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TABLE 1. Applications of Behavior Therapy 


Behavioral condition 

A(ntecedents) 

B(ehavior) 

C(onsequences) 

Tension states 

Medical procedures 
e.g., pelvic exams 

Behavioral log 

Relaxation training 
Systematic desensitization 



Insomnia 

Relaxation training 
Systematic desensitization 

Regularize sleep habits 

Go to bed only when 
sleepy 


Phobias 

Relaxation training 
Systematic desensitization 
Reinforced practice 

Modeling 

Contingency management 

Obsessive-compulsive 

disorders 

Relaxation training 
Systematic desensitization 
Reinforced practice 

Negative practice 

Modeling 

Contingency management 

Obesity 

Behavioral log 

Purchase only foods 
permitted on diet 

Eat only in a desig¬ 
nated place 

Slow down eating 

Instruct in aversive con¬ 
sequences of overeating: 
Reinforce weight loss with 
praise 

Aversive imagery 

Alcoholism and 
drug abuse 

Note stimuli associa¬ 
ted with craving 

Avoid associations 
and locations asso¬ 
ciated with use 

Relaxation 

Systematic desensitization 

Shaping 

Modeling 

Assertiveness training 

Instruct in aversive 
consequences of use 
Aversive imagery 

Contingency management 

Smoking 

Behavioral log 

Relaxation training 
Systematic desensitization 

Gradual withdrawal of 
cigarettes 
or 

Decrease length of 
cigarettes 

Instruct in aversive con¬ 
sequences of use 

Psychophysiologic 

disorders 

Relaxation training 

Assertiveness training 
Biofeedback 


Sexual dysfunction 

Relaxation training 
Systematic desensitization 
Reinforced practice 

Shaping 

Contingency management 

Marital discord 

Childhood behavior disorders 

Habit disturbances 

Tics 

Tantrums 

Stuttering 

Behavioral log 

Behavioral log 

Shaping 

Modeling 

Role playing 

Assertiveness training 

Negative practice 

Contingency management 
Behavioral contract 

Extinction 

Contingency management 

School phobia 

Systematic desensitization 
Reinforced practice 

Shaping 

Modeling 

Contingency management 

Enuresis 

Toilet training 

Self care 

Behavioral log 

Conditioning 

Bladder apparatus 
and training 

Shaping 

Contingency management 

Discipline problems 

Behavioral log 

Shaping 

Modeling 

Extinction 

Contingency management 
Behavioral contract 
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^ classifieds 


PHYSICIANS WANTED 

House Physicians —Positions available July 1, 1978. Must be 
licensed in Pennsylvania. Apply Northeastern Hospital, Tulip St. 
and Allegheny Ave., Philadelphia, PA 19124. For appointment 
with Medical Director telephone (215) 427-6420. Equal opportu¬ 
nity employer. 

OB-GYN —Solo/group practice available with new 500-bed medi¬ 
cal center in western Pennsylvania. Hospital will provide a 
minimum guaranteed income and complete office setup. Contact 
M. Benson, 3708 Fifth Ave., Pittsburgh, PA 15213; (412) 687-9700. 

Child Psychiatrist —Private practice opportunity with 300-bed 
western Pennsylvania hospital located in very desirable residen¬ 
tial community. Will be responsible for both medical and 
psychiatric evaluations. Minimum guaranteed income and com¬ 
plete office setup provided by the hospital. Contact M. Benson, 
3708 Fifth Ave., Pittsburgh, PA 15213; (412) 687-9700. 

ENT— Community hospital in beautiful Maryland setting near 
three metropolitan areas, guaranteed minimum income of 
$60,000 plus complete office setup for full spectrum of surgical 
practice. For complete details, contact Daniel Stern, 3708 Fifth 
Ave., Pittsburgh, PA 15213; (412) 687-9700. 

State College Pennsylvania —Immediate opening forfull-time ER 
physician in 24-hour department of 180-bed community hospital. 
25,000 ED visits per year. Competitive salary and benefits. Excel¬ 
lent backup. Site of Penn State University with the best of rural 
and urban living. Minimal industry in area. Excellent public 
schools. Contact Tom Mebane, M.D., (814) 238-6852. 

Emergency Room Director —We are a 210-bed community hospi¬ 
tal located in southwestern Pennsylvania, twenty-five miles from 
Pittsburgh. We are seeking an A.C.E.P. board eligible physician 
to take complete charge of our recently constructed and fully 
equipped emergency department. Candidate must possess 
emergency medicine experience. In addition to our professional 
requirements, we are seeking an individual with good organi¬ 
zational and leadership qualities. Compensation arrangements 
are negotiable. Interested parties should submit letter of inquiry 
and/or resumes to Executive Director, Jeannette District Memo¬ 
rial Hospital, 600 Jefferson Ave., Jeannette, PA 15664. 

New Jersey—Ancora —Immediate openings for staff psychia¬ 
trists and primary care physicians in 1100-bed JCAH and AMA 
accredited psychiatric hospital with three years approved resi¬ 
dency training. Affiliated with Temple University Hospital de¬ 
partment of psychiatry. Located thirty miles from Atlantic City 
and Philadelphia. Salary $28,722 to $40,713. Private practice after 
duty hours permitted. Liberal fringe benefits include professional 
liability, Blue Cross, Blue Shield, and life insurance. Write to 
Shao-Chi Yu, M.D., Ancora Psychiatric Hospital, Hammonton, NJ 
08037, or call (609) 561-1700, ext. 343. 

Pennsylvania and New Jersey Emergency Medicine positions 
available with fee-for-service group in suburban Philadelphia, 
central and eastern Pennsylvania, Pittsburgh, and northern and 
southern New Jersey hospitals. Physician directors also wanted. 
Send resume to: Northeast Emergency Medical Association, 500 
Spruce St., Philadelphia, PA 19106; (215) 925-3511. 

Psychiatrists and Physicians —Board certified or eligible, Penn¬ 
sylvania license required. Immediate openings. Excellent oppor¬ 
tunity to work in state hospital in developing new programs. 
Salary competitive. Limited housing available. Excellent fringe 
benefits. Call (412) 459-8000 or write Ray Bullard, M.D., Superin¬ 
tendent, or Peter Bishop, D O., Assistant Superintendent, Tor¬ 
rance State Hospital, Torrance, PA 15779. An equal opportunity 
employer. 


FP/GP and Internist —For family health center in north central 
Pennsylvania. Starting salary and fringe worth $52,500 with rapid 
advancement possible. Teaching opportunity and ownership op¬ 
tion in FP residency. Rural area. Write Search Committee, Box 
108, Elkland, PA 16920. 

Emergency Physicians —Low volume quality care E D. New hos¬ 
pital with spacious modern E.D. facilities. Rural, 80 miles from 
Pittsburgh. Join two career emergency physicians. American or 
comparable command of English. Complete fringes. Write De¬ 
partment 779, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 

Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Family Physician —For group practice in greater Harrisburg, 
Pennsylvania. Three family practitioners and one pediatrician 
now here. At present there are 15,000 patients registered. Salary 
range in the 30s, lucrative fringe benefits. Send c.v. to Community 
Medical Associates, P.C., c/o Dr. Donald Spigner, PO Box 5142, 
Harrisburg, PA 17110; (717) 232-9971. 

Emergency Room Physician —For private physician group, staff¬ 
ing ERs in Philadelphia and Delaware County. Must be Pennsyl¬ 
vania licensed. Forty hour week, competitive salary, paid mal¬ 
practice, liberal fringe benefits, profit sharing. Send curriculum 
vitae to Emergency Medical Associates, Ltd., 15th and Upland 
Ave., Chester, PA 19013; (215) 874-8177. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 per year plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 


CLASSIFIED ADVERTISING INFORMATION 

Rates—$12.00 per insertion up to 30 words; 50 cents each additional word; $1.00 
per insertion for answers sent in care of Pennsylvania Medical Society. Payable in 
advance. 

COPY DEADLINE—Copy due by the first day of month preceding month of 
publication. Send to PENNSYLVANIA MEDICINE, 20 Erford Rd.. Lemoyne. Penn¬ 
sylvania 17043. The right is reserved to reject or modify copy to conform with 
publication rules. 

DEPARTMENT NUMBERS—Advertisers using department numbers forbid dis¬ 
closure of their identity. Written inquiries are forwarded to such advertisers. 

WORD COUNT—Count as one word all single words, two initials of a name, each 
abbreviation, isolated numbers, groups of numbers, hyphenated words. Count 
name and address as five words, telephone numbers as one, and "Write Depart¬ 
ment . . ., PENNSYLVANIA MEDICINE” as five. 
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Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after one year. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 

POSITIONS WANTED 

Internist —Penn Med graduate. Board eligible in internal medi¬ 
cine. Available July 1978 to associate with general internist or 
internal medicine group in Philadelphia area or South Jersey. 
(215) MI2-7960 after 6 p.m. 

Weekend Coverage —Philadelphia University hospital internal 
medicine resident seeks quality physicians in eastern Pennsylva¬ 
nia who need weekend coverage. Intensive and ambulatory care 
experience. Excellent references. Reply Department 777, Penn¬ 
sylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

University Radiologist —Desires private hospital practice. Expe¬ 
rienced in ultrasound, nuclear medicine (certified ABNM) and 
administration. Prefer Philadelphia area. Write Department 778, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

Certified Physician’s Assistant —B.M.S.C. Desires position with 
medical center or rural physician providing primary care in Penn¬ 
sylvania. For resume write or call Robert Pyle, 1028 Mell Ave., 
Clarkston, GA 30021; (404) 292-0494. 

CONTINUING EDUCATION 

Acid-Base and Electrolyte Seminar and Workshop —May 31 to 

June 2, 1978. Sheraton Hotel, Philadelphia. Sponsored by 
Hahnemann Medical College. AMA accredited. A. B. Schwartz, 
M.D., Program Director. For information write to Continuing Ed¬ 
ucation, Hahnemann Medical College, 230 N. Broad St., 
Philadelphia, PA 19102; (215) 448-8266. 


Prostaglandins in Cardiovascular and Renal Function —20th An¬ 
nual A.N. Richard Symposium of the Physiological Society of 
Philadelphia and the Jefferson Medical College, May 8-9, 1978, 
Sheraton-Valley Forge Hotel, King of Prussia, PA. Dr. John Vane 
will deliver the A.N. Richards Lecture. Included among the 28 
guest speakers are P. Needleman, J. C. McGiff, P. Hedqvist, J. 
Stein, J. Kokko. The symposium meets the criteria for 12 credit 
hours in Category 1 of the Physician's Recognition Award of the 
American Medical Association. Fees: Society members - free; 
nonmembers - $35; fellows, interns, residents - $15. For registra¬ 
tion, write or phone Dr. Alexander Scriabine, Merck Institute for 
Therapeutic Research, West Point, PA 19486; (215) 699-5311. 

FOR SALE 

Pediatrician Closing Practice —Immaculate residence and 
seven-room office available immediately. Large custom-built 
brick and stucco, 5 years old, 5 bedrooms, 2 fireplaces, sonic 
alarms, intercom, fabulous kitchen, randon pegged floors or wall 
to wall carpeting even in finished basement, closets galore. Pro¬ 
fessional landscaping and more. Only $160,000. Mark A. Whit¬ 
man, M.D., 1473 Fort Washington Ave., Ambler, PA 19002; (215) 
643-5370. 

MISCELLANEOUS 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 117 Sylvan Terrace, Harrisburg, 
PA 17104; telephone (717) 233-4716. 

Space in Fort Washington-Ambler Area Professional Center— 

Specialties or general practice; 4 treatment rooms, laboratory, 
dark room, business office, waiting room, consultation room. 
Primary or secondary office, furnished or unfurnished, shared 
lease possible. (215) 646-1665. 


NEW YORK UNIVERSITY 
POST-GRADUATE MEDICAL SCHOOL 

Department of Pediatrics 

announces 

ANNUAL REVIEW OF 
SELECTED TOPICS IN PEDIATRICS 

Saturday and Sunday June 3 and 4, 1978 

This course reviews and updates knowledge of basic concepts and recent 
developments in selected areas of clinical pediatrics. It is designed for 
pediatricians and other physicians who care for infants, children, and 
adolescents. Special emphasis is given to practical considerations of 
diagnosis and management. Topics include cardiology, infectious dis¬ 
eases, nutrition, metabolism, and genetics. Material is presented through 
lectures, audiovisual aids, panel interactions, question and answer ses¬ 
sions, informal "shoptalk" luncheons, and an annotated bibliography. 
The text of key slides used to illustrate lectures will be distributed. There 
will be an opportunity for self-assessment of informational strengths and 
weaknesses through pre- and post-testing. 

Tuition: $185 

Accreditation: 14 hours credit in Category I for Physician’s Recognition 
Award of the AMA 

For information: Registration Department, NYUPGMS, 550 First Avenue, 
NYC, NY 10016; (212) 679-3200, Ext. 4038 

Course Directors: Drs. Joseph Dancis and Alfred L. Florman 


Advertisers index 
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obituaries 


• Indicates membership in the Pennsylvania Society at time of death. 


• Solomon M. Chartock, Philadelphia; Hahnemann Medical 
College, 1931; age 72; died January 4, 1978. He had been chief of 
the department of cardiology at St. Luke’s and Children’s Medical 
Center and had practiced medicine in Philadelphia for 45 years. 

• William B. Carter, Philadelphia; Temple University School 
of Medicine, 1916; age 87; died January 23, 1978. Dr. Carter had 
practiced medicine in Philadelphia for more than 50 years. He was 
the oldest living black graduate of Temple’s School of Medicine, 
which awarded him a citation in 1968. 

• Samuel Chachkin, Philadelphia; Temple University School 
of Medicine, 1943; age 59; died December 24, 1977. He was a 
specialist in general surgery and was chief of emergency services 
at Northeastern Hospital. He was also on the staffs of the Einstein 
Medical Center, Northern Division, and Frankford Hospital. 

• Tomas A. Duran, Wilkes-Barre; Universidad de la Habana, 
Cuba, 1929; age 71; died December 28, 1977. He was well known 
for his work on diabetes. He had been a professor at the Medical 
College of Havana until 1960, when he began practice in Amarillo, 
Texas. He had practiced for 15 years in Wilkes-Barre, where he 
was on the staff of the Veterans Administration Hospital. 

• William C. Grasley, State College; Hahnemann Medical Col¬ 
lege, 1943; age 59; died January 18,1978. He was the team physi¬ 
cian for Pennsylvania State University from 1962 to 1972, when 
he joined the staff of Centre Community Hospital. Dr. Grasley also 
served as an adjunct professor of applied physiology at the univer¬ 
sity, and was a past president of the Lycoming County Medical 
Society. 

• Chester E. Harris, New Kensington; Tufts University School 
of Medicine, 1927; age 73; died December 20,1977. He recently was 
honored for 50 years in the medical profession. Dr. Harris, a der¬ 
matologist and allergist, was a senior staff physician at Citizens 
General Hospital and a former staff member at Allegheny Valley 
Hospital. 

• John E. Hillig, Wyomissing; Jefferson Medical College, 1962; 
age 43, died December 7, 1977. He had served as a staff physician 
in obstetrics and gynecology at Reading Hospital since 1969. 

• Paul G. L. Hoch; Lower Burrell; University of Pittsburgh 
School of Medicine, 1916; age 85; died January 6, 1978. 

• Edgar K. Houck, Reading; Hahnemann Medical College, 
1927; age 76; died January 26, 1978. He was a former chief of 
orthopedics at the Community General Hospital in Reading and 
was honored in 1977 by the Berks County Medical Society for 50 
years of medical service. 

• Albert E. Kratzer, Emmaus; Temple University School of 
Medicine, 1936; age 68; died January 11,1978. Dr. Kratzer, a past 
president of the Emmaus Board of Health, had practiced general 
medicine in Emmaus for 40 years. 

• Charles H. LaClair, Jr., Norristown; Jefferson Medical Col¬ 
lege, 1932; age 72; died January 9, 1978. Dr. LaClair began his 
otolarynogology practice in Norristown in 1940, following several 
years of practice in Philadelphia. He had served with the 38th 
General Hospital Jefferson Unit during World War II. 

• Edward H. Major, Hazleton; University of Virginia School of 
Medicine, 1931; age 75; died December 24, 1977. While a surgeon 
in the Navy, Dr. Major helped to establish the eye department at 
the Navy Hospital in Key West, Florida. He later served on the 


staffs of Hazleton State General Hospital and St. Joseph Hospital. 
From 1952 to 1962 he was a cl inical assi stant on the attending staff 
of the Dr. Truman E. Boyes Clinic of New York Eye and Ear 
Infirmary and remained a life member of the infirmary staff. 

• Milton F. Manning, Beallsville; University of Pittsburgh 
School of Medicine, 1912; age 90; died January 9, 1978. Dr. Man¬ 
ning had practiced general medicine in Beallsville for 64 years and 
had been the oldest member of the Washington County Medical 
Society. 

• Thomas W. McCreary, Beaver, University of Pennsylvania 
School of Medicine, 1926; age 77; died February 2,1978. He was a 
past president of the Pennsylvania Medical Society and the Beaver 
County Medical Society and was a member of the House of Dele¬ 
gates to the AMA. He opened the first complete clinical pathology 
laboratory in Beaver County in 1929 at the Rochester General 
Hospital. In addition to serving that hospital as pathologist, he 
was staff pathologist at Providence Hospital, Beaver Falls, and the 
Ellwood City Hospital. He retired from active practice in 1971. 

• George H. Miles, Altoona; University of Pennsylvania School 
of Medicine, 1927; age 80; died January 7, 1978. He had been a 
surgeon with the Pennsylvania Railroad and the Pennsylvania 
Coal and Coke Corporation and had served on the staffs of the 
Altoona, Mercy, and Altoona VA hospitals. 

• David R. Morgan, Edwardsville; Jefferson Medical College, 
1916; age 90; died January 15,1978. He was a professor emeritus of 
Jefferson Medical College and retired chief pathologist at St. 
Luke’s and Children’s Medical Center in Philadelphia. 

• Paul F. Polentz, Scranton; Temple University School of Med¬ 
icine, 1928; age 74; died January 21, 1978. Dr. Polentz was a 
founder of the American Diabetes Association and was an advisor 
in the development of Boston’s Jocelyn Diabetes Clinic. He had 
been chief of medicine at Scranton State Hospital for 20 years and 
was on the staffs of Mercy Hospital and Community Medical 
Center. 

• Sava Radisavljevic, Pittsburgh; University of Belgrade, 
Yugoslavia; age 38; died December 19,1977. He was a pathologist 
and director of laboratories at Connellsville State General Hospi¬ 
tal and had been chief of medicine at the Hospital Center of Taza in 
Morocco from 1966 to 1971. 

• Walter F. Rongaus, Donora; Jefferson Medical College, 1936; 
age 66; died January 21, 1978. He had been a member of the 
medical staff of Charleroi Division of Mon Valley Hospital for 40 
years. 

• John M. Skirpan, Arlington, Virginia; Chicago College of 
Medicine and Surgery, 1914; age 86; died December 13, 1977. Dr. 
Skirpan had practiced medicine in Monessen for 52 years. 

• Abraham L. Waldman, Norristown; Temple University 
School of Medicine, 1940; age 71; died January 24, 1978. He was 
senior physician at Norristown State Hospital, director of the 
Reception Center of Philadelphia General Hospital, and director of 
the Eastern Health Center. 

• Marion West, Philadelphia; Medical College of Pennsylva¬ 
nia, 1932; age 77; died December 3, 1977. 

• Arthur C. F. Zobel, Johnstown; University of Pennsylvania 
School of Medicine, 1922; age 79; died January 11, 1978. He had 
begun his medical practice in Johnstown in 1927. 
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/S> For recurrent attacks of 

urinary tract infection in women 


Bactrim DS & 

Each tablet contains 160 mg trimethoprim and 800 mg sulfamethoxazole. 

Just one tablet b.i.d.f or 10 to 14 days 

■ Action at urinary/vaginal/lower bowel sites helps ■ Convenient b.i.d. dosage provides day-and-night 
eliminate reservoirs of infecting organisms antibacterial control 



■ Distinctive antibacterial action plus wide spectrum 
helps eradicate recurrent UTI 

■ Low incidence of bacterial resistance in community 
practice 


■ Contraindicated during pregnancy and the nursing 
period. During therapy, maintain adequate fluid intake; 
perform CBC’s and urinalyses with microscopic 
examination. 


Before prescribing, please consult complete product informa¬ 
tion, a summary of which follows: 

Indications and Usage: For the treatment of urinary tract 
infections due to susceptible strains of the following or¬ 
ganisms: Escherichia coli, Klebsiella-Enterobacter, Proteus 
mirabilis, Proteus vulgaris, Proteus morganii. It is recommended 
that initial episodes of uncomplicated urinary tract infections 
be treated with a single effective antibacterial agent rather 
than the combination. Note: The increasing frequency of resis¬ 
tant organisms limits the usefulness of all antibacterials, espe¬ 
cially in these urinary tract infections. 

Also for the treatment of documented Pneumocystis 
carinii pneumonitis. To date, this drug has been tested only in 
patients 9 months to 16 years of age who were immunosup- 
pressed by cancer therapy 

The recommended quantitative disc susceptibility method 
(Federal Register, 37: 20527-20529, 1972) may be used to esti¬ 
mate bacterial susceptibility to Bactrim. A laboratory report of 
“Susceptible to trimethoprim-sulfamethoxazole” indicates an infec¬ 
tion likely to respond to Bactrim therapy. If infection is confined to 
the urine, "Intermediate susceptibility” also indicates a likely re¬ 
sponse. "Resistant” indicates that response is unlikely. 

Contraindications: Hypersensitivity to trimethoprim or sul¬ 
fonamides; pregnancy; nursing mothers; infants less than two 
months of age. 

Warnings: Deaths from hypersensitivity reactions, agran¬ 
ulocytosis, aplastic anemia and other blood dyscrasias have been 
associated with sulfonamides. Experience with trimethoprim is 
much more limited but occasional interference with hematopoiesis 
has been reported as well as an increased incidence of throm- 
bopenia with purpura in elderly patients on certain diuretics, 
primarily thiazides. Sore throat, fever, pallor, purpura or jaundice 
may be early signs of serious blood disorders. Frequent CBC’s 
are recommended; therapy should be discontinued if a signifi¬ 
cantly reduced count of any formed blood element is noted. 

Precautions: Use cautiously in patients with impaired renal 
or hepatic function, possible folate deficiency, severe allergy or 
bronchial asthma. In patients with glucose-6-phosphate dehy¬ 
drogenase deficiency, hemolysis, frequently dose-related, may 
occur. During therapy, maintain adequate fluid intake and perform 
frequent urinalyses, with careful microscopic examination, and 
renal function tests, particularly where there is impaired renal 
function. 

Adverse Reactions: All major reactions to sulfonamides and 
trimethoprim are included, even if not reported with Bactrim. 

Blood dyscrasias: Agranulocytosis, aplastic anemia, megaloblas¬ 
tic anemia, thrombopenia, leukopenia, hemolytic anemia, purpura, 
hypoprothrombinemia and methemoglobinemia. Allergic reac¬ 
tions: Erythema multiforme, Stevens-Johnson syndrome, 
generalized skin eruptions, epidermal necrolysis, urticaria, serum 
sickness, pruritus, exfoliative dermatitis, anaphylactoid reactions, 
periorbital edema, conjunctival and scleral injection, photosensiti¬ 
zation, arthralgia and allergic myocarditis. Gastrointestinal reac¬ 
tions: Glossitis, stomatitis, nausea, emesis, abdominal pains, 
hepatitis, diarrhea and pancreatitis. CNS reactions: Headache, 


peripheral neuritis, mental depression, convulsions, ataxia, hal¬ 
lucinations, tinnitus, vertigo, insomnia, apathy, fatigue, muscle 
weakness and nervousness. Miscellaneous reactions: Drug fever, 
chills, toxic nephrosis with oliguria and anuria, periarteritis nodosa 
and L. E. phenomenon. Due to certain chemical similarities to 
some goitrogens, diuretics (acetazolamide, thiazides) and oral 
hypoglycemic agents, sulfonamides have caused rare instances 
of goiter production, diuresis and hypoglycemia in patients; 
cross-sensitivity with these agents may exist. In rats, long-term 
therapy with sulfonamides has produced thyroid malignancies. 

Dosage: Not recommended for infants less than two 
months of age. 

Urinary Tract Infections: Usual adult dosage—1 D.S tablet 
(double strength), 2 tablets (single strength) or 4 teasp. (20 ml) 
b.i.d. for 10-14 days. 

Recommended dosage for children—8 mg/kg trimethoprim 
and 40 mg/kg sulfamethoxazole per 24 hours, in two divided doses 
for 10 days. A guide follows: 


Children two months of age or older: 



Weight 

Dose- 

—every 12 hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp. (5 ml) 

Vz tablet 

40 

18 

2 teasp. (10 ml) 

1 tablet 

60 

27 

3 teasp. (15 ml) 

1 Vz tablets 

80 

36 

4 teasp. (20 ml) 

2 tablets or 1 DS tablet 

For patients with renal impairment: 


Creatinine 


Recommended 


Clearance (ml/min) 

Dosage Regimen 


Above 30 


Usual standard regimen 


15-30 


Vz the usual regimen 


Below 15 


Use not recommended 


Pneumocystis carinii pneumonitis: Recommended dosage: 

20 mg/kg trimethoprim and 100 mg/kg sulfamethoxazole per 24 
hours in equal doses every 6 hours for 14 days. See complete 
product information for suggested children’s dosage table. 

Supplied: Double Strength (DS) tablets, each containing 160 
mg trimethoprim and 800 mg sulfamethoxazole, bottles of 100; 
Tel-E-Dose® packages of 100. Tablets, each containing 80 mg 
trimethoprim and 400 mg sulfamethoxazole—bottles of 100 and 
500; Tel-E-Dose® packages of 100; Prescription Paks of 40, avail¬ 
able singly and in trays of 10. Oral suspension, containing in 
each teaspoonful (5 ml) the equivalent of 40 mg trimethoprim and 
200 mg sulfamethoxazole, fruit-licorice flavored—bottles of 16 oz 
(1 pint). 

/ \ Roche Laboratories 

< ROCHE > Division of Hoffmann-La Roche Inc. 

\ / Nutley, New Jersey 07110 

Please see back cover. 



















Bactrim has shown high clinical effectiveness in recur¬ 
rent cystitis as a result of its wide spectrum and dis¬ 
tinctive antimicrobial action in the urinary, vaginal^ntf 
lower intestinal tracts. 

The probability of recurrent urinarytj^etmfection 
appears to be enhanced-bylhe establishment of large 
numbers of E. coli or othenjwiwy pathogens on the 
vaginal iniroUj^sJJi^^ component of 


Bactrim diffuses into vaginal fluid in effective concen¬ 
trations, thus combating migration of pathogens into 
the urethra. 

Studies have shown that Bactrim acts against Entero- 
bacteriaceae in the bowel without the emergence of resis 
tant organisms. Thus, Bactrim reduces the risk of introit, 
colonization by fecal uropathogens. It has no signifi¬ 
cant effect on other normal, necessary intestinal flora. 




Bactrim fights uropathogens in the j 
urinary tract/vaginal tract/lower intestinal tract 


Please see reverse side for summary of product information. 
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medigram 


MEDICAL ASSISTANCE FAILURE John V. Blady, M.D., Society president, criticized 
REVEALED IN BUDGET PLANS Department of Public Welfare budget plans in a special 

letter to the Legislature April 19. "The current program," 
he said, "encourages the most expensive kind of medical 
care—that delivered in a hospital...and may place addi¬ 
tional burdens on the people it is designed to serve." 

The letter was accompanied by a paper outlining the 
Society’s position and making the following charges: 

DPW and the Legislature have failed to provide an 
efficient medical assistance program. Poor people must be 
assured of the same opportunity to receive quality medical 
care as others in the community. 

Abuse of the drug program is a problem with which the 
department has not dealt. 

Program administration should be handled by Pennsylvania 
Blue Shield for effective utilization review and quality 
control. 

The Department of Health should be the state agency 
responsible for supervising quality, availability, and 
utilization of medical care. DPW's responsibility should be 
limited to eligibility determination, enrollment, and 
welfare related functions. 

The present program is a failure. Many physicians do not 
participate because of cumbersome administration and 
grossly inadequate reimbursements. 

STATE MEDICAL BOARD HAS The first full time chief executive officer has been 

FULL TIME EXECUTIVE appointed for the State Board of Medical Education and 

Licensure. The appointment of Clayton Scott to the post 
was announced by James G. Krause, commissioner of profes¬ 
sional and occupational affairs, and was effective April 3. 
Two full time attorneys also have been added to the medical 
board staff. In addition, plans were announced in April for 
a six-week training program this summer at Shippensburg 
State College for a staff of 12 medical investigators whom 
the board will hire immediately. The State Society brought 
suit against the Commonwealth‘January 11, 1978 to force the 
release of over $2 million in licensing fees so that the 
medical board could enforce the Medical Practice Act. 
Settlement negotiations on the suit continue with the State 
Department of Justice. 

The Pennsylvania Medical Society Liability Insurance Co. has 
issued policies to 4,371 members of the State Society since 
January 1, 1978 and is processing an additional 333 applica¬ 
tions. This information was part of a report delivered at 
the 1978 Officers’ Conference by David S. Masland, M.D., 
Carlisle, PMSLIC president. Of the policies already issued, 
2,883 are occurrence and 1,430 are claims made policies. An 
additional 416 policies have been issued to partnerships or 
corporations. 


PMSLIC INSURING 
NEARLY 5,000 
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HOSPITALS BRING SUIT 

TO STOP REGULATIONS 

The Hospital Association of Pennsylvania and 21 hospitals 
filed suit in Commonwealth Court April 12 asking that the 
Pennsylvania Department of Health and Secretary of Health 
Leonard Bachman, M.D., be enjoined from implementing revised 
regulations for hospitals. The regulations were published 
in final form in the Pennsylvania Bulletin December 10, 1977 
after years of study and revision, and are to become effective 
June 10, 1978. A hearing was held April 19 on a request for 
a temporary injunction. No decision on the request was 
handed down at press time. 

DR. ROWLAND DELEGATE 

IN HOSPITAL ASSOCIATION 

George A. Rowland, M.D., Millville, chairman of the Society’s 
Board of Trustees, has been selected physician delegate of 
the House of Delegates of the American Hospital Association. 

He will represent physicians from New Jersey, New York, and 
Pennsylvania for a two-year term beginning January 1, 1979. 

INSURANCE COMPANY 

IN NEW OFFICES 

The Pennsylvania Medical Society Liability Insurance Co. is 
located in new offices in Philadelphia. The address is: 

Suite 1669, Suburban Station Building, 1617 John F. Kennedy 
Blvd., Philadelphia, PA 19103; (215) 568-5777. 

STATE MEDICAL BOARD 
REVOKES LICENSE 

The State Board of Medical Education and Licensure April 19 
revoked the license of Peter T. DeMarco, M.D., of Norrisville, 
Bucks County. The action awaits the approval of the Justice 
Department. An appeal is expected. 

Dr. DeMarco’s New Jersey license was revoked January 12 after 
92 patients treated at his Pine Hill, NJ office became ill 
with hepatitis. Two of them died. He moved his office to 
the Pennsylvania location after his New Jersey license was 
suspended in July 1976. In an independent action the 
Department of Health ruled in March that the supplies of 
Procaine PVP, the controversial drug with which Dr. DeMarco 
injected his patients, be destroyed. 

MEDICAL PROTECTIVE 

FILES FOR INCREASE 

The Insurance Department has announced it will hold formal 
hearings on the request by Medical Protective Co. for a 
$3.8 million increase in premiums for professional liability 
insurance. The request amounts to a 40 percent premium 
increase for some 6,000 physicians covered by the company. 

PMS EXPANDS SERVICES 

FOR SPECIALTIES 

The Pennsylvania Chapter of the American Academy of Pediatrics 
and the Pennsylvania Academy of Ophthalmology and Otolaryn¬ 
gology are the latest specialty societies contracting for 
services with the PMS Department for Specialty Societies. 
Eleven specialty societies currently are served by the 
department. More news about specialty societies appears 
on pages 10 and 11. 

SUPREME COURT UPHOLDS 
HEALTH PLANNING ACT 

The U. S. Supreme Court April 18 upheld the constitutionality 
of the National Health Planning and Resources Development Act 
of 1974. It refused to hear an appeal from the decision of a 
three judge federal court in North Carolina which held that 
Congress had the authority to require states to adhere to 
federal guidelines in order to receive federal money for 
health care. The suit was brought originally by the state of 
North Carolina, which was joined by the state of Nebraska 
and the American Medical Association. 
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newsfronts 


Cost containment committee endorses national guidelines 


Members of the Pennsylvania 
Voluntary Health Care Cost Con¬ 
tainment Committee agreed in 
March to ask Pennsylvania’s hos¬ 
pitals to cooperate voluntarily in 
an organized program of cost con¬ 
tainment designed to hold down 
the rate of increase in hospitals’ 
expenses statewide by two per¬ 
centage points during the next 
year. 

The committee, organized by 
the Pennsylvania Medical Society 
and the Hospital Association of 
Pennsylvania (HAP), became au¬ 
tonomous with the election of Sha¬ 
ron General Hospital President 
Eugene J. O’Meara as chairman 
and Henry H. Fetterman, M.D., of 
Allentown, as vice chairman. Both 
PMS and HAP will supply staff 
resources for the committee, as 
will the various organizations and 
institutions in the group’s mem¬ 
bership. 

At its meeting, the committee 
reviewed and endorsed a 15-point 
cost containment program devel¬ 
oped by a national committee. A 
major aspect of the national pro¬ 
gram is an effort to reduce the rate 
of annual increase in hospitals’ 
expenses for the next two years by 
two percentage points per year. 

Also adopted was a plan for pro¬ 
visional certification of hospitals. 
According to O’Meara, the state’s 
264 short-term hospitals will be 
encouraged to apply for the certifi¬ 
cation, specifics of which include: 

• Adoption by hospital board 
and medical staff of resolutions of 
support for the program; 

• Submission to the voluntary 
state committee of figures on total 
operating expenditures for fiscal 
years 1976-1979; 

• Submission of regular reports 
indicating that operating and cap¬ 
ital budgets are being reassessed 


for possible further reductions 
consistent with sound medical 
practice; 

• Submission of specific exam¬ 
ples of cost containment projects 
for the edification of other institu¬ 
tions and the public; 

• Commitment by the hospital 
to explore all reasonable cost con¬ 
tainment measures which might 
be taken by the hospital or jointly 
with other institutions. 

O’Meara said suppliers of goods 
and services to hospitals also will 
be asked to help make the pro¬ 
gram a success by attempting to 
hold down their prices. In noting 
that patient demand for hospital 
services will have to be tempered 
increasingly by cost considera¬ 
tions, he predicted even more em¬ 
phasis on non-institutional care, 
such as outpatient care and home 
health services. 

New PSRO regulation 
permits data disclosure 

Professional Standards Review 
Organizations (PSROs) are autho¬ 
rized to disclose certain health 
care data if individually identifi¬ 
able patient records are not dis¬ 
closed, according to a regulation 
published in January by HEW’s 
Health Care Financing Adminis¬ 
tration. 

The regulation gives PSROs 
permission to disclose data or in¬ 
formation that was legally avail¬ 
able to the public before it was re¬ 
ceived by the PSRO. PSROs may 
also disclose summary statistics 
derived from the Uniform Hospi¬ 
tal Discharge Data Set (UHDDS), 
a collection of information about 
patients and their use of hospital 
services. No individual may be 
identifiable in the information re¬ 
leased. 


Subcommittees were appointed 
to develop plans for data gather¬ 
ing, promotion and communica¬ 
tions, capital costs, and adminis¬ 
tration needed to assist hospitals 
which are unable to meet fiscal 
guidelines. Hospitals will be 
asked to apply for full certification 
under the cost containment pro¬ 
gram when these plans are com¬ 
pleted. 

Members of the Pennsylvania 
Voluntary Hospital Cost Con¬ 
tainment Committee are: 

Edward A. Battisfore, general manager 
of central area, Bell of Pennsylvania; Irvin 
Berland, administrator, Parkview Hospi¬ 
tal, Philadelphia; William E. Bradfield, as¬ 
sistant vice president of group administra¬ 
tion, Provident Mutual Life Insurance 
Company of Philadelphia; H. Robert 
Cathcart, president, Pennsylvania Hospi¬ 
tal, Philadelphia; John W. Clem, executive 
director, Health Systems Agency, Inc., 
Pittsburgh; also 

Eli S. Egert, president, Penn Group 
Health Plan, Inc., Pittsburgh; Henry H. 
Fetterman, M.D., Allentown; Henry E. 
Fish, president, American Sterilizer Co., 
Erie; Howard Gindele, president, Blue 
Cross of Western Pennsylvania, Pitts¬ 
burgh; H. Donald Hamilton, adminis¬ 
trator, Easton Hospital, Easton; Webb S. 
Hersperger, M.D., Carlisle; Paul F. Kase, 
M.D., Harrisburg; James Mahoney, execu¬ 
tive vice president, Pennsylvania AFL/ 
CIO, Harrisburg; Monsignor Andrew J. 
McGowan, rector, Saint Pius X Seminary, 
Dalton; Anthony A. Minissale, D.O., 
Philadelphia; also 

Eugene J. O’Meara, president, Sharon 
General Hospital, Sharon; Richard D. Rife, 
president, Capital Blue Cross, Harrisburg; 
Robert E. Rinehimer, president, Pennsyl¬ 
vania Blue Shield, Camp Hill; Charles S. 
Ryan, M.D., director of health and safety, 
Sun Company, Radnor; Edward J. Stemm¬ 
ier, M.D., dean, University of Pennsyl¬ 
vania School of Medicine, Philadelphia; 
Joseph Stowell, M.D., Altoona; Paul G. 
Wedel, president, Lancaster General Hos¬ 
pital, Lancaster; C. Robert Youngquist, ex¬ 
ecutive director, Magee-Women’s Hospital, 
Pittsburgh; Robert A. Zelten, associate pro¬ 
fessor of insurance and health care sys¬ 
tems, University of Pennsylvania, 
Philadelphia. 
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Society’s environmental awards presented at conference 


Frank E. Masland, Jr., of Car¬ 
lisle, and the Lehigh River 
Restoration Association, Inc., of 
Walnutport, received Pennsylva¬ 
nia Medical Society Envi¬ 
ronmental Improvement Awards 
during the 1978 Officers’ Confer¬ 
ence banquet April 12 at the Her- 
shey Motor Lodge, Hershey. 

Masland received the individ¬ 
ual award for his continuing ef¬ 
forts in creating park lands, secur¬ 
ing protection for nature pre¬ 
serves and wildlife, and obtaining 
national historic and scientific 
landmark status for several sites 
in Pennsylvania. 

He has served on local, state, 
national, and international levels: 
as an active participant in com¬ 
munity environmental programs; 
as chairman of the Governor’s 
Conference on Environment in 
1966 and 1969 and director of the 
Pennsylvania Forestry Associa¬ 
tion; as chairman of the National 
Park Service Committee to Con¬ 
sider National Park Criteria; and 

Surgeons meet on cancer 

Cancer treatment was the pri¬ 
mary topic of discussion at the an¬ 
nual meeting of the Southwestern 
Pennsylvania Chapter of the 
American College of Surgeons on 
April 12 in Pittsburgh. 

Guest speaker Richard L. 
Varco, M.D., F.A.C.S., of the Uni¬ 
versity of Minnesota, set the pace 
for discussion with his talk on 
"Cancer: The Surgeon’s Di¬ 
lemma.” 

Other speakers were George A. 
Higgins, Jr., M.D., of the Veterans 
Administration Hospital in 
Washington, D.C., on the biology 
of cancer; Theodor B. Grage, M.D., 
University of Minnesota, on ad¬ 
juvant chemotherapy; Bernard 
Roswit, M.D., of the VA Hospital 
in Bronx, New York, on ra¬ 
diotherapy; and Paul B. Chre¬ 
tien, M.D., of the National Cancer 
Institute, on immunotherapy. 


as a member of the advisory board 
to the Secretary of the Interior and 
a representative of the Secretary 
on several expeditions. 

The volunteer agency envi¬ 
ronmental award was presented to 
the Lehigh River Restoration As¬ 
sociation in recognition of its work 
to improve the quality of the wa¬ 
ters of the Lehigh River and its 
tributaries. 

Since 1967 the group has 


A lady they call "Mama” and a 
Mennonite church group received 
Benjamin Rush Awards from the 
State Society during the 1978 Of¬ 
ficers’ Conference banquet held 
April 12 in Hershey. 

Mrs. Romeo Franchini, known 
affectionately as "Mama” among 
employes and residents of the 
John J. Kane Memorial Hospital 
in Pittsburgh, has contributed 
more than 7,500 hours of service to 
the chronic care and geriatric 
facility. 

Despite her age (74) and her 
own chronic arthritis, "Mama” 
spends at least one day a week at 
Kane and participates several 
times a month in special recre¬ 
ation programs, at which she often 
appears in costume to entertain 
patients with her dance routines. 

The Johnstown Area Menno- 


HEW’s Health Care Financing 
Administration (HCFA) has is¬ 
sued a final regulation to make 
certain that it pays for care given 
to patients served by medicare’s 
kidney disease program on a basis 
that is closely related to the cost of 
the care. 

The regulation, published De¬ 
cember 30, 1977 and effective im¬ 
mediately, requires free-standing 
renal dialysis facilities to furnish 
information about their costs to 
HCFA. HCFA will use the infor- 


worked to rehabilitate approxi¬ 
mately 20 miles of the river in 
Carbon, Lehigh, and North¬ 
ampton counties. Members have 
assisted communities in obtaining 
financing for purchase and devel¬ 
opment of the area; have worked 
to alleviate mine acid and waste 
water treatment problems; and 
have attempted, through clean up 
and stocking programs, to assure 
the quality of resources. 


nite Disaster Service, which re¬ 
ceived the organizational Benja¬ 
min Rush Award, answered a call 
for help from Johnstown flood vic¬ 
tims on July 21, 1977 and is still 
helping area residents. 

Specializing in volunteer man¬ 
power in time of disaster, the 
group organized nearly 300 per¬ 
sons per day to clean up and to 
provide services for disaster vic¬ 
tims. Beginning in September 
1977, a corps of craftsmen was or¬ 
ganized to begin rebuilding the 
area; well into 1978 the group has 
continued to rebuild and to issue 
financial grants to needy victims. 

Robert Poole, III, M.D., West 
Chester, chairman of the State So¬ 
ciety’s Council on Professional Re¬ 
lations and Services, presented 
the awards at the Officers’ Confer¬ 
ence banquet. 


mation to set appropriate reim¬ 
bursement rates and to determine 
whether requests for adjustment 
of existing reimbursement rates 
are justified. 

The regulation also formalizes 
HCFA’s authority to make studies 
of services provided by physicians 
treating kidney transplant pa¬ 
tients or those on maintenance 
dialysis. The information ob¬ 
tained will help determine how 
much medicare will pay physi¬ 
cians for these services. 


Benjamin Rush awardees honored 


Regulation controls medicare kidney program 
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Dauphin County society successful in television debut 



The Dauphin County Medical 
Society joined forces with the Pub¬ 
lic Broadcasting System’s Her- 
shey affiliate, WITF-TV, on 
March 23 for the premiere of MecL- 
iCall, a program designed to give 
the public a chance to ask physi¬ 
cians questions about health 
maintenance and preventive med¬ 
icine. WITF-TV serves a 16- 
county viewing area in central 
Pennsylvania. 

The monthly series features a 
panel of physicians who answer 
questions, a 15-phone bank moni¬ 
tored by volunteers from the 


Dauphin County Medical Society 
Auxiliary and coordinated by Mrs. 
Stephen Herceg, and viewers’ 
questions on topics ranging from 
cardiovascular disease to adoles¬ 
cent sexual behavior. 

The March 23 show on heart 
disease, which continuously drew 
questions on the 15 phones, fea¬ 
tured panel members George R. 
Moffitt, Jr., M.D., a cardiologist at 
Harrisburg Hospital; Donald 
Durbeck, M.D., associate in the 
division of cardiovascular diseases 
at Polyclinic Medical Center, Har¬ 
risburg; and Arthur Liedtke, 


M.D., associate professor of medi¬ 
cine at Hershey Medical Center. 

MediCalV s April 24 program on 
teenage sexuality drew viewer 
questions on adolescent behavior, 
pregnancy, venereal disease, and 
drug abuse. 

On May 22 at 8 p.m., viewers 
and doctors will have a chance to 
air their complaints about the 
medical community. Future top¬ 
ics will be determined by a steer¬ 
ing committee which reviews 
suggestions submitted by physi¬ 
cians and other viewers. 

Internists meet in Hershey 

The 116th annual meeting of 
the Pennsylvania Society of 
Internal Medicine is scheduled for 
Friday, May 19 to Sunday, May 
21, 1978 at Hotel Hershey. 

The society’s annual business 
meeting will begin at 4 p.m. on 
Friday and will be followed by a 
dinner at 7:30 p.m. with guest 
speaker James Collins, M.D., 
trustee of the American Society of 
Internal Medicine. 

Beginning Saturday, May 20 at 
8:30 a.m., the annual program will 
feature guest speakers Duncan 
Neuhauser, associate professor of 
health services administration at 
Harvard University School of 
Public Health; Samuel P. Martin, 
M.D., executive director of the 
Leonard Davis Institute of Health 
Economics at the University of 
Pennsylvania; and James Neely, 
president of the Hospital Associa¬ 
tion of Pennsylvania. Dr. Neu¬ 
hauser will speak also at the 
annual banquet and installation 
of officers on Saturday at 7:30 p.m. 

A Sunday morning "Breakfast 
with the Professors” will begin 
at 8:30 a.m. Sol Sherry, M.D., 
chairman of the department of 
medicine at Temple University 
School of Medicine, will discuss 
"Togetherness and Organized 
Internal Medicine.” 


Blue Shield rates same for many subscribers 


For the first time since the early 
1970s, Pennsylvania Blue Shield 
says it will not ask for a rate in¬ 
crease this year for half its sub¬ 
scribers. The decision affects indi¬ 
vidual subscribers and those in 
groups of less than 100 members, a 
total of three million people. 

According to Blue Shield, a rate 
increase was not necessary be¬ 
cause: 

• Many unnecessary medical 
services have been eliminated 
through cost control programs, 
such as utilization review; 

• The Plan trimmed adminis¬ 
trative costs; 

• The rate of increase of new 


claims slowed to five percent, 
compared to 13 percent in 1977; 

• Eighty-seven percent of the 
state’s practitioners are par¬ 
ticipating physicians and accept 
the usual, customary, and reason¬ 
able reimbursement charge as 
payment in full. 


State Society members who are insured 
by the Workmen’s Compensation savings 
classification plan of Casualty Reciprocal 
Exchange will be called on by the com¬ 
pany’s field auditors before May 31. 
Ready availability of necessary records or 
prompt return of voluntary reports will fa¬ 
cilitate return of the Dodson Insurance 
Group yearly rebate to Society members. 
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Gerald Andriole, M.D., 
newest member 
of Board of Trustees 


He practices what he believes. 
That’s why Gerald L. Andriole, 
M.D., Hazleton urologist, has been 
occupied since last October as a 
member of the State Society’s 
Board of Trustees. 

Wrestling with the intricacies of 
representing the medical profes¬ 
sion has become a complex and 
time consuming job, but to Gerald 
Andriole it is a personal opportu¬ 
nity to extend his belief that "if 
you’re a doctor, you should join or¬ 
ganized medicine, become knowl¬ 
edgeable concerning the issues in¬ 
volving the practice of medicine, 
and participate in medical society 
activities.” 

Dr. Andriole was elected trustee 
and councilor for the Twelfth Dis¬ 
trict (Bradford, Luzerne, Sullivan, 
Susquehanna, and Wyoming 
Counties) by the 1977 House of 
Delegates. He replaced Orlo G. 
McCoy, M.D., of Canton, who re¬ 
tired after more than six years on 
the Board. 

Dr. Andriole brings to office a 
conviction that physicians "must 
be constantly alert to and on guard 
against the various nostrums pre¬ 


scribed by the 'do gooders’ in gov¬ 
ernment, and be able to prevail 
when government solutions are 
not in the best public interest. 
This means we must initiate ac¬ 
tions to assure quality medical 
care to all people at a cost which is 
affordable. 

"We can accomplish this if we 
aggressively 'market our product’ 
to the public. Our long years of 
individual training and the high 
professional standards estab¬ 
lished and maintained by organ¬ 
ized medicine put physicians in a 
position of eminence to solve 
health care problems. In addition, 
polls continue to verify that we 
maintain a high level of public 
trust. We are in a position, there¬ 
fore, to speak out on health issues, 
and provide as a backdrop medical 
triumphs of the past, without 
being pre-empted by government. 
Initially, we must begin to act on 
the problems instead of reacting 
after questionable solutions have 
been presented by others.” 

Dr. Andriole believes there is a 
project at hand which the profes¬ 
sion can undertake immediately 


to emphasize its leadership posi¬ 
tion. "Every physician,” he 
suggests, "should begin to practice 
preventive medicine, and this un¬ 
dertaking should be publicized 
widely. After all, disease preven¬ 
tion and cutting health care costs 
are the center of national atten¬ 
tion today. By personal example 
and in our role as teachers of our 
patients, we can demonstrate that 
changes in lifestyle can prevent 
illness, and prevention of illness 
will deter the escalation of health 
care costs.” 

Gerald Andriole earned his de¬ 
gree in medicine at Loyola Medi¬ 
cal School in Chicago in 1948, 
after completing undergraduate 
studies at the University of Scran¬ 
ton. He interned at Scranton State 
Hospital. 

He served as a captain in the 
U.S. Army Medical Corps from 
1951 through 1953, after begin¬ 
ning his residency in urology at 
Metropolitan Hospital in New 
York. Dr. Andriole completed his 
residency at Rhode Island Hospi¬ 
tal in Providence and Millard 
Fillmore Hospital in Buffalo, and 
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then taught for a year at the New 
York Medical College. 

In 1955 he entered the private 
practice of medicine in Hazleton, 
where he is chief of urology at St. 
Joseph’s Hospital and a staff 
member at Hazleton State Gen¬ 
eral Hospital. He has served as 
chief of the medical staff at both 
hospitals and is a consultant at the 
White Haven School and Hospital. 

Gerald Andriole joined the 
Luzerne County Medical Society 
in 1955 and has been active in the 
Hazleton Branch, which he 
currently serves as president. He 
has been a delegate from the 
Luzerne County Medical Society 
to the PMS House of Delegates 
since 1974, and has served the 
State Society as a member of the 
Council on Education and Science, 
the Benjamin Rush Awards 
Committee, and the Council on 
Professional Relations and Ser¬ 
vices. 

Dr. Andriole was board certified 
in urology in 1959, and is a 
member of the American Urologi¬ 
cal Association and the Mid At¬ 
lantic Urology Association. In 
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addition he is a fellow of the Amer¬ 
ican College of Surgeons. 

He and his wife, Irene, have four 
sons and a daughter. In this medi¬ 
cally oriented family, two of the 
sons are in medical school, one of 
whom will graduate from Jeffer¬ 
son in June 1978. Another son is in 
law school and the fourth is in col¬ 
lege. High school currently oc¬ 
cupies their daughter. Mrs. An¬ 
driole has been active for many 
years in the Pennsylvania Medi¬ 
cal Society Auxiliary. 

Gerald Andriole brings to the 
Society’s Board of Trustees the 
knowledge gained from more than 
20 years in the private practice of 
medicine, in service to his com¬ 
munity through civic organi¬ 
zations, and in medical organiza¬ 
tion experience through county 
and state medical society activi¬ 
ties. He believes the function of 
the Board of Trustees is to consoli¬ 
date the members in implement¬ 
ing the policies and purposes of the 
State Society to the benefit of the 
profession and the people of Penn¬ 
sylvania. 
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Specialty news 


PAFP holds thirtieth annual convention 


The 30th annual convention 
and scientific assembly of the 
Pennsylvania Academy of Family 
Physicians is scheduled for Mon¬ 
day, May 22 through Friday, May 
26, 1978 at the Tamiment Resort 
and Country Club, Tamiment. 

The meeting will combine busi¬ 
ness sessions with lectures on 
medicine. House of Delegates 
sessions will be held from 2:30 to 
5:00 p.m. on Monday and Tuesday 
and will be followed by reference 
committee meetings. 

The president’s reception and 
annual dinner will be held at 6:30 
p.m. on Thursday, May 25. 

Among those scheduled to speak 
during the five-day meeting are: 
Charles Shuman, M.D., professor 
of medicine at Temple University 
School of Medicine, on diabetes; 
David P. Connolly, M.D., chair¬ 
man of the department of surgery 
at St. Margaret’s Hospital in 
Pittsburgh, on office proctology; 
William W. Fox, M.D., associate 
professor of pediatrics at Chil¬ 
dren’s Hospital of Philadelphia, on 
newborn pulmonary problems; 
David Shearer, M.D., coordinator 
of internal medicine at York Hos¬ 
pital, on thyroid disease; Charles 
O’Brien, M.D., associate professor 
of psychiatry at the University of 
Pennsylvania School of Medicine, 
on depression; and Robert A. 
Zimmerman, M.D., of Penn’s de¬ 
partment of radiology, on comput¬ 
erized tomography. 

Also speaking are Philip Nel¬ 
son, M.D., chairman of obstetrics 
and gynecology at Williamsport 


Hospital; and David Finn, M.D., 
and John Burks, M.D., of the de¬ 
partment of cardiopulmonary 
medicine at Williamsport Hospi¬ 
tal. 

Academy registration opens at 2 
p.m. on Sunday, May 21. The reg- 


The Annual Residents Scien¬ 
tific meeting of the Robert H. Ivy 
Society of Plastic and Reconstruc¬ 
tive Surgeons was held March 11 
at the Hershey Medical Center. 
Robert M. Davis, M.D., vice presi¬ 
dent, chaired the meeting. 

Residents in plastic surgery and 
general surgery and medical stu¬ 
dents associated with plastic 
surgery training programs pre¬ 
sented abstracts of scientific 
papers. The papers were judged for 
preparation, presentation, and 


istration fee for academy members 
if $25; nonmembers must pay $40; 
and there is no fee for medical stu¬ 
dents, interns, and residents. 

Registration for the meeting 
may be made through PAFP, 5600 
Derry St., Harrisburg, PA 17111. 


use of illustration or audio-visual 
aids. 

The three winners were Richard 
Dabb, M.D., University of Penn¬ 
sylvania, for his paper, "Free Flap 
Reconstruction for Romberg’s 
Disease”; Jane Petro, M.D., Her¬ 
shey Medical Center, for her 
paper, "Ocular Injuries Associated 
with Periorbital Fractures”; and 
Barry Shesol, M.D., University of 
Pennsylvania, for his paper, 
"Lymphnode Function After 
Heterotopic Transplantation.” 

Gary Price, B.S., received hon¬ 
orable mention for his presenta¬ 
tion of "Acute and Delayed Effects 
of Tourniquet Ischemia of Subfa¬ 
cial Pressures of the Subhuman 
Primate Limb.” 

Following the meeting a ban¬ 
quet was held for all participants 
at the Hotel Hershey. 


Effective May 13,1978 the telephone number 
of the Pennsylvania Medical Society 
is 

(717) 763-7151 
Please correct your records. 


Ivy Society holds residents meeting 



Physicians attending the recent residents meeting of the Robert H. Ivy Society are (I. 
to r.): Raymond Joehl, M.D., resident in plastic surgery at Hershey Medical Center; 
Stephen Herceg, M.D., of Harrisburg; Robert Davis, M.D., of York, program director; 
and John Schantz, M.D., senior resident in plastic surgery at Hershey. 
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Emergency physicians meet on health care services 


Representatives from the Penn¬ 
sylvania Chapter of the American 
College of Emergency Physicians 
(PaACEP), the Pennsylvania 
Emergency Health Services 
Council (PEHSC), and the Penn¬ 
sylvania Department of Health 
met at Pennsylvania Medical So¬ 
ciety headquarters in March. 

Purpose of the meeting was to 
share ideas and mutual concerns 
about emergency health care in 
Pennsylvania. 

Joel Grottenthaler, executive 
director for PEHSC, and William 
Dethlefs, director of the division of 
emergency health services of the 
Pennsylvania Health Depart¬ 
ment, were present to explain 
their respective operations as re¬ 
lated to the overall emergency 
health system. Grottenthaler also 
explained the procedures for ap¬ 
plying for federal grants under the 
Emergency Medical Systems Act 
of 1973. 

PaACEP representatives from 
five regional EHS councils dis¬ 
cussed mutual problems encoun¬ 
tered in representing the interests 
of emergency physicians on these 
councils. The five regional coun- 

New drug formulary issued 

The State Health Department 
has issued a new, finalized generic 
drug formulary that, according to 
Health Secretary Leonard 
Bachman, M.D., will result in 
greater savings for citizens of 
Pennsylvania. 

Copies of the formulary will be 
mailed to all registered phar¬ 
macies in the state, and will be 
available to medical practitioners 
on request. 

For copies of the formulary or 
the consumer guide write to 
Bureau of Health Communica¬ 
tions, PO Box 90, Harrisburg, PA 
17120 or phone the toll-free State 
Health Line at (800) 692-7254. 


cils represented were Southeast¬ 
ern EHS Council, Eastern Penn¬ 
sylvania Emergency Medical Ser¬ 
vices Council, Susquehanna 
Emergency Health Services 
Council, Emergency Medical Ser¬ 
vices Institute, and Emergency 


Medical Services Council of 
Northwestern Pennsylvania. 

William W. Resinger, M.D., 
PaACEP president, and Joseph A. 
Fortuna, M.D., president elect, 
presided at the meeting sponsored 
by PaACEP. 



Dr. Resinger and Dr. Fortuna 


Urologists hold annual meeting at Hotel Hershey 


The Urological Association of 
Pennsylvania will hold its annual 
meeting June 9-11, 1978 at the 
Hotel Hershey. Guest speakers for 
the three-day meeting are Willard 
Goodwin, M.D., professor of urol¬ 
ogy at the University of California 
at Los Angeles; David Culp, M.D., 
professor of urology at the Univer¬ 
sity of Iowa; and William Fry, 
Ph.D., chairman of the depart¬ 
ment of Russian at Franklin and 
Marshall College, Lancaster. 

Friday’s program, sponsored by 
the Hershey Medical Center, will 
include Grand Rounds and a 
pyelogram conference. Partici¬ 
pants are urged to bring their dif¬ 
ficult cases for consultation with 
the guest professors. 

Saturday will begin with morn¬ 
ing lectures and a business meet¬ 
ing. That evening, William Fry 
will present a program entitled 
"Your Pennsylvania Dutch Herit¬ 


age” at the annual banquet. 

The program concludes on Sun¬ 
day morning with a session on 
third party problems. 

More information is available 
from the PMS Department for 
Specialty Societies. 

Surgical specialists meet 

The Pennsylvania Society of 
Colon and Rectal Surgery will 
meet on May 12,1978 at the Union 
League in Philadelphia. 

The society’s executive council 
will meet at 4:30 p.m., after which 
a fellows’ meeting will be held. 
Presenting a medical program at 
that meeting are: Frank Theuer- 
kauf, M.D., of Erie; and Robert 
Braglia, M.D., Indru Khubchan- 
dani, M.D., James Sheets, M.D., 
John Stasik, M.D., Howard 
Trimpi, M.D., Guy Kratzer, M.D., 
and Mahendra Matta, M.D., all of 
Allentown. 
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Legal counsel reports 

Physician beware: due process may depend on state 

Fred Speaker, Esq. 


Forces fighting for physicians’ 
rights suffered another loss last 
year in a federal court in eastern 
Pennsylvania. 1 A general sur¬ 
geon, not reappointed to the hospi¬ 
tal medical staff, sought a perma¬ 
nent injunction against the hospi¬ 
tal for its denial of due process in 
deciding not to retain him. The 
federal district court disagreed 
with a previous major Pennsylva¬ 
nia decision 2 and held that the 
physician could not prevail under 
the Civil Rights Act 3 because 
there was no state action taken 
against him. 

It is a basic rule that there must 
be state action in order to win a 
”1983” claim. Although there 
have been several cases in the past 


In response to an American Medical As¬ 
sociation estimate that one of five Ameri¬ 
cans has a hidden medical problem, rang¬ 
ing from diabetes to allergies to medi¬ 
cations, the Medic Alert Foundation Inter¬ 
national has stepped up efforts to pro¬ 
mote membership in Medic Alert. 

Members are issued a Medic Alert 
bracelet or necklace on which is engraved 
the hidden medical condition, an identifi¬ 
cation number, and a 24-hour-a-day 
emergency telephone number. Within 
seconds of receiving a call, emergency 
operators can relay information from a 


fifteen years against private hos¬ 
pitals in which state action was 
found to have existed, 4 the definite 

Mr. Speaker is a partner in the law firm 
of Pepper, Hamilton & Scheetz, which 
serves as the Society's legal counsel. 

trend in recent years has been to¬ 
ward a contrary result. 5 

In this case, the physician 
claimed that there was state ac¬ 
tion because the hospital had re¬ 
ceived some $1.1 million—or just 
under ten percent of its total con¬ 
struction costs—under the Hill- 
Burton Act. 6 The Court stated 
that there are two conditions 
under which state action could be 
found: (1) so close a connection be¬ 
tween the state and the action that 


computerized data base that is updated 
annually. 

Medic Alert conducts ongoing educa¬ 
tion and information programs. The pro¬ 
fessional education program teaches 
medical and emergency personnel to 
search for the Medic Alert emblem in ail 
emergencies and to take appropriate ac¬ 
tion. A general education program is di¬ 
rected at informing the public of the value 
of emergency medical identification. 

For further information write Medic 
Alert, Box 1009, Turlock, CA 95380. 


the action can be fairly treated as 
that of the state itself; or (2) the 
state and the hospital have en¬ 
tered into a symbiotic relation¬ 
ship. The Court went on to say: 

. . . since we do not believe 
that the receipt of Hill-Burton 
funds created a "symbiotic re¬ 
lationship” between the Hos¬ 
pital and the Commonwealth, 
it was necessary for the plain¬ 
tiff to establish that the 
Commonwealth participated 
in the challenged activity. 
Plaintiff offered no evidence, 
however, that the Common¬ 
wealth in any way fostered or 
encouraged via statute, regu¬ 
lation or otherwise, the ter¬ 
mination by defendants of his 
staff privileges and lease. 7 
Thus once again a physician 
loses, not because his rights were 
not abused but because of the type 
of hospital in which he had privi¬ 
leges. 


1 Hodge v. Paoli Memorial Hospital, et al., 433 F.Supp. 
281 (E D. Pa. 1977). 

2 Citta v. Delaware Valley Hospital, 313 F.Supp. 301 
(E.D. Pa. 1970). 

3 42 U.S.C. § 1983. 

4 See, e.g., Doe v. Charleston Area Medical Center, Inc., 
529 F.2d 638 (4th Cir. 1975); Duffield v. Charleston 
Area Medical Center, Inc .,503 F.2d 512 (4thCir. 1974); 
Christhile v. Annapolis Emergency Hospital Associa¬ 
tion, Inc., 496 F.2d 1974 (4th Cir. 1974); Sams v. Ohio 
Valley General Hospital Assn., 413 F.2d 826 (4th Cir. 
1969); Simkins v. Moses H. Cane Memorial Hospital, 
323 F.2d 959 (4th Cir. 1963), cert, denied, 376 U.S. 938 
(1964); Citta v. Delaware Valley Hospital, supra. 

s See, e.g. Schlein v. Milford Hospital, Inc., 561 F.2d 427 
(2nd Cir. 1977); Madry v. Sarel, 556 F.2d 303 (5th Cir. 
1977); Greco v. Orange Memorial Hospital Corp .,513 F. 
2d 873 (5th Cir. 1975), cert, denied, 423 U.S. 1000, 96 
S.Ct. 433 (1976); Jackson v. Norton-Children’s Hospi¬ 
tals, Inc., 487F.2d 502 (6th Cir. 1973), cert, denied, 416 
U.S. 1000, 94 S.Ct. 2413, 40 L.Ed.2d 776 (1974); Doe v. 
Beilin Memorial Hospital, 479F.2d 756 (7th Cir. 1973); 
Briscoe v. Bock, 540 F.2d 392 (8th Cir. 1976); Ascher- 
man v. Presbyterian Hospital of Pacific Medical Center, 
Inc., 507F.2d 1103 (9th Cir. 1974); Ward v. St. Anthony 
Hospital, 476 F.2d 671 (10th Cir. 1973); Holton v. 
Crozer-Chester Medical Center, 419 F.Supp. 334 
(E.D.Pa. 1976); Acosta v. Tyrone Hospital, 410 F.Supp. 
1275 (W.D.Pa. 1974); Ozlu v. Lock Haven Hospital, 369 
F.Supp. 285 (M.D.Pa. 1974), afTd mem.,5f / F.2d 1395 
(3d Cir. 1975). 

6 42 U.S.C. §§ 291 et seq. 

7 Hodge v. Paoli Memorial Hospital, et al., supraa(283-4. 
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Is your professional corporation 
seeking better performance 
and management for your 
employee benefit plan? 


If your company already has a pension or profit-sharing plan, or is 
thinking of setting up a plan, Pittsburgh National offers you unique 
advantages as one of the nation’s top money managers: 

• Consistent investment performance. Over the past 10 years one of 
our group bond funds has not only outperformed but nearly doubled 
the return of one of the nation’s leading bond indexes. Over 
the last eight years both of our bond funds have surpassed this 
index in performance. 


• Administrative service. We handle recordkeeping and furnish 
assistance with forms required by the government. 



If you’d like to know more, please call Jim Miller 
at (412) 355-3604 or Don Kendrick at (412) 
355-3773 to set up an appointment at a time 
and place to suit your convenience. 

With no obligation, of course. 


V 

PITTSBURGH NATIONAL BANK 


• Flexibility. Units of our investment fund can be 
bought or sold on a monthly basis, with no commission 
charge. We structure your portfolio to meet your 
fund’s objectives. 


• Individual attention. We are now managing over 
$3 billion in trust assets of which $900 million is 
represented by employee benefit assets. The vast 
majority of our accounts are under $1 million in size 
Our convenient location enables us to give a quick 
answer any time you have a question or a problem. 


• Ease of setting up plan. Our two Master Plans can 
greatly streamline setting up your account and, at the 
same time, substantially cut costs for your corporation. 
We’ll assist your advisors in plan design for 
maximum income tax deductions. 




Fifth Avenue and Wood Street, Pittsburgh, Pa. 15222 
PITTSBURGH’S OLDEST TRUST COMPANY 


editorials 


A regulation question 

Who regulates the regulators? This question, 
heard more now than ever before, is easier to ask 
than to answer. Possibly there is no answer. It may be 
that we, the American public, have created a monster 
that we are unable to control. It could be that legisla¬ 
tion which we perceive as protection for the public 
has been abused by those who implement the law. 
And what recourse is there? Those who carry out the 
"legislative intent” are relatively immune from our 
protestations. 

Several weeks ago, Jack Anderson’s syndicated 
column, "Washington Merry-Go-Round,” demanded, 
"Regulator Agencies Require Regulation.” In this 
expose, charges of financial interest in businesses 
regulated by government agencies are leveled at offi¬ 
cials of these same agencies. Specifically named were 
the Federal Communications Commission, the Envi¬ 
ronmental Protection Agency, and the Food and 
Drug Administration. It was noted that the former 
agencies, when officials were caught with their 
hands in the cookie jar, made an attempt to correct 
the problem by better internal control. Not so the 
FDA. 

H.R. Haldeman points out in his new book, The 
Ends of Power, that the federal bureaucracy in Nix¬ 
on’s administration was, and still is, out of control. 
There are overlapping agencies, each pursuing and 
executing independent goals with virtually no con¬ 
trols. 

What has gone wrong? Surely we did not intend 
that these things would happen. The founding fa¬ 
thers would be horrified at what has become of the 
government they dreamed about and fought for. 

Bureaucrats are not elected and therefore have 
little or no public accountability. But they do wield a 



great deal of power because they are the implement- 
ers. John Rineman, in a speech before the Dauphin 
County Medical Society several years ago, discussed 
this problem, giving as an example the Clinical Lab¬ 
oratory Act of 1972. "The purpose of this act was to 
regulate only clinical laboratories. It was not the 
intent of the legislature to intrude into the private 
offices of physicians,” he said. Yet this is exactly what 
happened. Why? Because a zealous bureaucratic 
government carried out its own interpretation of the 
intent of this law. The key words are what it 
interpreted —not what the sponsors of the act in¬ 
tended, not what the legislature which passed the act 
intended, but how the regulators interpreted the law. 
The only recourse seems to be through the courts, a 
time-consuming and expensive method of determin¬ 
ing what a law really means. 

Government would have us assume that these reg¬ 
ulations and regulators are saving us money and 
improving our social well-being, whether in medicine 
or environment or any other of a number of areas. 
One physician aptly observed that the government 
spends more money advertising that it is saving the 
public’s money than it actually saves. Nothing from 
the government is ever free or inexpensive. The reg¬ 
ulators are not a small part of that expense. 

Aside from the courts, we can exert some influence 
at the ballot box, even if indirectly. The candidate 
who recognizes the need for limitations on the unnec¬ 
essary size of the bureaucracy and who exhibits true 
concern about steadily increasing bureaucratic ex¬ 
cesses deserves our support. Perhaps this is the issue 
about which we should care most. 

David A. Smith, M.D. 

Medical Editor 


‘Patients are people’ comment reappears 


It is said that the health professions are only too 
often unmindful of the fact that patients are also 
people. The purpose of what follows is to review 
briefly only some of the aspects of this important 
health care problem. 

In re<jent years diagnostic and therapeutic proce¬ 
dures have made enormous progress thanks largely 
to the contribution made by biomedical research, 
clinical investigation, and the educational programs 
instituted by agencies of organized medicine. Wit¬ 
ness the many self-regulatory provisions which in¬ 
clude mandatory post-graduate education, certifica¬ 


tion and re-certification as well as periodic auditing 
of professional standards in medical schools and hos¬ 
pitals. 

Unfortunately, in spite of all this, there exists an 
undisputed crisis in the health care system. This is 
attested to by the public’s concern with the cost of 
medical care (nursing, drugs, hospitals, and physi¬ 
cians) as well as with the attitude of health care 
personnel toward the patient. In all fairness, it must 
be pointed out that physicians’ bills represent only a 
fraction of the sky-rocketing costs of an illness. Mal¬ 
practice insurance, the need for the practice of "de- 
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fensive medicine,” sophisticated laboratory proce¬ 
dures and hospital costs as well as medical research 
account for much of these bills. 

Hospital management is now big business. Admin¬ 
istrative problems are so complex that the patient is 
often relegated to secondary concern. Hospital per¬ 
sonnel are often not trained to adopt a sympathetic 
attitude in an attempt to soften the impact of illness 
on a worried patient. 

Norman Cousins, the distinguished editor of the 
Saturday Review, has recently reported ("Anatomy of 
an illness,” New England Journal of Medicine, De¬ 
cember 23, 1976. Vol. 195, No. 26, p. 1458) on his 
experience as a hospital patient. Speaking of many 
procedures he says,". . . some of these tests seemed to 
me to be more an assertion of the clinical capability of 
the hospital than of concern for the well-being of the 
patient. I was astounded when four technicians from 
four different departments took four separate and 
substantial blood samples on the same day . . . the 
extensive and sometimes promiscuous use of x-ray 
equipment, the seemingly indiscriminate adminis¬ 
tration of tranquilizers and powerful painkillers, 
more for the convenience of hospital staff in manag¬ 
ing patients than for therapeutic needs, and the regu¬ 
larity with which hospital routine takes precedence 
over the rest requirements of the patient (slumber, 
when it comes for an ill person, is an uncommon 
blessing and is not to be wantonly interrupted)—all 
of these and other practices seemed to me to be criti¬ 
cal shortcomings of the modern hospital. I had a fast 


growing conviction that a hospital was no place for a 
person who was seriously ill.” 

Patient care in rural, less populated areas leaves 
much to be desired. The distribution of physicians, 
especially of medical specialists, in such districts is a 
problem of concern to public health authorities. 

In the past, the public has been kept in ignorance of 
medical matters. This situation is fortunately chang¬ 
ing for the better thanks to the cooperation of medical 


Dr. Criep's comments first appeared in the January 14, 1978 
issue of the Allegheny County Medical Society Bulletin. The 
article was awarded first place in the Bulletin’s 1978 editorial 
contest. 


societies and the news media. However, individual 
patients and their families still complain that more 
often than not they are kept in the dark about the 
nature and progress of their illness. Physicians, they 
say, are too hurried, disinterested, and insensitive to 
the patient’s psychosocial problems and his emo¬ 
tional reaction to the sickness. 

The remedy lies in the inclusion in the medical 
school curriculum and in the training of hospital 
interns and residents, the needs of a humanistic ap¬ 
proach in dealing with the sick. Thus the future medi¬ 
cal practitioner will come to realize that patients are 
people to be dealt with not only with scientific compe¬ 
tence but also with compassion and understanding. 

Leo H. Criep, M.D. 

Pittsburgh 



correspondence 


Answers Dr. Greissinger 

To the editor: 

The questions raised by Dr. Walter M. Greissing- 
er’s letter in the March 1978 issue of PENNSYLVANIA 
MEDICINE were not completely answered by Dr. Mas- 
land’s reply. It is important to set the record straight 
so Pennsylvania physicians will have the facts before 
making judgments. 

The Department of Public Welfare did not "up its 
rates” for emergency room visits. The increase was 
enacted by the Legislature without the advice or con¬ 
sent of the department. The $12 emergency room 
visit fee goes to the hospital, not to the physicians. 

Medicaid billing via computer will not be "very 
cumbersome” for physicians. It will require fewer 
strokes of a pen, or typewriter key, than the present 
system and will yield advantages that will become 
apparent as the system gets into place. PMS has had 


significant input into the process and numerous mod¬ 
ifications have been made as a result of suggestions 
from PMS. 

O. K. Stephenson, M.D., Medical Director 
Office of Medical Programs 
Pennsylvania Department of Public Welfare 



Well, maybe there’s nothing wrong with me right now, but 
can’t you give me some preventive medicine? 
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Hypertension control program stresses detection 


J. Edwin Wood, III, M.D. 

s the Pennsylvania High Blood 
Pressure Control Program em¬ 
barks on its statewide effort to detect 
and treat high blood pressure using 
the health resources of the Pennsyl¬ 
vania Department of Health, the 
American Heart Association, Penn¬ 
sylvania Affiliate, and private physi¬ 
cians, it is important to share ideas 
about detection of high blood pressure, 
and response to the newly detected pa¬ 
tient. This article outlines the current 
developmental state of those ideas. 

Need for detection 

The importance of detecting hyper¬ 
tension is made evident by several 
well documented facts: 

1. Hypertension occurs in at least 20 
percent of the adult population 

2. Although the disease has virtu¬ 
ally no symptoms at first, it even¬ 
tually leads to high morbidity 
and mortality as a result of 
stroke, coronary disease, and 
renal and cardiac failure 

3. Detection of the disorder is extra¬ 
ordinarily easy 

4. Treatments for hypertension that 
are effective, inexpensive, and 
easily administered have been 
developed. 

National, state, and local health ed¬ 
ucation campaigns conducted in re¬ 
cent years have helped reduce the 
number of unknown hypertensives. In 
Pennsylvania, however, an estimated 
600,000 adults are hypertensive and 
unaware of it. An additional 500,000 
are aware but continue to do nothing 
about their condition. Thus the chal¬ 
lenge is formidable. 

It is, therefore, of the greatest im¬ 
portance that all who are or will be 

This article is the second in a series on 
hypertension and the control program 
of the Pennsylvania Department of 
Health and the American Heart Associ¬ 
ation, Pennsylvania Affiliate. Dr. Wood, 
vice chairman of the Advisory Council 
for the Pennsylvania High Blood Pres¬ 
sure Control Program, is director of the 
department of medicine at Pennsylva¬ 
nia Hospital and chairman of the High 
Blood Pressure Task Force of the 
American Heart Association, Pennsyl¬ 
vania Affiliate. 



MAY 

High Blood Pressure 
Month 


participating in this developing pro¬ 
gram recognize that detection of 
hypertension is only the first step. Ac¬ 
cess to medical care and continuing 
medical management must be ar¬ 
ranged in advance, for the patient may 
be harmed rather than helped by the 
negative reaction created. 

Organizing for detection 

Detection cannot be limited to 
physicians and their staffs. In the ini¬ 
tial or primary screening, large scale 
participation is needed by interested 
agencies and groups, such as the 
Heart Association, Red Cross, VNAs, 
and professional groups (pharmacists, 
optometrists, dentists, nurses, etc.). 

When a person’s pressure appears 
elevated, he will be referred for con¬ 
firmation to a secondary source, most 
frequently a state or county health 
center. Following a careful review of a 
series of Risk Factor tests conducted 
by the state health center, the patient 
will be referred to a physician for 
diagnosis and treatment, asked to re¬ 
turn for a recheck, or advised to return 
for a periodic, usually annual, review. 

Key to reliable detection 

Two aspects of the Pennsylvania 
High Blood Pressure Control Program 
assure the program’s soundness: 1) the 
training program in blood pressure 
measurement, and 2) the procedures 
for confirmation. 

Accurate blood pressure measure¬ 
ment offers the key to the determina¬ 
tion of hypertension. To develop this 
precision, a statewide training pro¬ 
gram in blood pressure observation 
has been underway for nearly a year. 
The procedure assures accuracy to 


within two mm Hg per reading. The 
length of the course varies according 
to a person’s background and experi¬ 
ence; it includes testing and periodic 
reevaluation. Precision and reliability 
are critical in a detection program of 
this magnitude. 

Confirmation of high blood pressure 
follows the criteria outlined in the 
Moser Report 1 : 

1. Blood pressure measurements 
should be taken on at least two 
separate occasions unless on the 
first visit the diastolic pressure 
averages greater than 120 mm 
Hg, in which case immediate re¬ 
ferral for medical evaluation and 
treatment is advised. 

2. At each visit, the blood pressure 
should be measured two or more 
times and the average recorded 
(diastolic recorded at the disap¬ 
pearance of sound 2 ) 

3. If initial reading averages 160/95 
mm Hg or above for either or both 
systolic and diastolic, the level 
should be confirmed within a 
month 

4. If initial reading averages 140/90 
mm Hg to 160/95 mm Hg: under 
age 50, recheck within 2-3 
months; age 50 and over, recheck 
within 6-9 months 

If the initial reading is outside the 
aforementioned limits and the first re¬ 
check agrees, referral will be made for 
medical evaluation and treatment. If 
the first recheck is within those limits, 
at least one more recheck is necessary 
before a decision regarding referral is 
made. All initial or recheck pressures 
averaging below 140/90 mm Hg 
should be rechecked annually. 

Excessive arterial blood pressure is 
a common disorder which carries 
great risk to the individual. This dis¬ 
order is easily detected and easily 
treated. We of the health care profes¬ 
sions have a responsibility to work to¬ 
gether, through this program, to de¬ 
tect and control high blood pressure. □ 

REFERENCES 

1. Report of the Joint National Committee on Detec¬ 
tion, Evaluation and Treatment of High Blood Pressure, 
JAMA 237: 255-261, 1977. 

2. Recommendations for Human Blood Pressure De¬ 
termination by Sphygmomanometers, American Heart 
Association, 1967. 
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This sample issue is a reprint of an 
actual issue received by more than 
500 subscribing physicians and 
medical office personnel. For 
subscription details, please see 
the card attached in the magazine. 
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A monthly digest of observations and recommendations arising from the editors' ongoing full-time work as advisors to medical 
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rsonnel 

4 HOW TO GIVE AN 

EMPLOYEE A 
1 PAY RAISE 

! our surveys of medical practices, we 
'ten ask the assistants how their last pay 
ise was handled. Replies range from 
Imorous to alarming, with surprisingly 
'v good stories. We are thus firmly con- 
\iced that most doctors fail miserably at 
eectively motivating their employees 
l ough salary increases. 

A pay raise should be the culmination 
c a sincere effort to evaluate each indi- 
vual's work performance. Having done 
tit, the doctor(s) and/or manager should 
ret privately with the employee to ac- 
tilly discuss her good and bad features. 
I she has performed well she should be 
td so, to avoid the common complaint: 
"o one has ever told me I'm doing a 


good job." Deficiencies in her work 
should, of course, similarly be discussed. 

With this discussion background, the 
pay raise (whether large or small) would 
become an obvious function of an em¬ 
ployee's contribution to the practice's 
success. The personal and confidential 
description of the employer's decision 
likewise indicates that the assistant is re¬ 
spected enough as an individual to be 
given such time and attention. In effect, 
the pay raise serves its important func¬ 
tion—to reward employees for their work 
and motivate them to continue striving 
for improvement. 

Practices which simply grant across- 
the-board increases based upon cost of 
living changes (an approach which we 
abhor) should nevertheless follow our 
suggested routine. Even such a raise rec¬ 
ognizes that the employee has performed 
well enough to deserve routine adjust¬ 
ment, and she deserves the courtesy of 


being told so. 

Effective discussion of an assistant's 
job performance can usually best be ac¬ 
complished in the pay raise setting. Doc¬ 
tors or managers who fear that this 
setting will invite complaints for still 
higher pay are, in our view, not handling 
the compensation situation adequately 
anyway. 


ACTION NOTE—Be sure pay raises are 
considered as motivational tools; grant 
them only upon conscientious evaluation 
of and personal discussion with each em¬ 
ployee involved. 
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Financial Management 


Collections 


Office Facilities 


SEEK YOUR 

O ACCOUNTANT'S ADVICE 
^ ON INTERNAL AUDIT 
CONTROLS 



OBTAIN THE PATIENT'S 
CLAIM NUMBER IN 
NO-FAULT INSURED 
CASES 



BEWARE OF 
"CONDITIONING" 

IN OFFICE BUILDING 
CONSTRUCTION 


Why do so many medical practices totally 
lack basic control systems intended to 
prevent embezzlement? The answer may 
partially be in physicians' lack of training 
in business systems, but that is why they 
should expect help from people who are 
so trained—their accountants. 

Unfortunately, we encounter accoun¬ 
tants who fail to offer this advice to their 
medical clients. Still worse, some of 
them apparently avoid providing the help 
out of concern that they might thereafter 
become liable if a theft should neverthe¬ 
less occur. Some accountants have falsely 
suggested that creating the controls is 
only a function of full-scale, "certified" 
audits, which small medical practices do 
not require. 

We recommend that physicians and 
their office managers request reports 
from their accountants, in writing, evalu¬ 
ating the systems from the standpoint of 
audit controls. The reports should then 
recommend reasonable safeguards which 
will probably prevent or discourage theft. 
They might, for instance, consider such 
subjects as: 

1. Opening the mail and recording 
checks received; 

2. Handling of cash payments at the 
reception desk; 

3. Posting to and totalling of each 
day's transaction sheets; 

4. Managing the petty cash box; and 

5. Writing and signing the practice's 
checks, including payroll. 

The accountant should be assured that 
his advice will not be taken as a guarantee 
against loss, and he may well say so in his 
report. That should be satisfactory to the 
medical practice client which requires his 
advice, not his guarantee. We believe that 
any accountant unwilling to so involve 
himself as an advisor to his client on a 
fee-paying basis should be replaced. 


ACTION NOTE— Ask your accountant 
for written instructions on safeguards 
against embezzlement for your office's 
business systems; insist on such help or 
else change accountants. 


No-fault auto insurance presents physi¬ 
cians with some real advantages. Primar¬ 
ily, it virtually assures prompt payment 
of medical bills avoiding the so-called 
"litigation cases" so swelling orthopedic 
surgeons' accounts receivable, for in¬ 
stance. The insurance also provides an 
alternative to Blue Shield or Medicare 
payment in many (though not all) in¬ 
stances so profile restrictions on fees 
might be avoided.* 

Many states' no-fault auto insurance 
laws require those insurers to honor 
claims within short time spans, often 30 
days, at the risk of fairly costly penalties. 
As a result, medical offices have become 
puzzled at the much longer delays they 
sometimes encounter. We believe an ex¬ 
planation might help those offices avoid 
the delays in the future. 

A no-fault insurer usually becomes 
subject to the payment obligation only 
when it has actually received a "claim". 
Thus, the patient must have reported the 
accident to his or her insurance company, 
upon which a claim file would be opened. 
The file would receive a "claim number", 
which seems to be the essential reference. 

When obtaining basic information 
from a no-fault patient, the medical assis¬ 
tant should be certain to ask if the acci¬ 
dent has been reported to the insurance 
company and whether a claim number 
has been provided. If the patient has not 
reported the accident or did not obtain 
the claim number, he or she should be en¬ 
couraged to do so and pass on that num¬ 
ber. Some offices even help patients 
make the claim by telephone so the num¬ 
ber can be obtained. 

A physician's bill to the insurer should 
contain that claim number as the "ticket" 
for prompt handling. If it is not then 
paid within the law's time limit, the de¬ 
scribed penalty should be demanded. 

*Some no-fault coverages provide for an offset 
against Blue Shield and/or Medicare coverage, 
in which case those primary health insurers 
must be billed first. 


ACTION NOTE—To help assure prompt 
payment of your no-fault insured ser¬ 
vices, be sure to seek out the patient's 
"claim number"; instruct your staff to 
advise or assist the patient in obtaining 
that number. 


Investing in the construction and owner- I 
ship of one's own medical building is a I 
once-in-a-lifetime event for some success- I 
ful physicians. Likewise, the association I 
of several doctors to develop a larger I 
multi-practice building is another exciting I 
one-time step. Such incursions by medi-;! 
cal doctors into construction are, how- I 
ever, inexperienced ventures into a tough I 
business. 

We are often puzzled at doctors' de-1 
scriptions of construction costs seemingly I 
far below normal ranges. To us, the basic! 
figure for medical buildings (which are! 
more expensive than most other types of! 
office buildings) these days is about $50| 
per square foot. If far lower quotes are! 
given we urge very skeptical evaluation.! 

Many builders tend to understate 
cost estimates and then increase; them as 
the design and development stages pro¬ 
gress. This is known as "conditioning", 
for as a customer continues his interest he 
may become too far committed to effec¬ 
tively object. By the time the formal 
construction contract is ready to be 
signed, the price might be far above the 
original quote. 

As a physician begins considering a 
potential builder, he should be conscious 
of the conditioning possibility. One im¬ 
portant attempt at protection would be' 
to inquire of the contractor's last three : 
or four completed customers what per-! 
centage increase developed from the orig-ft, 
inal figures. Conservatism would justify*) 
applying the same "mark-up” to the prel 
sent quotation. At any rate, being carel: 
fully alert to the conditioning possibility! 
should in itself help the doctor's or, 
group's self-protection. 


ACTION NOTE-Be aware that many 
builders tend to "condition" their po 
tential customers into signing more cost 
ly construction contracts; check your po 
tential builder's record in this regard by 
direct calls to former customers. 


This sample issue is a reprint of an actual issue received by more 
than 500 subscribing physicians and medical office personnel. For 
subscription details, please see the card attached in this magazine. 













Scheduling 

Group Practice 

Collections 

5 

COLOR CODE YOUR 
APPOINTMENT BOOK 

6 

HOW LONG SHOULD A 
GROUP SUPPORT A 
DISABLED PARTNER? 

7 

" RED FOLDER" 
DELINQUENT ACCOUNTS 
AS A COLLECTION 
FOLLOW-UP 


In so many aspects of office practice, the 
use of colors for identification can be ex¬ 
tremely helpful. Charts should be color 
coded by patient name (or number) and 
by year of last activity; internal records 
and financial forms can be variously col¬ 
ored for quick reference; and so on. 

This color coding concept is invaluable 
at the reception desk. Various time slots 
in an office appointment book can be 
shaded various colors to guide the recep¬ 
tionist as to scheduling priorities. In an 
OB-GYN practice, for example, a doctor 
wishing to see only OB check-ups from 
11.00 to 12:00 could have that hour's 
space shaded light red. The hour from 
1 00 to 2:00 might be reserved for new 
GYN patients, and it could be shaded in 
light blue. An internist might wish to 
reserve his first two hours for complete 
physicals, shaded light green; while a fam¬ 
ily practice office might shade a late af¬ 
ternoon's hour to indicate that it is re¬ 
served for "work-ins", 
i The color coding concept is helpful 
since the pressure of many phone calls 
and in-office patients may too easily 
cause even an excellent receptionist to 
overlook scheduling principles without 
the visual aid. Furthermore, when other 
assistants are filling in at the desk because 
of illness, vacations, lunch breaks and the 
like, the visual aid is particularly valuable 
to the less experienced substitute. We 
find, by the way, that a receptionist is 
away from her desk at least 30% of the 
time for such reasons. More scheduling 
errors occur during those absences unless 
Icolors are used. 

The shadings could be preprinted right 
jinto the appointment book when the 
sheets are originally printed. However, it 
is both cheaper and easier for an office 
assistant to shade the various time slots 
with colored pencils, preparing a supply 
of pages well into the future. Several 
months of pages can easily be prepared in 
a slack half hour. 


ACTION NOTE—Assure that your deci¬ 
sions as to scheduling priorities are actu¬ 
ally followed by having your appoint¬ 
ment book time slots color coded. 


Whether partnership or professional corp¬ 
oration, a group of physicians practicing 
together must be extremely critical of its 
inter-doctor arrangements. We particu¬ 
larly notice a lack of care in many groups' 
provisions for continued income upon a 
partner's (or co-shareholder's) absence 
due to sickness or injury. 

Perhaps the desire to support a dis¬ 
abled partner overwhelms common sense, 
for group arrangements too often provide 
"sick pay" longer than the healthy doc¬ 
tors can afford. The result, however, can 
be a double burden on the healthy doc¬ 
tors: covering the practice without the 
disabled member's work while being 
squeezed on income in order to pay his 
full salary. This combination has in sever¬ 
al known cases been extremely divisive to 
otherwise very compatible groups. 

Recognizing the problems, we recom¬ 
mend the following priorities as to a part¬ 
ner's illness or injury. First, his income 
should continue for the few months dur¬ 
ing which accounts receivable will easily 
carry him and his partners. Second, how¬ 
ever, the continuing healthy partners 
must be assured that their own incomes 
will not be diminished in order to support 
the disabled doctor further. After all, 
they are continuing to work and should 
not bear the brunt of another's misfor¬ 
tune—especially since each person can 
plan for his own protection through per¬ 
sonal finances and disability insurance. 
Third and last, if income is expected to 
be available even after the healthy part¬ 
ners have been regularly paid, there may 
be additional sick pay to satisfy the 
group's desire to support each other. 

This set of priorities should be kept 
strongly in mind when the physicians 
determine or re-evaluate their sick pay 
provisions. A family practice group, for 
example, might find that even three 
months' full sick pay will be oppressive. 
A surgical group may be able to provide 
three or more months' full pay and some 
additional months' fractional pay. But 
the likely financial effects of a member's 
prolonged absence simply must be faced 
It is too often casually overlooked. 


ACTION NOTE—Be sure your partner¬ 
ship or corporate agreement will not im¬ 
pose a hardship on the continuing, 
healthy doctors in case of one's illness or 
injury; consider the protection of the 
continuing doctors' incomes as a higher 
priority than providing sick pay. 


Primary care practices have one particular 
economic advantage over other special¬ 
ties—most of their patients will return 
often enough to be personally confronted 
as to delinquent accounts. The advantage 
often results in higher collection ratios 
and lower accounts receivable than, say, 
surgical practices. 

Despite this advantage, primary care 
offices must still be diligent in identifying 
delinquent patients. Furthermore, the 
office assistants must effectively con¬ 
vince these patients to pay their bills. 
The alternative of simply threatening to 
drop delinquent patients from one's prac¬ 
tice is unfortunate. 

About a year ago, we visited a pedi¬ 
atric group with a unique but effective 
approach towards delinquent accounts. It 
informed its patients and parents that if 
an account should become overdue (out¬ 
standing for 60 days), the patient's medi¬ 
cal chart would be "red foldered". The 
chart would simply be placed within a 
red file jacket, after which all visits would 
have to be "cash only" until the red jack¬ 
et can be removed. 

When a red foldered patient should re¬ 
turn for his or her next office visit, the 
receptionist or other assistant would 
show the red file jacket to the parent and 
indicate a need to discuss the account. 
Patients and parents thus had a visual 
"pressure" to make payments or arrange¬ 
ments in order to have the red folders re¬ 
moved. The staff, meanwhile, had a 
handy means of identifying the delinquent 
patients and a visual aid (a "crutch") for 
requesting payment. 


ACTION NOTE—If your practice has 
many returning patients, as do primary 
care specialties, consider "red foldering" 
delinquent patients' charts as a collection 
follow-up device. 


Personnel 



THE WAGE AND HOUR 
LAWSON OVERTIME 
PAY ARE BECOMING 
SERIOUS 


Medical offices have a notorious reputa¬ 
tion for expecting employees to work 
beyond their usual quitting times. The 
reason is partly the shared obligation to 
serve patients in medical need, even if 











Professional Corporations 


their visits should stretch office hours sev¬ 
eral hours late. In effect, the professional 
attitude of the physicians influences the 
staff to similarly disregard usual working 
hours. 

There are both Federal and state laws 
limiting the number of hours a person 
may work without receiving overtime 
pay. Despite these Wage and Hour Laws, 
however, we find very few offices that 
actually provide overtime pay even in ob¬ 
vious situations. The laws are becoming 
more actively enforced to the extent that 
a variety of physicians' offices through¬ 
out the U.S. have actually been subject to 
"wage and hour audits". The results of 
those audits have been costly enough that 
all our readers should take heed. 

The basic overtime pay rule is simple 
to state: an employee must be paid time- 
and-a-half for over 40 hours worked in a 
week. A promise of "compensatory time 
off" is ineffective, and even time off actu¬ 
ally given in a later week will not count. 
While lunch hours need not be counted, 
an employee working on her lunch hour 
(even if she munches her sandwich while 
working) must be credited with that time 
as work-time. Similarly, an employee 
coming in early or staying late must be 
credited with the extra hours even if she 
was not required or asked to do the extra 
work. 

Very few medical employees are ex¬ 
empt from the wage and hour laws. An 
office manager would be exempt only if 
over 80% of her time is spent in "man¬ 
aging" — she is not exempt if she spends 
much of her time doing the bookkeeping, 
manning the reception desk, etc. Even a 
registered nurse qualifies for overtime pay 
unless the bulk of her work can be per¬ 
formed only by a registered nurse — 
which is not usually the case in physi¬ 
cians' offices. 

While examples could continue, our 
readers should simply assume that their 
offices are subject to the wage and hour 
laws. Furthermore, the fact of increased 
Labor Department surveillance means 
that these rules should be carefully obey¬ 
ed as part of good business practice. 


ACTION NOTE — Recognize the serious¬ 
ness of the Wage and Hour Laws, includ¬ 
ing the increasing number of audits upon 
medical offices; establish a clear policy of 
paying overtime for your employees' 
actual hours over 40 in any week. 


Supply Systems 



WHEN SHOULD A 
SUPPLY ITEM BE 
REORDERED? 


How often has your office been without a 
vaccine required for a patient awaiting 
your injection? Have you experienced 
the annoyance of having run out of a cer¬ 
tain type bandage when a patient needs it 
promptly? Running out of a supply item 
is an avoidable frustration, providing the 
responsible assistant (whom we call "the 
central supply person"*) has specific 
guidelines to follow. 

The guidelines require keeping a rec¬ 
ord of each supply item and its normal 
rate of use. Also required is the usual 
amount of time elapsed from ordering an 
item and actually receiving it. These 
pieces of information will vary dramati¬ 
cally from item to item, as one lab supply 
may have heavy demand while a certain 
vaccine may have a long average delivery 
time. 

We recommend establishing a specific 
"minimum quantity" to be on hand for 
each item, at which point it must be re¬ 
ordered. Our rough rule of thumb calls 
for reordering no later than when the 
supply is down to twice what is usually 
needed to carry the practice through the 
usual reorder/delivery period. Some 
items, such as flu vaccines for example, 
should have a considerably higher mini¬ 
mum quantity to be prepared for possible 
heavy "runs", but there should be a spe¬ 
cifically known figure for every product 
in the office. 

A supply's "minimum quantity" 
should be determined and written on a 
record card for handy and continuing ref¬ 
erence. The figure might be changed as 
experience dictates, but having a known 
point at which to reorder can help reduce 
or eliminate annoying supply failures. 

*See "Assigning Central Responsibility Helps 
Give Greater Supply Control", Issue #78-1, 
item 9. 


ACTION NOTE—To avoid running out of 
any supply item, be sure your central 
supply person identifies and records the 
"minimum quantity" of each item to be 
on hand before it must be reordered. 



DO YOUR EXPENSE 
PAYMENTS ACTUALLY 
CONFORM TO YOUR 
EMPLOYMENT 
AGREEMENT? 


Many incorporated physicians' employ¬ 
ment agreements seem to be long-forgot¬ 
ten pieces of "window-dressing". They 
were presented by the incorporating at¬ 
torney at an organizational meeting, 
signed by the doctors involved and then 
filed away without later reference. For 
several reasons, disregarding this corpo¬ 
rate document can be very unfortunate. 

One of the reasons is becoming par¬ 
ticularly costly tax-wise. We know of 
IRS agents who have specifically asked 
for and reviewed corporate documents 
when auditing the personal tax returns of 
incorporated physicians. These agents 
have been especially interested in the pro¬ 
visions regarding payment of business ex¬ 
penses such as automobile costs, profes¬ 
sional meetings and educational payments, 
entertainment expenses and club dues, 
etc. 

Many employrpent agreements simply 
state that all business expenses shall be 
paid by the corporation as employer; 
others will specify which expenses are to 
be paid by the corporation and which are 
to be borne personally. Any expenses 
contractually assumed by the corporation 
would thus not be personally deductible 
by a physician who pays them out of his 
pocket. The IRS agents have been so 
claiming on the correct premise that the 
expenses were not the doctor's obligation 
at all. 

In some cases, the opposite situation 
has presented itself. An employment 
contract might impose certain expenses 
upon the physician(s), but for conve¬ 
nience the corporation has paid them. 
Here, the expenses are not deductible by 
the corporation, being rather "prefer¬ 
ential dividends" as payment of its share¬ 
holder-physician's obligations. 

In either direction, the disallowance of 
business expense deductions for failure to 
follow employment contract provisions is 
unfortunate. The situation is totally 
avoidable simply by a doctor's reference 
to his document. If it does not recite the 
actual arrangements, the contract can 
easily be changed to conform to the facts. 




ACTION NOTE-Be sure your employ¬ 
ment agreement imposes responsibility 
for paying business expenses as they 
actually are being paid; avoid IRS attack 
based upon the divergence of document 
provisions from actual fact. 









A Difference in 
TheophyllineTherapy 


micro-pulverized 

BRONKODYL Capsules 

brand of theophylline, USP anhydrous 



ADVERSE REACTIONS: Gastrointestinal: Epigastric distress, nausea, vomit¬ 
ing. Cardiovascular: palpitations. CNS: Insomnia, restlessness, irritability, con¬ 
vulsion. 

DOSAGE AND ADMINISTRATION: Adults: Usual dosage of Bronkodyl is 200 
mg. every 6 hours (four doses in each 24 hours). This dosage may be adjusted 
to reflect individual clinical response as an indication of slow or rapid metab¬ 
olism of the drug. If adverse reactions are encountered, each dose may be 
reduced, or the interval between doses may be lengthened, or both. If clinical 
response is not satisfactory, indicating possible rapid inactivation of the drug, 
dosage may be gradually increased to achieve the desired response. In some 
instances of either too slow or too rapid metabolism, plasma levels of theo¬ 
phylline should be determined and dosage adjusted accordingly to achieve 
levels above 10 mcg/ml, but not to exceed 20 mcg/ml. 

Dosage in Children: Usual dosage should be based on administration of 10 mg 
per kg per 24 hours, divided in 4 doses per day, given every 6 hours. As this may 
not be possible with use of the capsules, Bronkodyl elixir may be used. Theo¬ 
phylline saliva levels (approximately 60% of simultaneous blood levels), may 
facilitate dosage adjustments, especially in children, to obtain appropriate 
response. 

HOW SUPPLIED: 

Bronkodyl 100 mg., brown and white capsules in 100's, Code #1831. 

Bronkodyl 200 mg., green and white capsules in 100's, Code #1833. 

Bronkodyl Elixir, 80 mg. per 15 ml, in pints, Code #1835. 


REON 


BREON LABORATORIES INC. 

90 Park Avenue, New York, N.Y 10016 


'DESCRIPTION: 

Each green and white hard gelatin capsule contains theophylline USP anhy¬ 
drous. 200 mg., in a micro-pulverized form. Each brown and white hard gelatin 
capsule contains 100 mg. The elixir contains 80 mg. theophylline per 15 ml. 
in a 20% alcohol elixir (approximately 20 calories, 0.9 gm carbohydrate per 
tablespoonful). 

ACTION: Theophylline is a methylxanthine which relaxes the smooth muscu¬ 
lature of the bronchioles through its inhibition of the conversion of cyclic 
adenosine monophosphate to adenosine monophosphate by phosphodiester¬ 
ase. It also has diuretic, cardiotonic, and CNS stimulant effects. 

INDICATIONS: Bronkodyl is indicated for symptomatic relaxation of bronchiolar 
spasm in the chronic obstructive bronchopulmonary diseases: e g., bronchial 
asthma, chronic bronchitis and pulmonary emphysema. 

CONTRAINDICATIONS: Bronkodyl is contraindicated in persons known to 
have had serious idiosyncratic responses to theophylline, its salts, or the other 
methylxanthines. theobromine, or caffeine and may be contraindicated in peptic 
ulcer. 

WARNINGS: All methylxanthines should be used with caution in children and in 
others who are currently taking bronchodilator products, especially in rectal 
dosage form, which may contain theophylline or related drugs. 

USAGE IN PREGNANCY: Although theophylline has been used for many 
years, with no evidence of adverse fetal effect or teratogenicity, its safety in 
pregnancy has not been established. Therefore use of Bronkodyl during lacta¬ 
tion or in women of childbearing potential requires that possible benefits of the 
drug be weighed against possible hazards to fetus or child. 

PRECAUTIONS: Bronkodyl should be used with caution in patients with cardiac 
or circulatory disease. 


Blood levels as fast as an elixir 
With minimal gastric irritation* 

‘Please see complete prescribing information, a summary of which follows. 









WOMAN SUFFRAGE 


Social Security Bill Is Signed; 


Gives Pensions to Aged, Job 


Signs Certificate of Ratification 

at His Home Without Roosevelt Approves Message Intended to Benefit 30,0 

Women Witnesses. Persons When States Adopt Cooperating Laws-He i 

the Measure ‘Cornerstone*of His Economic Progri 


MILITANTS VEXED AT PRIVACY. 


Wanted Movies of Ceremony, 


But Both Factions Are 
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SENATE APPROVES 
18-YEAR OLD VOTE 
1NALL ELECTIONS 


Amendment to Constitution 
is Sent to House, Where 
Passage is Expected 


WASHINGTON, Aur. 1 
The Social Security Bill, p 
a broad program of unemi 
insurance and old age ] 
and counted upon to ben< 
20,000,000 persons, becanu 
day when it was signed 1: 
dent Roosevelt in the prc 
those chiefly responsible 
ting it through < 

Mr. Ro >evelt cal 
“the co erstone 


>eing 




WASHINGTON, March 10, 
1971—The Senate approved 
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THU MAN CLOSES 


VED NATIONS CONFEREh 
1THPLEA TO TRANSLATE 
CHARTER INTO DEEDS 1 


NEW WORLD HOPE 


President Hails ‘Great 
Instrument of Peace,' 
Insists It Be Used 


" • 's' 


HISTORIC LANDMARK 



ition as Executive 

Pictures Peace Gain 

; v ■ - ..; ; 


"If we fail to use it," he declared 
to the solemn final meeting of the 
delegates, ‘we shall, betray all of 
those who have died in order that 
we might meet*here in freedom and 
safety to create it.’ 

"If we seek to use it selfishly—for 
the advantage of any one nation or 
any small group of nations—we 
shall be equally guilty of that be¬ 
trayal.” 

Fervent Interpolation 
The President, speaking in the 
auditorium of the War Memorial 
Opera House, built in memory of 
sons of the Golden Gate city who 
gave their lives in the first World. 
War, in which he himself served, 
seemed to give unconscious expres¬ 
sion to the solemn feeling of the 
occasion when, at the outset of his 
speech, he interpolated the words, 
half a hope, half a prayer: 

"Oh, what a great day this cart 
be in history!” < 

Just before the plenary session 



the Oral 


Ends Nc 


WASHINGTON, Jan. 27, 
1973—“With the signing of 
the peace agreement in 
Paris today, and after re¬ 
ceiving a report from the 
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PATIENT PACKAGE INSERTS: A 
CONCEPT WHOSE TIME HAS COME? 


The consumer’s right to know is an ir¬ 
reversible and desirable trend of the 
Seventies. It extends, and properly, to a 
patient’s right to know more alxjut his 
or her prescription medications, (hie 
way, gaining favor, is through patient 
package inserts. Wisely-prepared and 
properly distributed when medically in¬ 
dicated, they could markedly improve 
patient knowledge and drug therapy— 
laudable goals by anyone’s standards. 

The PMA endorses these goals and 
will work with government, the health 
professions and consumers to achieve 
them. 

_ The Advanta ges_ 

The concept holds promise of benefits: 
better patient understanding of the 
product prescribed, better adherence 
to the treatment plan, and more aware¬ 
ness of possible side reactions. 

Every doctor has had patients 
who fail to finish antibiotic regimens 
because they feel better. Some patients 
assume that if one tranquilizer or 
analgesic is good, two may be twice as 
g<x)d. Still others fail to report dizzi¬ 
ness while on antihypertensive therapy 
—and so on. 

Problems like these might arise 
less often if the patient received writ¬ 
ten information in addition to verbal 
instructions. Some studies suggest 
that patients are more receptive to 
such materials, and they more often 
understand the verbal instructions and 
follow them, when inserts are used. 

The Disadvanta ges_ 

There are also some potential prob¬ 
lems. Obviously, the inserts must be 
clearly phrased, without extraneous or 
complex detail. How much information 


is enough? How can it be kept current? 
Should all patients receive the same 
information? Should inserts be in¬ 
cluded with all drugs? Should only 
potential problems be listed or are 
patients better off with a “fair balance” 
presentation that describes usefulness 
as well as drawbacks? 

These and similar questions 
require answers, since model inserts 
have yet to be properly developed and 
tested. Despite the need for these 
studies, the FDA is proceeding pre¬ 
maturely with inserts on selected 
products. We think the Congress is the 
only place where the matter can be 
given the proper legal status and 
direction, particularly since it repre¬ 
sents a conceptual change in the legal, 
medical and social framework of the 
nation’s prescription drug information 
system. 

_ The Solution _ 

The PMA believes that carefully- 
devised pilot studies of various kinds 
of inserts are needed. They should be 
developed and implemented with full 
participation by doctors, pharmacists, 
consumers, communications experts 
and the drug industry. Such studies 
will provide reliable pathways to 
follow, so that inserts will be useful 
aids to medical practice. 

And particularly we think that 
you should be closely involved in this 
debate and in these studies and deci¬ 
sions. Otherwise, people with less 
experience and qualifications may 
control the purposes, content and use 
of a tool with considerable promise for 
improved patient care. It could make a 
difference in your practice tomorrow, 
and more importantly, in the health 
of your patients. 


BWk 

THE PHARMACEUTICAL MANUFACTURERS ASSOCIATION 
1155 FIFTEENTH ST, N W„ WASHINGTON. D C 20005 
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KAON® ELIXIR was introduced in 1954, 
followed by KAON" TABLETS in 1963. Decades of clinical 
experience indicate acceptability, effectiveness, and safety 
in the majority of patients; should abdominal 
pain occur, therapy should be discontinued. Both have been 
taken by patient after patient, day after day, year after 
year, to correct potassium deficiencies. Both have 
consistently demonstrated their value when diet alone is 
inadequate for potassium replacement. 


Kaon* Elixir 

(potassium gluconate) 


Kaon Tabs 


(potassium gluconate) 


BRIEF SUMMARY 
Kaon Tablets/Kaon Elixir 

KAON® (potassium gluconate) TABLETS 

Description: Each sugar-coated tablet supplies 
5 mEq. of elemental potassium (as potassium 
gluconate 1.17 Gm.). Kaon Tablets are sugar 
coated, not enteric coated, which favors dis¬ 
solution in the stomach and absorption before 
reaching the small intestine where the lesions 
with enteric potassium chloride have occurred. 
The sugar coating merely adds to palatability 
and ease of swallowing, not to delay absorp¬ 
tion as does the enteric coating. 

Indications: Oral potassium therapy for the pre¬ 
vention and treatment of hypokalemia which 
may occur secondary to diuretic or cortico¬ 
steroid administration. It may be used in the 


treatment of cardiac arrhythmias due to digitalis 
intoxication. 

Contraindications: Severe renal impairment 
with oliguria or azotemia, untreated Addison's 
disease, adynamia episodica hereditaria, acute 
dehydration, heat cramps and hyperkalemia 
from any cause. 

Warning: There have been several reports, pub¬ 
lished and unpublished, concerning nonspecific 
small-bowel lesions consisting of stenosis, with 
or without ulceration, associated with the ad¬ 
ministration of enteric-coated potassium tablets 
alone or when they are used with nonenteric- 
coated thiazides or certain other oral di¬ 
uretics. These small-bowel lesions have caused 
obstruction, hemorrhage and perforation. Sur¬ 
gery was frequently required and deaths have 
occurred. Available information tends to impli¬ 
cate enteric-coated potassium salts, although 


lesions of this type also occur spontaneously. 
Therefore, coated potassium-containing formu¬ 
lations should be administered only when indi¬ 
cated and should be discontinued immediately if 
abdominal pain, distention, nausea, vomiting, 
or gastrointestinal bleeding occur. Coated potas¬ 
sium tablets should be used only when adequate 
dietary supplementation is not practical. 
Precautions: In response to a rise in the concen¬ 
tration of body potassium, renal excretion of the 
ion is increased. With normal kidney function, 
it is difficult, therefore, to produce potassium 
intoxication by oral administration. However, 
potassium supplements must be administered 
with caution, since the amount of the deficiency 
or daily dosage is not accurately known. Fre¬ 
quent checks of the clinical status of the patient, 
and periodic ECG and/or serum potassium 
levels should be made. High serum concentra- 
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tions of potassium ion may cause death through 
cardiac depression, arrhythmias or arrest. This 
drug should be used with caution in the presence 
of cardiac disease. 

In hypokalemic states, especially in patients 
on a salt-free diet, hypochloremic alkalosis is a 
possibility that may require chloride as well as 
potassium supplementation. In these circum¬ 
stances, Kaon (potassium gluconate) should be 
supplemented with chloride. Ammonium chlo¬ 
ride is an excellent source of chloride ion (18.7 
mEq. per Gram), but it should not be used in 
patients with hepatic cirrhosis where ammonium 
salts are contraindicated. Other sources for 
chloride are sodium chloride and Diluted 
Hydrochloric Acid, U.S.P. 

It should also be kept in mind that ammonium 
cycle cation exchange resin, sometimes used to 
treat hyperkalemia, should not be administered 


to patients with hepatic cirrhosis. 

Adverse Reactions: Nausea, vomiting, diarrhea 
and abdominal discomfort have been reported. 
The symptoms and signs of potassium intoxi¬ 
cation include paresthesias of the extremities, 
flaccid paralysis, listlessness, mental confusion, 
weakness and heaviness of the legs, fall in 
blood pressure, cardiac arrhythmias and heart 
block. Hyperkalemia may exhibit the following 
electrocardiographic abnormalities: disappear¬ 
ance of the P wave, widening and slurring of 
QRS complex, changes of the S-T segment, tall 
peaked T waves, etc. 

Overdosage: Potassium intoxication may result 
from overdosage of potassium or from thera¬ 
peutic dosage in conditions stated under 
"Contraindications." Hyperkalemia, when de¬ 
tected, must be treated immediately because 
lethal levels can be reached in a few hours. 


KAON® (potassium gluconate) ELIXIR 
Description: Each 15 ml. (tablespoonful) sup¬ 
plies 20 mEq. of elemental potassium (as potas¬ 
sium gluconate, 4.68 Gm.) with saccharin and 
aromatics. Alcohol 5%. 

Indications: See Kaon Tablets. 

Precautions: See Kaon Tablets. 

In hypochloremic alkalosis, potassium 
replacement with potassium chloride 
(e.g., Kaochlor® 10% Liquid) may be more ad¬ 
vantageous than with other potassium salts. 
Adverse Reactions: See Kaon Tablets. 
Overdosage: See Kaon Tablets. 

WARREN-TEED 

LABORATORIES. INC. 

DIVISION OFADRIA LABORATORIES INC. 
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Spinal cord damage resulting in pa¬ 
ralysis constitutes one of the most 
devastating illnesses known to man. 
The instantaneous effect of such dam¬ 
age can result in total disruption of the 
victim’s life and can often subject him 
to permanent suffering and in¬ 
stitutionalization. His brain, his 
heart, his potential may be entrapped 
forever. 

The majority of spinal cord damage 
occurs in males under the age of 25. 
Their productive capacity is an im¬ 
measurable but needless loss to soci¬ 
ety. 

As a result of advances made in the 
past twenty years in medicine, 
surgery, and supporting mechanisms, 
these victims can now be expected to 
survive a normal lifespan. Our society 
can provide paraplegics and quadri¬ 
plegics (those paralyzed from the neck 
down) with an alternative to lifelong 
imprisonment. 

The potential exists. Yet, too often, 
medical expertise and continuing care 
are haphazard and fragmented; they 
fail to achieve their goal. 

Ever-increasing numbers of spinal 
cord injured people present social and 
medical challenges. We must channel 
existing skills into a system that will 
provide a smooth and steady progres¬ 
sion through a complete care program. 
Rehabilitation measures and voca¬ 
tional training are absolute neces¬ 
sities. The astronomical monies in¬ 
volved in maintaining helpless vic¬ 
tims must be transferred to providing 
the care that will return them to ful¬ 
filling and productive lives. 

Therefore, on February 11, 1976, I 
announced the appointment of a Spi¬ 
nal Cord Injury Committee to formu¬ 
late a plan for a statewide program for 
the management of spinal cord inju¬ 
ries. 

The Committee was composed of a 
variety of individuals with distin¬ 
guished backgrounds in neu¬ 
rosurgery, rehabilitative medi¬ 
cine, occupational therapy, and pro¬ 
gram planning related specifically to 
problems of spinal cord injured per¬ 
sons. Among these individuals are two 
persons who have suffered spinal cord 
injuries. (The following page iden¬ 
tifies participating Committee mem¬ 
bers.) 


The Committee had a number of 
meetings during the ensuing 18 
months including the conducting of a 
survey covering 265 hospitals in the 
State. The Committee then formed 
four subcommittees to prepare rec¬ 
ommendations in the areas of (1) Pa¬ 
tient Retrieval (transportation of pa¬ 
tients), (2) Rehabilitation and Chronic 
Care, (3) Statistical Information and 
Geographic Locations, and (4) Acute 
Care, which are included in the follow¬ 
ing report. 

I wish to commend the Committee 
for its dedication in developing this 
report and the fine manner in which 
they have carried out their original 
charge. 

Leonard Bachman, M.D. 

Secretary of Health 


Spinal Cord Injury Committee 


Chairman 

William A. Black, Jr., M.D., Director 
Weiss Institute of Neurological Sciences 
Community Medical Center 
Scranton, Pennsylvania 18503 

Maurice Albin, M.D., Professor 
Department of Anesthesiology and Neurologic 
Surgery 

Director, Spinal Cord Injury Research Center 
University Health Center Hospitals of 
Pittsburgh 

230 Lothrop Street, Room 9402 
Pittsburgh, Pennsylvania 15213 

Michael J. Aronica, M.D., Medical Director 
Allied Services For the Handicapped 
Scranton, Pennsylvania 18503 

John Clokey, Dean, School of Arts & Letters 
West Chester State College 
West Chester, PA 19380 

J. Paul Ferguson, M.D. 

Geisinger Medical Center 
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Dorthea Glass, M.D., Medical Director 
Moss Rehabilitation Unit 
12th and Tabor Roads 
Philadelphia, Pennsylvania 19141 

Michael Goodling, Occupational Therapist 
Polyclinic Medical Center 
Harrisburg, Pennsylvania 17110 

M. Richard Katz, M.D., Secretary 
Pennsylvania Neurosurgical Society 
1335 Tabor Road 
Philadelphia, Pennsylvania 19141 
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Hamot Medical Center 
Erie, Pennsylvania 16512 

Elizabeth J. McCann, Director 
Program & Planning 
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Fulling Mill Road 
Middletown, Pennsylvania 17057 


Introduction 

The Spinal Cord Injury Committee 
was developed through the Health 
Advisory Council of the State of Penn¬ 
sylvania and was supervised in its 
study by Secretary of Health Leonard 
Bachman, M.D. 

Pennsylvania’s need for a study of 
spinal cord injuries is obvious. Note 
the enormous loss of human resources 
in these paralyzed individuals; the 
tragedy affecting their families and 
communities; the astronomical medi¬ 
cal expenses involved in the average 
lifetimes; and the loss of individual 
productivity, estimated to be nearly 
$1.2 million of the gross national 
product per case. Recent devel¬ 
opments in the treatment of spinal 
cord injury impel us to question the 
care these patients receive in our 
Commonwealth. 

Through frequent sessions the 
Committee developed a comprehen¬ 
sive system for managing all types of 
spinal cord injuries and spinal cord 
problems. The Committee concluded 
that to exclude any form of spinal cord 
disorder, congenital or acquired, 
would result in a lack of completeness 
in dealing with the problem. 

The Committee concluded that the 


Commonwealth should fund, through 
legislation, a spinal cord panel desig¬ 
nated to develop and promote a com¬ 
prehensive system of care. The panel 
would certify certain institutions as 
spinal cord centers and monitor their 
activities in order to assure the best 
possible care at the most reasonable 
cost. Providing efficient service for 
total care necessitates limiting the 
number of spinal cord centers to those 
areas where the need is justified. 

Difficulties involved in reporting 
disease and injury classifications con¬ 
fine this report to the patient with 
traumatic spinal cord injury. Restrict¬ 
ing the study to a single frame of ref¬ 
erence makes possible the comparison 
of Pennsylvania’s data with that of 
other areas. The statistics included 
from Pennsylvania are only those of 
spinal cord injury with permanent pa¬ 
ralysis. For the most part these signify 
quadriplegia and paraplegia. 

Although its statistics are based 
only on traumatic damage, the Com¬ 
mittee proposes that all patients with 
spinal cord damage will benefit from 
this comprehensive program. 

The Committee’s areas of investiga¬ 
tion have encompassed statistical 
data; retrieval and transportation of 
the injured patient; acute care facility 
and equipment; rehabilitation cen¬ 


J. L. Osterholm, M.D., Professor 
Department of Neurological Surgery 
Jefferson Medical College & Hospital 
1025 Walnut Street 
Philadelphia, Pennsylvania 19107 

William Steinbach, M.D., Vice President 
Pennsylvania Orthopaedic Society 
Northeastern Bank Building 
Scranton, Pennsylvania 18503 

Victor F. Greco, M.D., 

Pennsylvania Department of Health 

Michael Sotak 

Pennsylvania Department of Health 

Edward Zerdy, Statistician 
Pennsylvania Department of Health 


ters; long term followup in satellite 
centers for outpatients; alternative 
housing; education; and research. 

The problem 

Each year 11,000 Americans, the 
majority between the ages of 18 and 
35, suffer traumatic spinal cord inju¬ 
ries with resultant permanent paraly¬ 
sis of varying degrees. Estimates of 
the number of disabled range from 
125,000 to the National Paraplegia 
Foundation’s approximation of 
250,000. 

In a study published in December 
1976, the Insurance Institute for 
Highway Safety (Washington, DC) 
found that each year "the spinal cords 
of some 5,300 Americans are severed, 
crushed, or otherwise seriously in¬ 
jured in motor vehicle crashes alone." 1 
When football, diving, and other 
sports-related accidents; falls; indus¬ 
trial and occupational accidents; and 
gun shot wounds are added to au¬ 
tomobile accidents, the figures are 
staggering. 

Medical expenses now average 
$40,000 in the first year. The lifetime 
expectation for medical costs is 
$600,000 per individual. Our gross na¬ 
tional product suffers an estimated 
loss of $1.2 million per case. 
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Table I 

Incidence of Spinal Cord Injury from Trauma 
Commonwealth of Pennsylvania 1973-1974 



Current status in the commonwealth 

Pennsylvania has no system for the 
management of spinal cord injury ser¬ 
vices. Many victims are taken to small 
hospitals with inexperienced staffs or 
to institutions without appropriate 
facilities and personnel. In many in¬ 
stances, although competent centers 
provide acute care, comprehensive re¬ 
habilitation and education and long 
term followup are not available. This 
non-system often results in limited 
skills, a depressing life existence, and 
total dependence on repetitive hospi¬ 
talization and welfare. 

Early treatment in institutions 
with specialized personnel and 
equipment may prevent further injury 
and hence save a significant group of 
people from the specter of permanent 
paralysis. Results of our studies 
suggest that the majority of victims 
can be rehabilitated and employed at 
high levels of function and responsi¬ 
bility. 

Presently, not one four-year college 
or university in Pennsylvania is 
equipped to handle the paraplegic 


student for a full college education. 
This deplorable fact forces residents of 
the Commonwealth to refer to other 
states. 

Appalled by the absence of a system 
for managing these patients, the 
Committee offers its proposal for a 
comprehensive system for the man¬ 
agement of spinal cord injury services. 
Implementation of this proposal will 
require funding the Committee as a 
base for establishing spinal cord cen¬ 
ters throughout Pennsylvania. The 
remainder of this report delineates the 
areas to which effort must be directed. 


Statistical data 

An attempt to determine the 
number and location of spinal cord in¬ 
juries in Pennsylvania has consumed 
two years of time and effort. Despite a 
multiple method approach, the diffi¬ 
culty in procuring a sufficient number 
of responses reduced the findings to 
approximations only. 

William Steinbach, M.D., Paul Fer¬ 
guson, M.D., and our consulting stat¬ 


istician, Mr. Ed Zerdy of the Pennsyl¬ 
vania Department of Health, have 
gathered data which we are rea¬ 
sonably certain give an accurate sam¬ 
pling from which to draw significant 
conclusions. 

While the Department of Health 
sent a detailed questionnaire to hospi¬ 
tals, orthopedic surgeons and neu¬ 
rosurgeons received the Commit¬ 
tee’s questionnaires. Through the 
Hospital Association of Pennsylvania 
(HAP) the Committee conducted a 
hospital survey. 

Table I (drawn from the HAP study) 
shows the incidence of spinal cord in¬ 
jury from trauma in 1973-74. The 
footnote indicates the difficulties en¬ 
countered in obtaining precise infor¬ 
mation. 

The Committee encountered the 
same problem with all surveys at¬ 
tempted. Although the cost of followup 
procedures prohibited more definitive 
results, the Committee believes that, 
on the basis of the information re¬ 
ceived, the projections are conserva¬ 
tive. Results of other surveys appear 
in the appendix. 
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Retrieval and transportation 

The patient with acute spinal cord 
trauma presents a special retrieval 
problem. Accidents resulting in acute 
trauma usually occur outside the hos¬ 
pital environment, may involve se¬ 
vere problems of extrication, and often 
are initially handled by personnel 
with little expertise in clinical man¬ 
agement. (Patients with congenital 
anomalies, infection processes, and 
other causes present less vital trans¬ 
portation problems.) 

Unlike other illnesses, spinal cord 
injury requires immediate treatment 
at the trauma scene and enroute to the 
center. The initial time period is criti¬ 
cal for the arrest of an expanding spi¬ 
nal cord lesion. Since much degenera¬ 
tion occurs during the first four hours 
post trauma, it is estimated that the 
patient should be in a qualified center 
within fifty minutes. 

Many studies have shown that spi¬ 
nal cord injury can be minimized 
when specially trained personnel are 
assigned to retrieval and transporta¬ 
tion. Rapid and closely integrated 
transportation services to properly 
equipped and staffed centers can en¬ 
sure optimum treatment and prevent 


irreversible deterioration. Therefore, 
a mechanism of retrieval as outlined 
by this Committee is mandatory. 

The current concept of care for such 
critically injured patients must be 
changed. An acutely injured person 
with spinal cord damage should not be 
sent to the nearest health facility, but 
should be immediately transported to 
the nearest spinal cord injury center. 

The research reported by Maurice 
Albin, M.D., formulates the Commit¬ 
tee’s proposal for retrieval and trans¬ 
portation of the patient with spinal 
cord injury. The report examines all 
types of spinal cord injury, including 
lesions due to trauma, congenital 
anomalies, neoplasms, metabolic dis¬ 
turbances, and infectious processes. 

Flow pattern 

The flow pattern required of an ef¬ 
fective retrieval system (Figure 1) be¬ 
gins with witnesses or police units 
recognizing the occurrence of trauma 

(A) and notifying the emergency med¬ 
ical services command post (EMSOC) 
that a spinal injury may be involved 

(B) . 2 The command post (or regional 
coordination center) dispatches a mo¬ 
bile intensive care unit (MICU) if the 


scene is within 50 miles of the spinal 
cord injury center (SCIC) or an air 
ambulance helicopter (AAH) if it is 
between 50 and 200 miles (C). In 
either case, the transport vehicle re¬ 
quires an emergency medical service 
technician 2 with advanced paramedic 
training, including intravenous infu¬ 
sion, ventilation and intubation, ar¬ 
rhythmia management, and advanced 
cardiopulmonary resuscitation. A 
specialist consultant may accompany 
the transport vehicle or be available if 
needed. 

At the scene the type of trauma is 
identified and necessary life support 
activities are initiated (D). In case of 
entrapment, the patient is extricated 
using approved techniques (E); 3 - 4 the 
extent of trauma is determined (F); 
and, if needed, cardiopulmonary re¬ 
suscitation, respiratory support, and 
immobilizing devices are used. 

The EMSOC directs delivery of the 
patient to the nearest spinal cord in¬ 
jury center (G). Only when injuries are 
immediately life threatening and a 
local hospital is in the near vicinity 
will the patient be sent there or to a 
nearby trauma center. Acute cord in¬ 
jury patients should not be routinely 
transported to the nearest hospital . 5 


Figure 1 Retrieval System Spinal Cord Injury Patients 
TREATMENT FLOW ORGANIZATION 


CPR—Cardiac Pulmonary 
Resuscitation 
EMT— Emergency Medical 
Transportation 
MICU—Mobile Intensive 
Care Unit 

EMS—Emergency Medical 
Services 

EMSOC—Emergency Medical 

Services Command Post 
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We must study ways to expedite 
trauma identification. To ensure effi¬ 
cient delivery of the patient to the ap¬ 
propriate center, we must improve 
coordination with police and 
emergency agencies on the city, 
county, and state levels. Many of the 
necessary ingredients are already 
available, including the Pennsylvania 
Emergency Health Services Council 
directed by H. Arnold Muller, M.D.; 
the Pittsburgh Emergency Medical 
Service organization; an MICU in 
Scranton under the direction of Pat¬ 
rick Ferraro, M.D., which is manned 
by paramedics; emergency medical 
training and manuals; and ambulance 
design and equipment adaptable to 
the retrieval and transportation of pa¬ 
tients with spinal cord injury. 

With these fundamental factors al¬ 
ready present, and with our knowl¬ 
edge of experience in the Chicago and 
Baltimore Trauma Centers, organiza¬ 
tion of this portion of the spinal cord 
injury program is feasible. 

Our standards must be high and we 
must formulate an intensive educa¬ 
tion and training program covering all 
phases of care of the spinal cord pa¬ 
tient. This is a high priority item since 
at least 25 percent of those with spinal 
cord injury are quadriplegics—most of 
them between the ages of 16 and 30! 


Developmental role 

Because the proposed system re¬ 
quires a marked change in prevailing 
concepts of emergency medical care 
and transportation, the educational 
investment becomes as important as 
the material cost involved in equip¬ 
ping ambulances, hospitals, and re¬ 
habilitation centers. 

Ample documentation shows how 
poorly organized, poorly trained, and 
poorly centralized Pennsylvania’s pa¬ 
tient retrieval and transportation sys¬ 
tem is when compared to those of 
many countries in the world. We must 
adapt the many world models 6 to the 
particular realities in our state. Accu¬ 
rate statistical data on incidence and 
geographical distribution of all types 
of spinal cord injuries will determine 
the number and location of specialized 
centers. We must, however, be con¬ 
cerned not only with the mechanics of 
setting up this system, but also with 
developing education and research 
programs that will serve our continu¬ 
ing efforts to provide optimum care. 


Conclusions 

Data indicate that the incidence of 
acute spinal cord injuries in Pennsyl¬ 


vania ranges from 30 to 50 cases per 
million inhabitants. Projecting this 
figure to our knowledge of first year 
costs, we are talking of an expenditure 
of about $2 million per million in¬ 
habitants or approximately $24 mil¬ 
lion annually. This figure does not 
take into account the sociological 
problems and suffering encountered 
by the family and community of the 
injured person. Thus our goal must be 
to identify the patient and transport 
him without delay to the nearest 
treatment facility without exacerbat¬ 
ing his condition. The links of this 
chain of action must be equally strong, 
for proper retrieval and transporta¬ 
tion procedures have little value when 
treatment facilities are inadequate. 


Spinal cord injury centers 

The Committee’s review of statistics 
on current facilities in Pennsylvania’s 
hospitals discloses the need for re¬ 
gional centers that are properly ad¬ 
ministered, coordinated, and super¬ 
vised. 

The Committee is convinced that 
SCICs must care for a significant pa¬ 
tient load in order to maintain their 
expertise. Facilities must also be com¬ 
prehensive enough in terms of equip- 









ment and personnel to handle all pos¬ 
sible complications and alternative 
forms of therapy. 

It is the judgment of the Commit¬ 
tee that five such centers, in conjunc¬ 
tion with satellite hospitals, would 
adequately serve the needs of the 
Commonwealth. 

Prior to activating each proposed 
center, plans should be drawn up and 
budgets estimated so that a single 
center need not possess all basic re¬ 
quirements, even where definitive 
need is established. Expensive, in¬ 
frequently used resources will be cen¬ 
tralized, increasing efficiency and cost 
economy, avoiding duplication of ser¬ 
vices, and decreasing premature 
death or lifelong dependency on exist¬ 
ing, inadequate facilities. 

Jewell L. Osterholm, M.D. compiled 
the elements which constitute the 
Committee’s conception of a spinal 
cord injury center. 

Patient load 

A center should care for at least 30 
to 50 patients yearly. When patient 
loads fall below this level, expertise, 
efficiency, and interest can be ex¬ 
pected to decline in direct proportion 
to the population. Larger patient loads 
are possible when facilities and per¬ 
sonnel exist to achieve success. These 
considerations will largely determine 
the geographical locations selected. 

Personnel 

Hospital care alone may involve an 
estimated 25 medical and ancillary 
specialists. 

An acute spinal injury center must 
have a fused working team consisting 
of the following professional compo¬ 
nents: Surgery —general, neurologi¬ 
cal, orthopedic, cardiothoracic, urolog¬ 
ical, and plastic; Medicine —general, 
pediatric, pulmonary, and infectious 
disease; Other —anesthesiology, 
neurology, neurological nursing (spi¬ 
nal injury), psychiatry, psychology, 
rehabilitation, critical care, intermit¬ 
tent bladder catheter team, social ser¬ 
vices, and a functioning house staff. 
The necessity for these elements can 
scarcely be overemphasized. 

Facilities 

Required facilities should include: 
an emergency room, fully equipped to 


process all types of acute care cases; an 
operating room, immediately avail¬ 
able at all times; a radiology depart¬ 
ment, capable of rapid diagnosis in 
any hospital area; a critical care unit, 
with appropriate monitoring devices; 
and acute care laboratory for blood 
gases, chemistry, and cytology, avail¬ 
able on a 24-hour basis; a spinal injury 
unit for acute and chronic cases. 

These facilities should be geograph¬ 
ically distinct, and each should be 
available and equipped for proper 
management of the spinal cord injury 
victim. 

Equipment 

Necessary equipment should in¬ 
clude: all standard operating room 
equipment, including a microscope 
and a full array of microsurgical in¬ 
struments; all general radiographic 
equipment plus polytomography 
(which enables air and/or oil myelog¬ 
raphy); and spinal injury beds with 
traction and halo frames. 

Additional specialized equipment 
should include: sensory evoked po¬ 
tential equipment (an electro- 
physiological methodology that is 
rapidly becoming state-of-the-art in 
diagnostic and treatment arenas); an 
intra-operative hypothermic unit; 
monitoring equipment used for elec¬ 
trocardiograms, blood pressure, and 
respiration on line with oscilloscopic 
display with appropriate alarm sys¬ 
tems; and modern cystometric equip¬ 
ment. 

Communications equipment should 
include identical record-keeping 
techniques in all centers and radio 
communications (telemetry) with the 
paramedical team. 

Teaching 

Centers must be charged directly 
with teaching responsibilities at pro¬ 
fessional and technical levels. The 
best current treatment and care 
methodologies must be relayed, and 
handbooks should be compiled. The 
centers should also train paramedical 
and nursing personnel and offer fel¬ 
lowships in acute and chronic care. 

Research 

Clinical investigation of improved 
care methodologies is implicit in the 


concept of a spinal injury center. De¬ 
tailed records from each center must 
be available to assess comparable care 
standards and results and to allow 
prediction of the therapeutic potency 
of a new treatment modality. Peer re¬ 
view will be effective in the mainte¬ 
nance of high standards. 

Centers must be so constituted that 
new methods discovered in the labora¬ 
tory can be applied in rigidly con¬ 
trolled experimental programs. Rapid 
advances in improved methodology 
and techniques must be incorporated 
as they occur. 

The Committee believes that re¬ 
search in the field of spinal cord injury 
must be enthusiastically supported at 
selected centers to improve the recov¬ 
ery potential of victims of this catas¬ 
trophic illness. Not all centers can be 
involved in basic research, but all 
should be involved in clinical re¬ 
search. 

Rehabilitation 

Victims of spinal cord injury are 
often immobilized for weeks in acute 
hospitals before being transferred to 
chronic care institutions that are 
poorly equipped to handle their spe¬ 
cial needs. 

American, British, and Swiss SCICs 
have demonstrated that the majority 
of patients with spinal cord damage 
can have a useful and productive fu¬ 
ture given the necessary specialized 
care and early aggressive rehabilita¬ 
tive measures. Only a small percent¬ 
age of spinal injured persons are not 
candidates for an effective restorative 
program. 

Rehabilitation is the cornerstone of 
the patient’s lifetime productivity. 
Rehabilitative measures must be 
started early and must involve totally 
the patient and his family. Further, 
they must continue until the individ¬ 
ual’s needs and abilities reach com¬ 
plete rehabilitation. 

Preventive rehabilitation must be 
first, striving to eliminate early com¬ 
plications and further loss of spinal 
cord function. Professor Marion Weiss 
of the Rehabilitation Institute of War¬ 
saw, Poland, estimates that treatment 
for complications, and not the injury 
itself, can add from three to nine 
months to the patient’s total hospi¬ 
talization. The rehabilitative process 
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then extends to adaptation to a 
changed wof Id and to vocational train¬ 
ing. 

Thus our recommendation for re¬ 
habilitation programs includes inpa¬ 
tient and outpatient care, home health 
care, vocational rehabilitation, and 
long term placement for the severely 
disabled (see Table II). 

Dorthea Glass, M.D., Mr. Michael 
Goodling, and Mrs. Elizabeth McCann 
formulated the following plans for 
comprehensive rehabilitation. 

Basic premises 

A basic premise of managing the 
spinal cord injury patient is that the 
rehabilitative process must begin as 
soon as his medical condition is sta¬ 
bilized and while he is still in bed or on 
a frame. When the acute crisis sub¬ 
sides emphasis is transferred to 
restoration of lost function and to re¬ 
duction of complications accompany¬ 
ing the paralytic state (see Table III). 


Proximity of the acute rehabilita¬ 
tion unit to the acute hospital is desir¬ 
able, for setbacks often interrupt the 
rehabilitative process and require re¬ 
turn to an acute hospital. Long term 
rehabilitation facilities should be as 
close as possible to the patient’s home 
community. 

Under the proposed program of 
SCIC, specialized care can be contin¬ 
ued; and, as its need subsides, the re¬ 
habilitation and self-care phases of 
treatment can be progressively in¬ 
creased. Periodic return to the acute 
care center may be necessary, but in¬ 
tegrated centers minimize disruption 
in the rehabilitative process. 

A comprehensive continuum of ser¬ 
vices on the in- and out-patient levels, 
and a cooperative working relation¬ 
ship between the two is needed be¬ 
cause the patient will use both at dif¬ 
ferent stages in his rehabilitation pro¬ 
gram. The family must be involved in 
the program early and remain an in¬ 


tegral part throughout its phases (see 
Table IV). 

Maximum rehabilitation further 
necessitates multi-disciplined special¬ 
ists extending from the acute to the 
subacute to the chronic—and from the 
institutional setting back into the 
community and home. 

Rehabilitation units must be able to 
deal with a broad range of physical, 
psychological, and social problems. 

Physical problems 

The physical problems of the spinal 
cord injury patient include bladder 
and bowel incontinence, diminished 
strength and range of motion, im¬ 
paired respiratory capacity and tem¬ 
perature regulation, skin breakdown, 
decreased sensation, paralysis or 
paresis, edema, spasticity, pain, limi¬ 
tations of physical endurance, altered 
sexual functioning, susceptibility to 
infection, and decreased appetite. 

(continued on page 43) 


Table II 
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Table III 

Criteria for Transfer 

to Local Post-Acute Rehabilitation Program 




Table IV 

Rehabilitation Care 
for the Spinal Cord Injury Patient 
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Does it influence 
your choice of a 
peripheral/cerebral 
vasodilator*? 

• vasodilan—compatible 
with coexisting diseases 

• vasodilan—compatible 
with concomitant therapy 

• Vasodilan—compatible 
with your total regimen 
for vascular insufficiency 


•Indications: Based on a review of this drug by the National Academy of 
Sciences-National Research Council and/or other information, the FDA has 
classified the indications as follows: 

Possibly Effective: 

1. For the relief of symptoms associated with cerebral vascular insufficiency. 

2. In peripheral vascular disease of arteriosclerosis obliterans, throm¬ 
boangiitis obliterans (Buerger's Disease) and Raynaud’s disease. 

Final classification of the less-than-effective indications requires further in¬ 
vestigation. 


Composition: Vasodilan tablets, isoxsuprine HCI, 10 mg, and 20 mg. 

Vasodilan injection, isoxsuprine HCI, 5 mg., per ml. 

Dosage and Administration: Oral: 10 to 20 mg., three or four times daily. 
Intramuscular: 5 to 10 mg. (1 or 2 ml.) two or three times daily. Intramuscular 
administration may be used initially in severe or acute conditions. 
Contraindications and Cautions: There are no known contraindications to oral 
use when administered in recommended doses. Should not be given immediately 
postpartum or in the presence of arterial bleeding. 

Parenteral administration is not recommended in the presence of hypotension or 
tachycardia. 

Intravenous administration should not be given because of increased likelihood 
of side effects. 

Adverse Reactions: On rare occasions oral administration of the drug has 
been associated in time with the occurrence of hypotension, tachycardia, 
nausea, vomiting, dizziness, abdominal distress, and severe rash. If rash ap¬ 
pears the drug should be discontinued. 

Although available evidence suggests a temporal association of these reactions 
with isoxsuprine, a causal relationship can be neither confirmed nor refuted. 
Administration of single dose of 10 mg. intramuscularly may result in hypoten¬ 
sion and tachycardia. These symptoms are more pronounced in higher doses. 
For these reasons single intramuscular doses exceeding 10 mg. are not recom¬ 
mended. Repeated administration of 5 to 10 mg. intramuscularly at suitable in¬ 
tervals may be employed. 

Supplied: Tablets, 10 mg., bottles of 100, 1000, 5000 and Unit Dose; Tablets, 

20 mg., bottles of 100, 500, 1000, 5000 and Unit Dose; Injection, 10 mg. per 
2 ml. ampul, box of six 2 ml. ampuls. 

U S. Pat. No. 3,056,836 

VASODILAN 

(ISOXSUPRINE HCI) 

20-mg tablets 
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This asthmatic 
isn't worried about his 






next Dream... 

he’s active 
he’s effectively 
maintained on 

QUIBRON 

Each capsule or tablespoonful (15 ml) elixir contains 
theophylline (anhydrous) 150 mg and glyceryl guoiocolote 
(guaifenesin) 90 mg. Elixir: alcohol 15% 


high theophylline for effective 
around-the-clock therapy 

Quibron may give the asthmatic up to eight hours of 
bronchodilafion with each dose and provides the 
high dosages of theophylline which ore now believed 
necessary to keep patients free of acute attach and 
chronic wheezing. 

100% free theophylline 

Quibron helps achieve high serum theophylline levels 
with minimal dosage volume...delivers 100%free 
theophylline in comparison to many other com¬ 
pounds which contain from 47% to 91 % effective 
theophylline. 

individualized theophylline 
dosage schedule 

Today's more efficient usage of theophylline includes 
individualizing dosage and monitoring serum theo¬ 
phylline levels. The usual recommended dosages of 
Quibron ore: Adults —1 to 2 capsules or tablespoon¬ 
fuls every 6 to 8 hours; dosage may be cautiously 
adjusted upward when necessary to o maximum of 
2000 mg theophylline per 24 hours. Children under 
12—4 to 6 mg theophylline per kg/body weight 
every 6 to 8 hours; dosage moy be cautiously ad¬ 
justed up to 9 or 10 mg/kg every 6 hours. 


Now, for the asthmatic 
who requires 
high-dose theophylline 
therapy for therapeutic 
serum concentrations 


Mead Johnson 
Pharmaceutical Division 
announces 

QlllBRON-300 

Each capsule contains 000 mg theophylline 
(anhydrous) and 180 mg glyceryl 
guaiacolate (guaifenesin) 

For Brief Summary, 
please see the last page 
of this advertisement. 









quibron-300 

^ Each capsule contains 300 mg theophylline (anhydrous) 
and 180 mg glyceryl guaiacolate (guaifenesin) 

The new high-dose theophylline capsule... 
for dependable theophylline therapy 
when products of lower dosage do not 
adequately control asthma symptoms. 


Specially formulated 

...for optimal efficacy 

Quibron-300 is appropriate therapy for asthma 
patients whose symptoms are not adequately con¬ 
trolled on lower doses of theophylline, partic¬ 
ularly for patients whose theophylline dosage has 
been adjusted upward to achieve therapeutic 
serum levels. In one study,’ an average peak in¬ 
crease in FEV, of 35% was demonstrated after a 
single dose equivalent to one Quibron-300 cap¬ 
sule, and significant improvement in this pul¬ 
monary function lasted for nearly eight hours after 
administration. 

...for optimal predictability 

One Quibron-300 capsule q6-8h yields therapeutic 
serum levels (10-20 mcg/ml) in many adults. 

With a single dose, more than 75% of patients 
achieved serum levels potentially providing clinical 
benefit (5-15 mcg/ml). Half-life of theophylline 
varies widely from patient to patient, making 
monitoring of theophylline therapy important. 
Patient response may be monitored clinically if 
blood levels are not available as long as dosage 
does not exceed 1200 mg in 24 hours for adults. 


...for optimal dosage convenience 

The simple, convenient dosage of new 
Quibron-300—one capsule every six to eight 
hours—makes it easy for patients to comply with 
high-dose regimens often required to achieve 
therapeutic serum levels. Quibron-300 capsules 
may provide maximum therapeutic value with 
maximum convenience. In fact, the switch from a 
low-dose to a high-dose regimen may be accom¬ 
plished by merely switching capsules, by stepping 
up to Quibron-300 capsules. 

...for minimal theophylline 
side effects 

Adverse reactions to theophylline are related to 
serum levels and are usually not a problem at 
concentrations below 20 mcg/ml. Of 45 patients 
studied' after a single dose, only seven reported 
adverse reactions. The most common reaction was 
a feeling of lighfheadedness by three of these 
seven patients. 

Reference 1. Dora on file. Mead Johnson Pharmaceutical Division. 


indications: For the symptomatic treatment of bronchosposfic conditions 
such os bronchial asthma, asthmatic bronchitis, chronic bronchitis, ond 
pulmonary emphysema. 

Dosage: Quibron—Adults: 1-2 capsules or 1-2 toblespoonfuls elixir every 
6-8 hours. Children under 12:4-6 mg theophylline/kg body weight 
every 6-8 hours. 

Quibron-300— Adults: 1 capsule every 6-8 hours. 

Theophylline dosage moy be cautiously increased to 2000 mg/24 hour 
in adults and 9 or 10 mg/lsg every 6 hours in children. Monitoring of 
serum theophylline levels at higher dosages is recommended. 
Precautions: Do not administer more frequently than every 6 hours, or 
within 12 hours after rectal dose of any preparation containing theo¬ 


phylline or aminophylline. Do not give other xonthine derivatives con¬ 
currently. Use in case of pregnancy only when clearly needed. 

Adverse Reactions: Theophylline may exert some stimulating effect on 
the central nervous system, its administration moy couse local irritation of 
the gastric mucoso, with possible gastric discomfort, nausea, ond vomit¬ 
ing. The frequency of adverse reactions is related to the serum theo¬ 
phylline level ond is not usually o problem of serum theophylline levels 
below 20/jg/ml. 

How Supplied: Quibron Elixir: Dottles of 1 pint ond 1 gallon. Quibron 
Capsules: Dottles of 100 and 1000 ond unit-dose packs of 100. 
Quibron-300 Capsules: Dottles of 100. 


MeadjijiMiTii 


PHARMACEUTICAL DIVISION 


© 1978 Mead Johnson & Company • Evansville, Indiana 47721 USA 
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Psycho-social problems 

In addition, the victim is faced with 
severe psychological and social 
problems. Profound depression is his 
immediate reaction. Adjusting to his 
disability, his future vocational limi¬ 
tations, and his impaired body image 
is an acute process. His role in life is 
reversed from independence to almost 
complete dependence. Fears beset 
him—sexual limitations, financial 
uncertainty, and lack of acceptance by 
family and community. 

He requires specialized assistance 
as he adjusts to a changing physical 
lifestyle and to the educational and 
training requirements of his disabili¬ 
ty. Regardless of his previous 
strengths he now needs intensive in¬ 
terest and support as he struggles 
through the stages of social reintegra¬ 
tion. 

Requisite facilities 

Effective physical restoration pro¬ 
grams require a wide range of equip¬ 


ment and facilities. While the patient 
is still immobilized, many tools can be 
useful in motivating him to take an 
active part in his own care. Once 
wheelchair tolerance is achieved, 
more intensive therapy, requiring ar¬ 
chitecturally accessible dressing, 
bathing, grooming, and therapy areas 
is possible. Braces, appliances, pros¬ 
thetic devices, and therapeutic pools 
are but a few of the valuable aids to 
rehabilitation. As early as possible, 
self-help toward a daily living pro¬ 
gram is instituted (see Table V). 

Personnel 

Rehabilitative equipment must be 
accompanied by expert guidance in re¬ 
training the patient’s muscles and 
mind. Consequently, a team of quali¬ 
fied professionals is essential. Such a 
team should include physiatrists, 
physical and occupational therapists, 
rehabilitation nurses, and certified or- 
thotists. Psychological-vocational 
counselors, social workers, and dieti¬ 


tians provide additional necessary 
support. Table VI suggests effective 
ratios of professionals per patient. 

Program 

Important features of the program 
include: 

• Early training of the active and 
passive ranges of motion; 

• Bed positioning to prevent decubitus 
and contractures; 

• Sensory and coordination evalua¬ 
tion and treatment; 

• Using tilt boards to adapt to an erect 
position; 

• Wheelchair training, transfer, and 
management; 

• Ambulation training; 

• Progressive training with bracing; 

• Psycho-social counseling for the pa¬ 
tient and his family; 

• Daily living skills activities; 

• Family instruction in home care; 

• Followup program with community 
rehabilitation agencies. 


Table V 

Facilities and Equipment 
for Acute Immediate Care 
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Outreach program 

As the need for acute care di¬ 
minishes, an ambulatory outpatient 
rehabilitation services program is in¬ 
tegrated into the continuum of care. 
Services are now closer to the patient’s 
home setting. A broad j-ange of sup¬ 
port services with strong family orien¬ 
tation bridges the gap between in¬ 
stitutional and "real” life. As the need 
for specialized medical-surgical care 
decreases, emphasis is placed on basic 
elements essential to maintaining 
physical status and continuing thera¬ 
py- 

Important ingredients in the transi¬ 
tion stage are physical therapists 
working in the home environment, oc¬ 
cupational therapists to adapt devices 
to the home setting and train the pa¬ 
tient in their use, and home health 
aids for the severely disabled to re¬ 
lieve family members in nursing pro¬ 
cedures. 

Housing, transportation, recre¬ 
ation, and vocational retraining ser¬ 
vices (either in the community setting 
or attached to inpatient rehabilitation 


centers) are also necessary. Develop¬ 
ment of barrier-free settings, informa¬ 
tion and referral support services, 
economic security, and public educa¬ 
tion completes the list of optimum 
components in the program to help the 
severely disabled return to satisfying, 
productive lives. When such individu¬ 
als lessen their reliance on welfare 
and institutional help, they will lower 
their long-range cost and increase 
their contributions to society. 

Housing alternatives 

Lack of adequate housing ar¬ 
rangements restricts many physically 
disabled persons from reaching full 
potential, regardless of the scope of 
their rehabilitation efforts. Unsuit¬ 
able residences prevent them from 
reestablishing their independence. 
Too often, the physically handicapped 
must reside in an institution which 
denies them the opportunity to lead 
productive, enjoyable lives. 

Alternative housing must be devel¬ 
oped in order to achieve the total re¬ 
habilitation aims for victims of spinal 


cord injury. Michael Goodling, occu¬ 
pational therapist at the Harrisburg 
Polyclinic Hospital, has researched 
housing alternatives to institutional 
care. 

In the final phases of rehabilitating 
the spinal cord injured individual the 
goal must be his reintegration into the 
community and his reestablishment 
as a contributing member of society. 
Where and how he can live and func¬ 
tion with dignity is the first problem to 
be solved. Not all such persons, re¬ 
gardless of the degree of their disabili¬ 
ty, can or should live with their fami¬ 
lies indefinitely. 

The progression of events has led 
the victim through the original 
trauma and the retrieval system, 
through intensive care and the re¬ 
habilitation center. Although he is 
medically and psychologically ready 
to leave the center as a functionally 
independent individual, he has 
nowhere to live but in an institution 
which enforces dependency. Con¬ 
sequently, he forfeits his rehabilita¬ 
tion gains. 

In this cycle, not only are rehabilita- 
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Table VI 


Acute Immediate Care 
Personnel Requirements 



tion goals lost, but many times, the 
individual is lost, as are the monies 
used to sustain him. Alternative solu¬ 
tions must be provided. A paraplegic 
girl, commenting on the social isola¬ 
tion caused by architectural barriers, 
pictures herself as "a veritable vege¬ 
table trapped in a back room up two 
flights of stairs.” A high level quadri¬ 
plegic whose family and friends could 
not handle his attendant care needs 
felt that he was "doomed to rotting in a 
nursing home for the rest of (his) life.” 

Per diem rates charged by nursing 
homes to such an individual (or more 
often to a subsidizing agency) range 
from $25 to $38 in the Dauphin, Cum¬ 
berland, and York County areas and 
are significantly higher in metropoli¬ 
tan areas such as Pittsburgh and 
Philadelphia. 

Accessible housing in the commu¬ 
nity could decrease the per diem costs. 
Examples include the motel-like 
cooperative group residence of the 
Christian League for the Handicapped 
in Wisconsin which costs about $5 per 
day, and the commune-like transi¬ 
tional halfway houses for high level 
quadriplegics, such as the Texas Insti¬ 
tute of Rehabilitation and Research 
and the University of Illinois, which 
cost between $8 and $15 per day. 

In a comprehensive report on the 


subject, Frederick A. Fay 7 outlines 
subjective and objective views of the 
housing problem. He reports of hous¬ 
ing alternatives that must meet the 
requirements of both the rehabilita¬ 
tion professional and the rehabilitated 
person before they are considered ac¬ 
ceptable. These requirements include: 
cost, support services, size, level of de¬ 
pendence, funding, financial orienta¬ 
tion, effectiveness of evaluation, de¬ 
gree of community integration and vo¬ 
cational productivity, locus of man¬ 
agement control, resident’s self- 
image, wheelchair accessibility, resi¬ 
dent mobility, residential privacy, 
personal space, and overall orienta¬ 
tion. 

Two workable alternatives to the 
housing problem appear: accessible 
group residences and totally ac¬ 
cessible residences for individual liv¬ 
ing. 

In general, group residences are 
viewed primarily as "transitional 
halfway house” links in the overall 
spinal cord injury management sys¬ 
tem. Thus, for most paraplegics and 
quadriplegics, the group residence is a 
stepping stone into the general hous¬ 
ing community. Yet less than one per¬ 
cent of the general housing in our 
country has wheelchair accessibility 
defined both as level or ramped en¬ 


trance and as possessing a sufficiently 
wide bathroom door. 

Fay summarizes current research 
on the first housing alternative: 
Solution A: Group Residences- 
Three distinct groups appear to 
benefit by some sort of group resi¬ 
dence (hostel, halfway house, motel, 
dormitory, clustered housing, con¬ 
gregate housing, commune, etc.). 
First, many high level quadriple¬ 
gics (C2-C4) may require skilled 
nursing as well as housekeeping 
and attendant care and have found 
sharing the costs, rent, mainte¬ 
nance, and help with other quads to 
be quite economical. Second, many 
paraplegics and quadriplegics who 
benefit by the peer therapy of the 
spinal cord injury center, but who no 
longer need the costly support ser¬ 
vices, have found great benefit in 
transitional halfway houses that 
bridge the gap between hospital de¬ 
pendency and community self- 
sufficiency, as described above. 
Third, there are a small minority of 
persons with spinal cord injury who 
simply prefer life in a community of 
disabled individuals or feel that a 
specialized facility is better than no 
facility. 

Accessible group residences are a 
practical answer to the handicapped 


Pennsylvania Medicine, May 1978 


45 







individual’s needs. Aside from the 
three group residences previously 
mentioned, Creative Living in Co¬ 
lumbus, Ohio and Help Unite Human 
Relations in Topeka, Kansas are ex¬ 
cellent examples. 

The second alternative is summa¬ 
rized by Fay as follows: 

Solution B: Total Accessibility- 
Nearly every paraplegic and many 
quadriplegics can live in virtually 
any housing alternative that is ac¬ 
cessible to them—from log cabin to 
penthouse. Generally, these persons 
prefer to be totally integrated into 
their community. After reviewing 
the literature on housing for the 
disabled around the world, it seems 
obvious that the ultimate goal in 
changing our housing must be a 
barrier-free environment that is to¬ 
tally accessible to all, including per¬ 
sons with spinal cord injury who 
have mobility limitations! 

The need for barrier-free architec¬ 
ture has been well documented. The 
National Commission on Architec¬ 
tural Barriers reported in 1967: 

The modern man-made environ¬ 
ment is designed for the young and 
healthy, yet almost everyone, 
sooner or later, is handicapped by a 
chronic or temporary disability or 
by the infirmities of old age. By de¬ 
signing for the ideal human body, 
we bar others from getting an edu¬ 
cation, earning a living, becoming a 
part of active community life. More 
than 20 million Americans are built 
out of normal living by unnecessary 
barriers: a stairway, a too narrow 
door, a too high telephone. 

A comprehensive summary of hous¬ 
ing and home services for the disabled 
in the United States is reported in the 
Rehabilitation Gazette by G. Laurie: 
Housing for the disabled is not 
merely a place of residence. Housing 
has become a blanket word for the 
problems of education, training, 
employment, transportation, archi¬ 
tectural barriers, recreation, atten¬ 
dant care, and living arrangements. 
Because of the complexity of indi¬ 
vidual differences, there must be 
many choices: services brought into 
the home, shared apartments, 
transitional arrangements, adapta¬ 
tion of existing dwellings, provi¬ 
sions for a percentage of disabled 
and elderly in future apartments 


and 'new towns,’ and a range from 
apartments to mobile homes, from 
insurance plans to nursing home 
wings, day care centers, and foster 
homes. 

Millions of dollars are being wasted 
in maintaining severely disabled 
people in civilian hospitals and 
nursing homes. A majority of these 
individuals could live happily and 
productively in more imaginative 
situations for a fraction of the cost of 
any institution if some assistance 
and services were provided. 8 
At this writing, there are no wheel¬ 
chair accessibility standards that are 
rigidly enforced in the Common¬ 
wealth of Pennsylvania—nor is there 
any group housing available. A newly 
established advisory Architectural 
Barrier Compliance Board has, how¬ 
ever, begun to review accessibility 
standards. 

The Committee believes that inves¬ 
tigation into provisions for properly 
accessible housing is an integral part 
of the final stages of rehabilitation. 

Education for the handicapped 

Advanced educational oppor¬ 
tunities for the wheelchair-bound stu¬ 
dent are pitiful in Pennsylvania. For 
those disabled individuals who are ca¬ 
pable of college level work, any re¬ 
habilitation process logically extends 
to an academic program of one of the 
Commonwealth’s post-secondary in¬ 
stitutions. 

The sorry fact is that not a single 
four-year state college or university is 
totally accessible or prepared to prop¬ 
erly handle the disabled student in 
order that he may earn a bac¬ 
calaureate degree. 

It should be understood that the 
reason for this sad situation is not that 
information is unavailable for the ad¬ 
aptation of the needed facilities. The 
National Easter Seal Society in 
Chicago has made available architec¬ 
tural barrier kits which contain pub¬ 
lished material on barrier-free design 
and specialized guides to implement 
community action programs. 

John W. Clokey, dean of the School 
of Arts and Letters at West Chester 
State College, is wheelchair-bound 
and has researched the meager 
facilities available in Pennsylvania 
for the severely handicapped student. 


Although the state’s community 
and junior colleges are accessible for 
the handicapped, the two-year pro¬ 
grams of these schools are designed for 
the student who can commute. 

Two years ago the secretary of edu¬ 
cation, the Honorable John C. Pit- 
tenger, designated the state colleges 
at West Chester, Edinboro, and 
Cheyney as educational centers to be 
renovated to accept the disabled. But 
no funds have been provided for the 
necessary accommodations or staff. 

Edinboro State College, using what 
funds it could spare for this purpose, 
has made truly commendable efforts 
and currently is attempting to aid 
some forty wheelchair-bound students 
in their efforts to earn baccalaureate 
degrees. At West Chester and 
Cheyney only the newer buildings are 
accessible; no residence halls are sat¬ 
isfactory. 

The three state-related universities 
(Pittsburgh, Penn State, and Temple) 
have made some efforts to handle the 
handicapped, but they also are ham¬ 
pered by the lack of funds. 

Consequently, the vast majority of 
our disabled residents must go out of 
the state for higher education. 

This Commonwealth should, at the 
very least, fund designated colleges 
and universities to educate the able 
wheelchair-bound individuals. The 
state’s departments of education and 
labor and industry have the knowl¬ 
edge to plan wisely and efficiently. 
Aggressive leadership in the legis¬ 
lature is greatly needed to develop and 
ensure adequate appropriations. It 
remains for Pennsylvania to catch up 
to other states in this neglected area. 

Conclusions 

The absence of a comprehensive sys¬ 
tem to identify, transport, treat, re¬ 
habilitate, and educate spinal cord in¬ 
jury patients in the Commonwealth of 
Pennsylvania has been demonstrated 
statistically. This deficiency is costly 
in human suffering, in productivity, 
and in dollars. 

Our estimated minimum first year 
cost of the 700 annual injuries in 
Pennsylvania currently averages 
$28,000,000—a loss which is added to 
the cost of existing cases. 

We conclude that the development 
of a state-wide network to manage vic- 


46 


Pennsylvania Medicine, May 1978 


tims of spinal cord injuries and other 
spinal cord dysfunction is long over¬ 
due and can correct the present situa¬ 
tion in which care is at best uncoordi¬ 
nated, and at worst nonexistent. 

We note that rehabilitating and ed¬ 
ucating these victims to participate 
more fully in our society can provide 
tax flow from this group as they be¬ 
come reemployed, helping to reduce 
the cost of developing this proposed 
system. 

Duplication of services is not antici¬ 
pated. Wherever possible, coordina¬ 
tion into present systems is planned, 
with satellite hospitals serving as 
evacuation points to concentrated cen¬ 
ters strategically situated throughout 
the state. 

This proposal is neither innovative 
nor pace-setting. Rather, it is a solu¬ 
tion that will enable the Common¬ 
wealth to catch up to at least seven 
other states in the nation and to Great 
Britain, Switzerland, and Australia, 
who are years ahead in this area. 

We conclude that emergency medi¬ 
cal care is not enough. Acute hospital 
care is not enough. Rehabilitation 
centers and followup are not enough. 
These ingredients are all vital, but a 
progressive integration of these el¬ 
ements through a unified, complete 
care system provides the only method 
of ensuring the continuity of care re¬ 
quired to reduce the costs that are so 
enormous in proportion to the inci¬ 
dence of spinal cord injury. 

Recommendations 

Therefore, we strongly recommend: 

1. That the Spinal Cord Injury 
Committee be reestablished under the 
Secretary of Health of the Common¬ 
wealth of Pennsylvania by an act of 
legislation to implement the develop¬ 
ment of a system as outlined in this 
report; 

2. That a sum of two (2) million dol¬ 
lars be allocated by legislation for im¬ 
plementation of this proposal over a 
two-year period; 

3. That the Committee use these 
funds to (a) acquire an adequate full¬ 
time staff; (b) provide transportation 
for the volunteer committee members; 
(c) provide for educational and devel¬ 
opmental "seed money” to approved 
applicant institutions; 

4. That the Committee be enabled to 


certify and approve Spinal Cord Injury 
Centers; 

5. That the Committee establish a 
mechanism for monitoring patient 
care, education, and research; and 

6. That legislation be developed to 
make available facilities for handi¬ 
capped individuals at educational in¬ 
stitutions consistent with nondis- 
criminatory provisions of section 504 
of the Rehabilitation Act of 1973. 
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Recommendations and Conclusions 


Conclusions 

The absence of a comprehensive system to 
identify, transport, treat, rehabilitate, and educate 
spinal cord injury patients in the Commonwealth of 
Pennsylvania has been demonstrated statistically. 

This deficiency is costly in human suffering, in 
productivity, and in dollars. 

Our estimated minimum first year cost of the 700 
annual injuries in Pennsylvania currently averages 
$28,000,000—a loss which is added to the cost of 
existing cases. 

We conclude that the development of a state-wide 
network to manage victims of spinal cord injuries 
and other spinal cord dysfunction is long overdue 
and can correct the present situation in which care is 
at best uncoordinated, and at worst nonexistent. 

We note that rehabilitating and educating these 
victims to participate more fully in our society can 
provide tax flow from this group as they become 
reemployed, helping to reduce the cost of developing 
this proposed system. 

Duplication of services is not anticipated. 

Wherever possible, coordination into present 
systems is planned, with satellite hospitals serving 
as evacuation points to concentrated centers 
strategically situated throughout the state. 

This proposal is neither innovative nor 
pace-setting. Rather, it is a solution that will enable 
the Commonwealth to catch up to at least seven 
other states in the nation and to Great Britain, 
Switzerland, and Australia, who are years ahead in 
this area. 

We conclude that emergency medical care is not 


enough. Acute hospital care is not enough. 
Rehabilitation centers and followup are not enough. 
These ingredients are all vital, but a progressive 
integration of these elements through a unified, 
complete care system provides the only method of 
ensuring the continuity of care required to reduce 
the costs that are so enormous in proportion to the 
incidence of spinal cord injury. 

Recommendations 

Therefore, we strongly recommend: 

1. That the Spinal Cord Injury Committee be 
reestablished under the Secretary of Health of the 
Commonwealth of Pennsylvania by an act of 
legislation to implement the development of a 
system as outlined in this report: 

2. That a sum of two (2) million dollars be 
allocated by legislation for implementation of this 
proposal over a two-year period; 

3. That the Committee use these funds to (a) 
require an adequate full-time staff; (b) provide 
transportation for the volunteer committee members; 
(c) provide for educational and developmental “seed 
money” to approved applicant institutions; 

4. That the Committee be enabled to certify and 
approve Spinal Cord Injury Centers; 

5. That the Committee establish a mechanism for 
monitoring patient care, education, and research; 
and 

6. That legislation be developed to make available 
facilities for handicapped individuals at educational 
institutions. 
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Appendices 


HOSPITAL 

UTILIZATION PROJECT 
PITTSBURGH, 1974 

State of Pennsylvania 


Spinal Cord Lesion without evidence of 
spinal bone injury 

958 

Fracture and fracture dislocation of 
vertebral column with 
spinal cord lesion 

806 

Total 

1765 
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ICDA CODES 




806 Fracture and fracture dislocation of vertebral 806.5 Sacrum and coccyx, open 




column with spinal cord lesion 

806.6 Unspecified, closed 




806.0 Cervical, closed 

806.7 Unspecified, open 




806.1 Cervical, open 


806.9 Late effect, any vertebra 




806.2 Dorsal (thoracic) and lumbar, closed 




806.3 Dorsal (thoracic) and lumbar, open 

These codes are applicable to all the following tables 

806.4 Sacrum and coccyx, closed 












8060 8061 

8062 8063 8064 8065 8066 8067 8068 

8069 

TOT. 

ALLEGHENY 

7 23 

13 35 


141 

219 

ARMSTRONG 




1 

1 

BEAVER 


1 


1 

2 

BERKS 

10 

12 1 


5 

28 

"BTATR 


1 



1 

-BRADFORD 


2 2 



4 

BUCKS 

1 

4 1 



6 

CAMBRIA 

7 

4 


9 

20 

CARBON 


1 



1 

CENTRE 

3 




3 

CHESTER 


8 1 2 



11 

CLEARFIELD 


CLINTON 



1 

3 

4 

COLUMBIA 

5 




5 

CRAWFORD 




CUMBERLAND 

2 

2 



4 

DAUPHIN 

2 

3 


5 

10 

DELAWARE 

1 

8 2 



11 

"ERIE- 

2 1 

1 1 

1 

1 

7 

GREENE 

1 




1 

INDIANA 


1 


2 

3 

LACKAWANNA 

1 

2 


1 

4 

TANC ASTER.- 

5 

2 

2 

4 

13 

LAWRENCE 


LEBANON 

1 

1 1 



3 

LEHIGH 

2 

2 1 

1 


6 

LUZERNE 


1 4 



5 

LYCOMING 


2 2 



4 

McKEAN 

1 

1 



2 

MERCER 

2 

1 



3 

“MIFFLIN 


1 



1 

MONROE 


MONTGOMERY 

7 

7 5 


1 

14 

MONTOUR 

2 

2 



4 

-NORTHUMBERLAND 


-PHILADELPHIA 

6 1 

23 4 

1 

18 

53 

POTTER 


SCHUYLKILL 


8 3 



11 

SOMERSET 

1 

2 


2 

5 

SUSQUEHANNA 


TIOGA 


2 



2 

VENANGO 


WASHINGTON 


WESTMORELAND 

8 

9 

1 

1 

19 

WYOMING 

1 

YORK 


1 



1 

Total 

66 25 

129 38 30 1 

8 

195 

492 
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1C DA CODES 


958 Spinal cord lesion without evidence of 
spinal bone injury 

958.0 Cervical, without mention of open wound 

958.1 Cervical, with open wound 

958.2 Dorsal (thoracic) and lumbar, without 
mention of open wound 

958.3 Dorsal (thoracic) and lumbar, 
with open wound 


958.4 Sacral, without mention of open wound 

958.5 Sacral, with open wound 

958.6 Unspecified, without mention of open wound 

958.7 Unspecified, with open wound 
958.9 Late effect, any part 

These codes are applicable to all the following tables 




9580 9581 9582 9583 9584 9585 9586 9587 9588 9589 TOT. 

ALLEGHENY 

16 1 9 20 4 67 117 

ARMSTRONG 

1 1 

BEAVER 


BERKS 

4 14 9 

BLAIR 


BRADFORD 

2 2 

BUCKS 

4 4 11 2 12 

CAMBRIA 

5 11 4 11 

CARBON 


CENTRE 

6 2 8 

CHESTER 


CLEARFIELD 

1 1 

CLINTON 

1 1 

COLUMBIA 


CRAWFORD 


COLUMBIA 


CUMBERLAND 

2 3 5 

DAUPHIN 

9 2 8 19 

DELAWARE 

13 3 2 4 2 1 25 

ERIE 

6 25 1 14 

!GREENE 


INDIANA 

2 2 15 

LACKAWANNA 

1 13 5 

LANCASTER 

4 12 7 

! LAWRENCE 

1 1 

LEBANON 

2 2 

LEHIGH 

1 2 1 15 

LUZERNE 

7 12 6 1 17 

LYCOMING 

1 2 2 5 

McKEAN 

3 3 

MERCER 

1 1 

MIFFLIN 

2 1 2 5 

MONROE 

2 2 

MONTGOMERY 

1 2 211 3 10 

MONTOUR 

7 12 10 

NORTHUMBERLAND 

1 1 2 

PHILADELPHIA 

31 1 6 3 8 8 2 33 92 

POTTER 

2 2 

SCHUYLKILL 

3133 10 

SOMERSET 

1 1 

SUSQUEHANNA 

1 1 2 

TIOGA 

1 2 3 

VENANGO 

1 1 

WASHINGTON 

1 1 

WESTMORELAND 

5 4 7 16 

WYOMING 

1 1 

YORK 

114 2 8 

Total 

141 2 12 11 71 79 11 126 453 
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LENGTHS OF STAYS AND ADMISSIONS BY DIAGNOSIS 


LOS = Length of stay 
Codes: 806 


Fracture and fracture dislocation 
of vertebral column 
with spinal cord lesion 
806.0 Cervical, closed 

806.1 Cervical, open 

806.2 Dorsal (thoracic) and lumbar, closed 


806.3 Dorsal (thoracic) and lumbar, open 

806.4 Sacrum and coccyx, closed 

806.5 Sacrum and coccyx, open 

806.6 Unspecified, closed 

806.7 Unspecified, open 
806.9 Late effect, any vertebra 



806.0 


806.1 


806.2 


806.3 


Ages 

LOS 

# 

LOS 

# 

LOS 

# 

LOS 

# 

0-19 

67.81 

6 

133.66 

3 

29.07 

12 

40.66 

6 

20-39 

77.92 

15 

40.00 

5 

36.68 

28 

27.18 

11 

40-59 

42.00 

9 

52.25 

4 

31.41 

27 

71.40 

5 

60 + 

16.50 

6 

14.00 

2 

18.00 

43 

30.00 

3 


56.43 

36 

59.85 

14 

26.13 

110 

39.60 

25 








806.4 


806.5 


806.8 


806.9 


Ages 

LOS 

# 

LOS 

# 

LOS 

# 

LOS 

# 

0-19 

13.50 

4 



37.00 

1 

63.65 

29 

20-39 

7.89 

9 



12.20 

5 

22.99 

91 

40-59 

10.25 

4 

5.00 

1 

10.33 

3 

39.89 

39 

60 + 

24.50 

10 



20.00 

2 

18.41 

19 


15.21 

27 

5.00 

1 

15.36 

11 

32.29 

176 








958.0 


958.1 


958.2 


958.3 


Ages 

LOS 

# 

LOS 

# 

LOS 

# 

LOS 

# 

0-19 

11.83 

18 

32.00 

1 

7.50 

2 

9.00 

1 

20-39 

14.16 

16 

3.00 

1 

13.00 

3 

15.60 

5 

40-59 

15.65 

23 



8.60 

5 

9.00 

1 

60 + 

24.90 

21 



7.00 

1 




16.10 

122 

17.50 

2 

9.45 

11 

6.57 

7 








958.4 


958.5 


958.6 


958.9 


Ages 

LOS 

# 

LOS 

# 

LOS 

# 

LOS 

# 

0-19 

7.28 

7 

7.36 

22 

33.00 

1 

45.72 

11 

| 20-39 

7.18 

27 

6.23 

26 

113.50 

4 

25.00 

46 

40-59 

15.00 

12 

10.41 

12 

13.00 

1 

15.08 

34 

60 + 

13.92 

13 

11.83 

12 



54.25 

4 


10.27 

59 

8.20 

72 

83.33 

6 

25.08 

95 

LOS = Length of stay 



958.3 Dorsal (thoracic) and lumbar, 


Codes: 958 Spinal cord lesion without evidence of 

with open wound 




spinal bone injury 


958.4 Sacral, without mention of open wound 

958.0 Cervical, without mention of open wound 958.5 Sacral, open wound 



958.1 Cervical, with open wound 

958.6 Unspecified, without mention of open wound 

958.2 Dorsal (thoracic) and lumbar, without 958.7 Unspecified, with open wound 



mention of open wound 

958.9 Late effect, 

any part 
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Hospitals reporting cases 
having ICDA codes 806+ and 958 + 
1976-77 


ALLEGHENY—18 

Allegheny General Hospital 

Allegheny Valley Hospital 

Braddock General Hospital 

Children’s Hospital of Pittsburgh 

Forbes Health System of Pittsburgh 

Harmarville Rehabilitation Center 

Home for Crippled Children 

McKeesport Hospital 

Montifiore Hospital Association 

North Hills Passavent 

Ohio Valley General Hospital 

Presbyterian University Hospital 

South Hills Health System Association 

St. Clair Memorial Hospital 

St. Francis General Hospital 

St. Margret Memorial Hospital 

Suburban General Hospital 

Western Pennsylvania Hospital 

ARMSTRONG—1 

Armstrong County Memorial Hospital 

BEAVER—1 

Medical Center of Beaver County 

BERKS-4 

Community General Hospital 

Reading Hospital 

Reading Institute of Rehabilitation 

St. Joseph’s Hospital 

BLAIR—1 

Mercy Hospital 

BRADFORD—2 

Robert Packer 

Memorial Hospital 

BUCKS—5 

Delaware Valley Hospital 

Doylestown Hospital 

Lower Bucks Hospital 

Quakertown Hospital 
; St. Mary’s Hospital 

CAMBRIA—4 

Conemaugh Valley Memorial Hospital 

Lee Hospital 

Mercy Hospital of Johnstown 

Miners Hospital of North Cambria 

CARBON —1 

Gnaden Huetten Memorial Hospital 

CENTRE—2 

Centre Community Hospital (Mountain View) 
Center Community Hospital (Willowbank) 

CHESTER-4 

Bryn Mawr Hospital Rehabilitation Center 
Community Memorial Hospital 

Paoli Memorial Hospital 

Phoenixville Hospital 

CLEARFIELD—1 

Clearfield Hospital 

CLINTON—1 

Lock Haven Hospital 

COLUMBIA—1 

Bloomsburg Hospital 

CRAWFORD—1 

Spencer Hospital 

CUMBERLAND—2 

Holy Spirit Hospital 

Rehabilitation Hospital for Special Services 

DAUPHIN—3 

Community General Osteopathic Hospital 
Harrisburg Hospital 

Milton S. Hershey Medical Center 

DELAWARE—5 

Crozier-Chester Medical Center 

Mercy Catholic Medical Center 

Riddle Memorial Hospital 

Taylor Hospital 

Tri-County Hospital 

ERIE—4 

Curry Memorial Hospital 

Doctors Osteopathic Hospital 

Hamot Medical Center 

Union City Memorial Hospital 

GREENE—1 

Greene County Memorial Hospital 

INDIANA—1 

Indiana Hospital 

LACKAWANNA—3 

Community Medical Center 

Moses Taylor Hospital 

Scranton State General Hospital 

LANCASTER—4 

Elizabethtown Hospital for Children 

Ephrata Community Hospital 

Lancaster General Hospital 

Lancaster Osteopathic Hospital 

LAWRENCE—1 

Ellwood City Hospital 

LEBANON—1 

Veterans Administration Hospital 
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Hospitals reporting cases 
having ICDA codes 806 + and 958 + 
1976-77 


LEHIGH—3 

Allentown Hospital Association 
Sacred Heart Hospital 
St. Luke’s Hospital 

LUZERNE—6 

Hazleton State General Hospital 

Mercy Hospital 

Nesbitt Memorial Hospital 

Pittston Hospital 

Veterans Administration Hospital 

Wilkes-Barre General Hospital 

LYCOMING—2 

Divine Providence Hospital 

Williamsport Hospital 

McKean—1 

Community Hospital 

MERCER—2 

Greenville Hospital 

Sharon General Hospital 

MIFFLIN-1 

Lewistown Hospital 

MONROE—1 

General Hospital of Monroe County 
MONTGOMERY—4 
Abington Memorial Hospital 
Holy Redeemer Hospital 
Montgomery Hospital 
North Pennsylvania Hospital 
MONTOUR—1 
Geisinger 

NORTHUMBERLAND—2 

Shamokin State General Hospital 
Sunbury Community Hospital 
PHILADELPHIA—20 
Albert Einstein, Daroff 
Albert Einstein, North 
Children’s Hospital of Philadelphia 
Frankford Hospital 

Germantown Dispensary and Hospital 
Graduate Hospital of the University 
of Pennsylvania 

Hospital of the University of Pennsylvania 
Magee Memorial Hospital Rehabilitation Center 
Medical College of Pennsylvania Hospital 
Mercy Catholic Medical Center, Misericordia 
Moss Rehabilitation Hospital 
Nazareth Hospital 

Northeastern Hospital of Philadelphia 
Pennsylvania Hospital 


Philadelphia College of Osteopathic 
Medicine Hospital 
Philadelphia General Hospital 
Presbyterian University Medical Center 
St. Mary’s Hospital 
Thomas Jefferson University Hospital 
Veterans Administration Hospital 
POTTER-1 

Charles Cole Memorial Hospital 

SCHUYLKILL-3 

Ashland State General Hospital 

Good Samaritan Hospital 

Pottsville Hospital 

SOMERSET-2 

Somerset Community Hospital 
Windber Hospital—Wheeling 
Community Hospital 

SUSQUEHANNA—1 

Montrose General Hospital 

TIOGA-1 

Soldiers and Sailors Hospital 

VENANGO—1 

Oil City Hospital 

WASHINGTON—1 

Washington Hospital 

WESTMORELAND—5 

Citizens General Hospital 

Henry Clas Rick Community Hospital 

Jeannette District Memorial Hospital 

Monsour Medical Center 

Westmoreland Hospital Association 

WYOMING-1 

Tyler Memorial Hospital 

YORK—3 

Hanover General Hospital 
Memorial Osteopathic Hospital 
York Hospital 


A total of 134 hospitals reported 
cases having primary diagnoses 
with ICDA codes 806+ and 958 + 
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Pennsylvania Medical Society Credit Union 



You’re invited to 
join a great new 
organization 


/ that can help you save money 
/ that can help you provide a welcome 
fringe benefit for your employees ... at 
no cost to you 

/ that provides you a democratic voice in 
the operation 

y that your family and your employees’ 
families can join, too 


Here’s exciting news! In a continuing effort to bring our mem¬ 
bers every possible service and convenience, the Pennsylvania 
Medical Society has sought—and received—a charter for the 
Pennsylvania Medical Society Credit Union. It’s now ready to 
go, and you’re eligible to become a member! In fact, the only 
people who can become members of the credit union are Society 
members such as yourself, together with your immediate fam¬ 
ily, your employees and members of their families. 

The credit union is designed as a convenient, cooperative saving 
and lending organization . . . owned only by its members. In 
short, when you become a member of the credit union, you 
become one of its owners. You have a democratic share in its 
management, and share in its earnings. Find out more about the 
credit union and how it can benefit you, your family and your 
employees. Clip and mail the coupon today! 


Clip S. Mail Today for Detailed Information on Your Credit Union 


PENNSYLVANIA MEDICAL SOCIETY CREDIT UNION 
20 Erford Road, Lemoyne, Pennsylvania 17043 
Phone: (717] 238-1635 

Yes, I am interested in the PMS Credit Union. Please send me 
more information today. 

I have_employees who would also like to receive informa¬ 

tion. 

NAME: _ 

ADDRESS: _ 

CITY:_STATE: _ZIP:_ 


Join and Share in the Only 
Financial Institution of its Kind 
. . . Chartered and Operated 
Exclusively for Members of the 
Medical Profession in 
Pennsylvania. 

Your Shares in the 
Pennsylvania Medical Society 
Credit Union Are Insured to 
$40,000 Per Account by the 
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MDs in the news 


An article by J. Mostyn Davis, M.D., 
of Shamokin, entitled "Little Ways to 
Save a Lot of Time,” has been pub¬ 
lished in the March 20 issue of Medical 
Economics. In the article, Dr. Davis 
shares his methods, derived from pub¬ 
lished management tips and from his 
own observations, for saving time in 
the office. 

Anita Bahn, M.D., Philadelphia, was 
appointed recently to the Public 
Health Committee of the American 
Medical Women’s Association. Dr. 
Bahn is professor of research medicine 
and director of epidemiology research 
and training at the University of 
Pennsylvania School of Medicine and 
a senior member of the Fox Chase In¬ 
stitute for Cancer Research. 

Three staff physicians at Conemaugh 
Valley Memorial Hospital, Johns¬ 
town, recently were certified in 
their respective subspecialties. 
Mohan S. Mital, M.D., and Rod A. 
Wall, M.D., received certification in 
cardiovascular disease from the 
American Board of Internal Medicine 
and are now diplomates of the Ameri¬ 
can Board of Cardiology. James E. 
Richey, M.D., is now certified in gas¬ 
troenterology and is a diplomate of 
that subspecialty’s board. 


Robert J. Gibbons, M.D., has been 
reelected chief of the medical staff at 
St. Joseph Hospital, Hazleton. Dr. 
Gibbons is chairman of the grievance 
committee of the Luzerne County 
Medical Society, secretary of the Pro¬ 
fessional Standards Review Organiza¬ 
tion of Northeastern Pennsylvania, 
and a charter member of the American 
Trauma Society. 

Michael J. Daly, M.D., Villanova, 
professor and chairman of obstetrics 
and gynecology at Temple University 
Medical Center, has been elected the 
first president of the newly formed 
American Society for Psychosomatic 
Obstetrics and Gynecology. The soci¬ 
ety’s major function is the exchange of 
information about the way in which 
emotions affect female reproductive 
organs and associated symptoms and 
diseases. 

Gerald H. Amsterdam, M.D., as¬ 
sumed the post of chairman of surgery 
at Jeanes Hospital on February 1, con¬ 
cluding his tenure as president of the 
medical staff at Albert Einstein Medi¬ 
cal Center. Dr. Amsterdam has been 
an associate clinical professor of 
surgery at Temple Medical School 
since 1949, and has done active re¬ 
search in clinical and administrative 
medical procedures. Continued 



Honored recently for their outstanding contributions to cancer research are (I. to r.) 
Werner Henle, M.D., and Gertrude Henle, M.D., of the Childrens’ Hospital of Philadel¬ 
phia. Presentation of the award at the American Cancer Society Annual Volunteer 
Awards Assembly was made by Luther Brady, M.D., chairman of radiation therapy 
and nuclear medicine at Hahnemann Medical College and Hospital and president of 
the ACS Philadelphia Division. 
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Each capsule contains 5 mg 
chlordiazepoxide HCl and 2.5 mg clidinium Br. 

Please consult complete prescribing informa¬ 
tion, a summary of which follows: 

Indications: Based on a review of this drug 
by the National Academy of Sciences— 

National Research Council and/or other in¬ 
formation, FDA has classified the indications 
as follows: 

“Possibly" effective: as adjunctive therapy in 
the treatment of peptic ulcer and in the 
treatment of the irritable bowel syndrome 
(irritable colon, spastic colon, mucous colitis) 
and acute enterocolitis. 

Final classification of the less-than-effective 
indications requires further investigation. 

Contraindications: Glaucoma; prostatic hyper¬ 
trophy, benign bladder neck obstruction; hyper¬ 
sensitivity to chlordiazepoxide HCl and/or 
clidinium Br. 

Warnings: Caution patients about possible com¬ 
bined effects with alcohol and other CNS depres¬ 
sants, and against hazardous occupations requir¬ 
ing complete mental alertness (e.g., operating 
machinery, driving). Physical and psychological 
dependence rarely reported on recommended 
doses, but use caution in administering Librium® 
(chlordiazepoxide HCl) to known addiction-prone 
individuals or those who might increase dosage; 
withdrawal symptoms (including convulsions) re¬ 
ported following discontinuation of the drug. 

Usage in Pregnancy: Use of minor tran¬ 
quilizers during first trimester should 
almost always be avoided because of 
increased risk of congenital malforma¬ 
tions as suggested in several studies. 

Consider possibility of pregnancy when 
instituting therapy. Advise patients to 
discuss therapy if they intend to or do 
become pregnant. 

As with all anticholinergics, inhibition of lactation 
may occur. 

Precautions: In elderly and debilitated, limit dos¬ 
age to smallest effective amount to preclude 
ataxia, oversedation, confusion (no more than 2 
capsules/day initially; increase gradually as 
needed and tolerated). Though generally not rec¬ 
ommended, if combination therapy with other 
psychotropics seems indicated, carefully consider 
pharmacology of agents, particularly potentiating 
drugs such as MAO inhibitors, phenothiazines. 
Observe usual precautions in presence of im¬ 
paired renal or hepatic function. Paradoxical reac¬ 
tions reported in psychiatric patients. Employ 
usual precautions in treating anxiety states with 
evidence of impending depression; suicidal ten¬ 
dencies may be present and protective measures 
necessary. Variable effects on blood coagulation 
reported very rarely in patients receiving the drug 
and oral anticoagulants; causal relationship not 
established. 

Adverse Reactions: No side effects or manifesta¬ 
tions not seen with either compound alone re¬ 
ported with Librax. When chlordiazepoxide HCl is 
used alone, drowsiness, ataxia, confusion may 
occur, especially in elderly and debilitated; avoid¬ 
able in most cases by proper dosage adjustment, 
but also occasionally observed at lower dosage 
ranges Syncope reported in a few instances. 

Also encountered: isolated instances of skin erup- I 
tions, edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal symp¬ 
toms, increased and decreased libido—all infre¬ 
quent, generally controlled with dosage reduction; I 
changes in EEG patterns may appear during and 1 
after treatment; blood dyscrasias (including agran- 1 
ulocytosis), jaundice, hepatic dysfunction re¬ 
ported occasionally with chlordiazepoxide HCl, 
making periodic blood counts and liver function 
tests advisable during protracted therapy. Ad¬ 
verse effects reported with Librax typical of 
anticholinergic agents, i.e., dryness of mouth, 
blurring of vision, urinary hesitancy, constipation. I 
Constipation has occurred most often when 
Librax therapy is combined with other spasmo- I 
lytics and/or low residue diets. 
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In treating irritable bowel syndrome 
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with 
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Each capsule contains 
mg chlordiazepoxide HC1 
and 2.5 mg clidinium Br. 


antianxiety/antispasmodic/antimotility 


Librax is unique among G.I. medications 
in providing the specific antianxiety action of 
LIBRll JM (chlordiazepoxide HC1) as well as the potent 
antispasmodic and antimotility actions of 
QUARZANXclidinium Br) for adjunctive therapy 
of irritable bowel syndrome. 
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Continued 

David B. Soli, M.D., professor and 
chairman of ophthalmology at 
Hahnemann Medical College and 
Hospital, has been elected president of 
the American Society of Ophthalmic 
Plastic and Reconstructive Surgery 
and the American Association of Cos¬ 
metic Surgeons. Dr. Soil is author of 
Management of Complications in Eye 
Plastic Surgery, a major text in the 
field. 

Bernard A. Eskin, M.D., clinical 
associate professor of obstetrics/ 
gynecology and psychiatry at the Med¬ 
ical College of Pennsylvania, has been 
appointed to the executive committee 
of the prestigious Societe' Interna¬ 
tionale Senologie. Headquartered in 
Strasburg, France, the Societe is the 
international center for the study of 
breast cancer and related diseases. Dr. 
Eskin, one of two Americans chosen, 
will serve on the committee for two 
years. 


Without Randall F. Hippie, M.D., 
the city of Williamsport might just 
stand still. Dr. Hippie, Williams¬ 
port’s foremost physician- 
politician, has served as vice pres¬ 
ident of the city council since 1974. 
A member of the staffs of 
Williamsport and Divine Provi¬ 
dence hospitals, the obstetrician/ 
gynecologist devotes energies to 
private practice, the presidency of 
the Board of Health, the Wil¬ 
liamsport Recreation Commis¬ 
sion, and the Community Arts 
Council. He is also president of the 
Lycoming County unit of the Amer¬ 
ican Cancer Society and the clini¬ 
cal coordinator of the ob/gyn and 
family practice residency pro¬ 
grams at Williamsport Hospital. Dr. 
Hippie’s many civic achievements 
distinguish him as his city’s “Doc¬ 
tor of Community Affairs.” 


The American Academy of Or¬ 
thopedic Surgery recently certified 
the following physicians: Rodger C. 
Searfoss, M.D., Latrobe; Rolf A. 
Klein, M.D., Franklin; and David A. 
Vermeire, M.D., Hermitage. 


Donald R. Cooper, M.D., Gladwyne, 
has been elected president of the 
Philadelphia Academy of Surgery. Dr. 
Cooper, professor and chairman of the 
department of surgery at the Medical 
College of Pennsylvania, is trustee for 
the First District of the State Society. 



Dr. Cooper Dr. Hendler 


Barry H. Hendler, D.D.S., M.D., has 

been elected a fellow of the College of 
Physicians of Philadelphia. Dr. Hen¬ 
dler is director of oral and maxillofa¬ 
cial surgery at the Medical College of 
Pennsylvania and assistant professor 
of oral surgery and anesthesia at the 
University of Pennsylvania School of 
Dental Medicine. 


Louise Jacobson, M.D., of Penn Val¬ 
ley, has been named medical director 
of the Philadelphia Psychiatric Cen¬ 
ter’s Community Mental Health Pro¬ 
grams. Dr. Jacobson is past president 
of the American Medical Women’s As¬ 
sociation Branch 25 and the Delaware 
Chapter of the Medical College of 
Pennsylvania’s Alumnae Association. 



Harold L. Kolansky, M.D., has been 
appointed professor of psychiatry and 
human behavior at Jefferson Medical 
College, Philadelphia. Dr. Kolansky is 
director of the division of child 
psychoanalysis in the Institute of the 
Philadelphia Association for Psy¬ 
choanalysis, a past president of the 
Regional Council of Child Psychiatry, 
and a delegate to the Assembly of 
Child Psychiatry Councils. 
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Alcoholism in women—the conspiracy of silence 

Richard W. Esterly, M.H.S. 


O ur limited knowledge of the dis¬ 
ease of alcoholism is based 
primarily on findings in male alcohol¬ 
ics. Most treatment models are devel¬ 
oped by and for men; many overtly 
exclude women. Recent findings indi¬ 
cate the following: 

• Almost as many women drink as 
men 1 

• Women often are polyaddicted to 
alcohol and to other mood altering 
drugs (minor tranquilizers, barbitu¬ 
rates, etc.) 

• Women make up one-third of new 
members going to A.A. 2 

• Only 28 studies on women alcohol¬ 
ics were done between 1928 and 1970 3 
• Only 14 of 524 programs funded 
by the National Institute of Alcohol 
Abuse and Alcoholism are exclusively 
for women 

• Only 30 of 600 halfway houses are 
exclusively for women 
Fortunately, as knowledge about 
female alcoholics is gained, treatment 
attitudes change. In ever increasing 
numbers, females are seeking help. 

The greatest barrier for women en¬ 
tering treatment is still attitudinal. 
Family, friends, employers, and help¬ 
ing professionals are just beginning to 
cross the judgmental line and to accept 
the female alcoholic as suffering from 
a disease of body and emotion that is 
fatal if not treated. In many areas she 
is still scorned and rejected. The male 
spouse is ten times more likely to de¬ 
sert the female alcoholic than a female 
spouse is to leave a male alcoholic. 4 
Those who stay will protect the 
woman alcoholic. 

The female alcoholic, whether a pro¬ 
fessional, a mother, a housewife, or a 
worker in the community, shares a 
conspiracy of silence with those most 
able to promote treatment. Because of 
the social and moral stigmas incor¬ 
rectly attached to female alcoholism, 
it is vitally important for health pro¬ 
fessionals to become part of the solu¬ 


tion. They must initiate the identifica¬ 
tion and referral process. 

Special concerns 
There are a number of special con¬ 
cerns that emphasize the importance 
of health professionals using their 
prestige and influence to confront 
female alcoholism effectively. 

Mothers are the primary influence 
on young children. When alcoholism is 
present, children are deprived of affec¬ 
tion, nurturing, and stimulation. Fifty 
percent of all alcoholics were raised in 
families in which at least one parent 
was alcoholic. 5 The reason for this fact 
is not known; hereditary and envi¬ 
ronmental theories can explain it 
equally. Recent studies of alcoholic 
parents’ twin children who were sepa¬ 
rated at birth indicate that a suscepti¬ 
bility to alcoholism is inherited. By 
the time they are 30 years old, chil¬ 
dren adopted by nonalcoholic families 
have a rate of alcoholism that is signif¬ 
icantly higher than the general popu¬ 
lation and equal to that of children 
raised in alcoholic homes. 6 

A second concern with alcoholic 
women of childbearing age is a condi¬ 
tion referred to as fetal alcohol syn¬ 
drome. Women who drink alcohol icly 
during pregnancy risk bearing physi¬ 
cally and mentally deficient off¬ 
spring. 7 Manifestations of the condi¬ 
tion include cranial-facial, limb, and 
cardiovascular defects. The original 
study of 23 offspring of alcoholic 
mothers found that 17 percent died 
shortly after birth, 32 percent of the 
survivors had the syndrome, and 44 
percent had IQs of 79 or below at age 7. 
Recent studies have confirmed these 
complex findings. 8,9 

The prevalence of polyaddiction 
among female alcoholics is the third 
concern. Our society offers "a pill for 

Mr. Esterly is executive director of Al¬ 
coholism Services, Inc., in Harrisburg. 


every problem.” This life style is 
dangerous and can contribute dramat¬ 
ically to the psycho-physical problems 
of alcoholism. There is such a strong 
cross-addiction potential with alcohol 
and tranquilizers that many experts 
refer to alcoholism as a more generic 
"sedativism.” 

A fourth concern is that the female 
alcoholic is more likely to be labeled 
"psychiatric” and more likely to be 
hospitalized for psychiatric diagnosis 
than is her male counterpart. 10 This 
may at times explain some female al¬ 
coholics receiving mood altering 
drugs. In our society the label of 
"psychiatric” is more acceptable for 
women and "alcoholic” is more accept¬ 
able for men. 

Lastly, the family of the female al¬ 
coholic may be defensive about her 
drinking habits. They need help to re¬ 
solve their feelings of guilt, shame, 
and helplessness. The possibility of 
alcoholism in the spouse or other close 
family members also must be ex¬ 
plored. One study revealed almost 
one-third of spouses to be alcoholic. 11 

Identification 

Alcoholism is defined by the Ameri¬ 
can Medical Association as "an illness 
characterized by preoccupation with 
alcohol and loss of control over its con¬ 
sumption ... a type of drug depen¬ 
dence that can harm a person’s health 
and interfere with the ability to work 
and get along with others.” 12 

Alcoholism is an illness charac¬ 
terized by denial. It is this denial that 
makes alcoholism the most untreated 
disease in this country. The female al¬ 
coholic will not report problems with 
alcohol and other drugs. One study of 
female alcoholics in the offices of 
physicians showed that 86 percent 
were there for reasons other than al¬ 
cohol problems. 1 The American Hospi¬ 
tal Association estimates that be¬ 
tween 25 and 30 percent of medical- 
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surgical patients are directly or indi¬ 
rectly admitted because of alcohol. 13 

Identification and diagnosis of 
female alcoholism is carried out as 
with other illnesses. There are charac¬ 
teristic sets of presenting problems 
and symptoms that suggest an explo¬ 
ration of drinking habits. 

Physically, the female alcoholic will 
not appear intoxicated in the office 
and probably will not accurately re¬ 
port drinking. 14 She may appear nerv¬ 
ous or anxious because she feels guilty 
or because she is not drinking at that 
time. This in part explains why many 
women become polyaddicted to tran¬ 
quilizers. A physician may treat the 
tranquilizer withdrawal condition in¬ 
stead of recognizing the underlying 
problem. 

The female alcoholic may experi¬ 
ence blackouts and seem to be dis¬ 
oriented in regard to dates and re¬ 
sponsibilities. She may report fatigue, 
restlessness, lack of appetite, insom¬ 
nia, sleepiness, and depression. In the 
late stages she suffers tremulousness, 
hallucinations, and in some instances 
disorientation, confusion, convul¬ 
sions, and delirium tremens. In these 
later stages alcoholism is associated 
with brain damage and disorders of 
the digestive tract, pancreas, and 
liver; inflammation of the heart and 
other muscle tissues; and increased 
risk of accidents and injury. 

A much higher percentage of 
younger women than women over age 
50 are drinking and experiencing 
problems with alcohol. This progres¬ 
sion is telescoped in that women pro¬ 
ceed from controlled to uncontrolled 
drinking in shorter periods of time. 
Feelings of greater comdemnation and 
guilt and fears of being outcast con¬ 
tribute to greater concealment and 
more rapid development. 15 

Psychologically, female alcoholics 
demonstrate certain characteristics 
which should be noted. The drinking 


problems of many female alcoholics 
seem to result from related life situa¬ 
tions^), particularly when the al¬ 
coholism develops later in life. These 
women have a relatively stable ad¬ 
justment prior to the specific life situ¬ 
ation^). The prominent symptons of 
this group are anxiety and depression. 

Other alcoholic females drink ex¬ 
cessively earlier in life, have problems 
earlier, and seem to have multiple 
problems. Because of the earlier onset 
of problem drinking, normal matura¬ 
tion and interpersonal development 
are blocked and other maladaptive 
psychological problems may be 
present. 


Referral 

It is important to remember that the 
suffering of the disease is more toler¬ 
able to the patient than is the stigma of 
being a woman alcoholic. The physi¬ 
cian must expect denial, deceit, and 
defiant behavior; this is the nature of 
the illness. The same psycho-medical 
history used for other diseases is the 
best source for diagnosing alcoholism. 
If any of the medical or psychological 
symptoms discussed are present, the 
physician should further investigate 
the drinking habits. 

To understand the attitudes and 
emotions of the alcoholic woman, the 
physician must first work through his 
own feelings about alcoholism. When 
the female alcoholic presents herself 
to a physician, her illness is usually 
severe. Short-term hospitalizations 
seldom do more than withdraw the in¬ 
dividual from the toxic effects of al¬ 
cohol. 

A life-saving combination that has 
been put to use in central Pennsylva¬ 
nia joins physicians, a hospital, and a 
private, state-funded organization 
that provides comprehensive inpa¬ 
tient and outpatient programs. The 
female alcoholic receives alcoholism 


and health education, introduction to 
Alcoholics Anonymous, group and in¬ 
dividual counseling, and professional 
family treatment that is conducive to 
a satisfying life without chemicals. 

The implications of female al¬ 
coholism are far-reaching; the 
problem is social, psychological, and 
physicial. Its only solution is the 
commitment of those involved — the 
patient, her family, and her 
physician — to face the problem, to ex¬ 
pose the conspiracy of silence, and to 
seek treatment. □ 
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1. Taken sublingually, Cardilate® (erythrityl 
tetranitrate) begins to work within 5 minutes, 
eliminating or reducing frequency and severity 
of anginal pain for up to two hours. 

2. Fear of pain, a major deterrent to achieving 
acceptable (and desiraDle) levels of activity, 
including sex, may be allayed with Cardilate. 
Effective prophylaxis and improved exercise 
tolerance help toward normalizing the lives of 
anginal patients. 
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Cardilate* (erythrityl tetranitrate) 

INDICATIONS: For the prophylaxis and long-term treat¬ 
ment of patients with frequent or recurrent anginal pain 
and reduced exercise tolerance associated with angina 
pectoris, rather than for the treatment of the acute attack 
of angina pectoris, since its onset is somewhat slower 
than that of nitroglycerin. 

PRECAUTIONS: As with other effective nitrites, some fall 
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patients with a history of recent cerebral hemorrhage, 
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point of tablet contact with the mucous membrane. If 
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in the buccal pouch. As with nitroglycerin or other effec¬ 
tive nitrites, temporary vascular headache may occur 
during the first few days of therapy. This can be con¬ 
trolled by temporary dosage reduction in order to allow 
adjustments of the cerebral hemodynamics to the initial 
marked cerebral vasodilation. These headaches usually 
disappear within one week of continuous therapy but 
may be minimized by the administration of analgesics. 
Mild gastrointestinal disturbances occur occasionally 
with larger doses and may be controlled by reducing the 
dose temporarily. 

FIOW SUPPLIED: 10 mg chewable scored tablets, 
bottle of 100. Also 5, 10 and 15 mg oral/sublingual 
scored tablets in bottles of 100. 10 mg oral/ 
sublingual scored tablets also supplied in bottles 
of 1,000. 

Also available: Cardilate®-P brand Erythrityl 
Tetranitrate with Phenobarbital* Tablets 
(Scored). 

('Warning—may be habit-forming.) 
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obituaries 


• Indicates membership in the Pennsylvania Society 


• Fred A. Bissel, Pittsburgh; Hahnemann Medical College, 
1935; age 69; died February 7,1978. He was a cardiologist who had 
served on the staffs of Shadyside and St. Francis General hospitals. 


• Samuel Goldstein, Pittsburgh; University of Pittsburgh 
School of Medicine, 1920; age 82; died February 4, 1978. He had 
served as chief of Montefiore Hospital’s division of obstetrics and 
gynecology for 29 years. He also served as president of the hospi¬ 
tal’s staff from 1953 to 1955. He was a life and board member of the 
American College of Obstetrics and Gynecology. 

• Horace C. Kinzer, Lancaster; University of Pennsylvania 
School of Medicine, 1907; age 98; died February 8, 1978. He was a 
past president of the Lancaster County Medical Society and had 
served on the staff of Lancaster General Hospital for more than 50 
years. 

• Peter G. Motta, Carnegie; University of Maryland School of 
Medicine, 1924; age 80; died January 24, 1978. He was honored in 
1974 for 50 years of medical service. 


• George J. Schwartz, Philadelphia; Jefferson Medical Col¬ 
lege, 1933; age 73; died January 27, 1978. He was a surgeon and 
former president of the medical staff of Methodist Hospital. 

• Michael V. Sivak, Erie; Hahnemann Medical College, 1941; 
age 62; died January 28, 1978. He had been a member of the 
medical staff at St. Vincent’s Health Center for 37 years. Dr. Sivak 
was president and director of Garde Pharmaceuticals, Inc., and 
former director of the Studebaker Laboratories. 


Write for ... 

•A Guide to Medical Media Producers and Distributors 

An alphabetical listing of 503 names and addresses of medical 
media producers. The list includes producers and distributors of 
patient/public health education materials as well as health sci¬ 
ence education. Write to the Audiovisual Division of Welch Medi¬ 
cal Library, Johns Hopkins University, Baltimore, MD 21218, and 
enclose a fee of $5 for the publication. 

•Appointment Scheduling That Works 

A course in appointment scheduling that enables your medical 
assistant to rebuild your scheduling system—according to the 
way you work. The cost is $16.55 including postage; to members 
of PMS, $12.50. You must mention that you are a PMS member. 
The booklet is available from Practice Productivity, Inc., 2000 
Clearview Avenue, Suite 101, Atlanta, GA 30340; (404) 455-7344. 

•Principles of Medical Practice Management 

This booklet on medical practice management contains 
numerous articles by Leif Beck printed in Pennsylvania Medicine, 
now compiled in one handy paperback volume. The booklet is 
available from the Council on Education and Science, Pennsyl¬ 
vania Medical Society, 20 Erford Road, Lemoyne, PA 17043, at a 
cost of $5 each. 

•Cassette Binder of Management Tapes 

Six special cassette recordings have been prepared for home 
use by the faculty of the Pennsylvania Medical Society’s course, 
"Principles of Medical Practice Management.” This program ex¬ 
plains the whys and hows of good management of a medical of¬ 
fice practice. Subjects include: billing and handling third party 
insurance claims; compensation and fringe benefits for aides; 
personnel administration; point of service collections; small 
two-to-five-person group practice; personal finances, insurance, 
and investments. Cost is $25 for PMS members; $37 for non¬ 
members. Binder may be obtained from Council on Education 
and Science, Pennsylvania Medical Society, 20 Erford Road, 
Lemoyne, PA 17043. 







practice management 


Naming and developing an office manager—part one 


Leif C. Beck, LL.B., C.P.B.C. 
Vasilios J. Kalogredis, J.D. 


A general personnel management 
rule holds that a supervisor is 
necessary when there are at least 
three employes and that there should 
be one supervisor for each seven 
employes. These ideals apply more or 
less to smaller medical offices, but ap¬ 
plying them woodenly can be as 
troublesome as not using supervisors 
at all. 

In effect, we consider the designa¬ 
tion of an office manager the most crit¬ 
ical decision faced by medical practice 
management. When a good office 
manager is intelligently guided by the 
physician, the usual problems of bill¬ 
ing systems, collections, third party 
insurance, scheduling and so on are 
usually well handled. Without the 
manager, or with the wrong one, ensu¬ 
ing chaos overshadows all other spe¬ 
cific problems. 

Who needs a manager? 

The need for an office manager and 
the way in which the position is filled 
vary from office to office. In one case 
an excellent employe might be pro¬ 
moted to full-time manager; in an¬ 
other case a new employe could be re¬ 
cruited specifically for the role; and in 
a surprising number of situations 
there is no need to create an office 
manager role. 

Our reasons for specific recommen¬ 
dations are often subjective. In some 
offices a number of senior assistants 
may work well together, perhaps in¬ 
terchanging duties as the needs arise 
and considering the office their joint 
responsibility. To name one of them 
manager might destroy the good 
working environment, and to hire 
someone from outside the group would 
probably be destructive. 

In other situations the personality 
and/or attitude of the doctors might 
make it virtually impossible for any 
lay individual, no matter how capable 
and devoted, to function adequately as 
a manager. 

What can a manager do for you? 

While the designation of a manager 


is sometimes inappropriate, we are 
convinced that most medical offices 
are vastly improved by the presence of 
an effective office manager. The intel¬ 
ligent delegation of responsibilities to 
such a person relieves the doctor of 
problems demanding time and atten¬ 
tion. There should be someone within 
the practice who assures that all sys¬ 
tems and employes function well, and 
who is directly accountable to the 
physician for that success. 

The office manager’s primary re¬ 
sponsibility is in personnel manage¬ 
ment. Doctors typically lack the time 
or temperament to communicate ef¬ 
fectively with their staffs, and thus 
fail to apply a full range of sound per¬ 
sonnel principles so useful to medical 
office effectiveness. 

A manager can, however, serve 
many additional functions in a busy 
office. He or she can take responsi¬ 
bility for all the business systems, 
making changes as they become nec¬ 
essary. The manager is far more likely 
to understand the practice and its in¬ 
tricate workings than is an outside 
consultant, for example, and thus 
finding the right person to fill the role 
will often solve many other problems. 

The office manager can and should 
perform many tasks typically consid¬ 
ered doctor-level responsibilities. 
Contact with the practice’s ac¬ 
countant, attorney and pension in¬ 
vestment counselors, for instance, can 
better be accomplished by the manag¬ 
er. The doctor is then free to make 
decisions based on the manager’s 
"spade-work.” Similarly, details of 
moving an office or opening a second 
office, negotiating for equipment or 
furniture purchases, changing tele¬ 
phone or dictation arrangements, and 
even helping conduct a doctor’s hospi¬ 
tal committee responsibilities can in 
large part be accomplished at the 
manager level. 

Doctors are sometimes skeptical 
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that managing a moderate-size office 
is really a busy job. The thought of 
someone performing no visible office 
tasks, except to "manage the office,” 
may tend to annoy the overly busy 
physician and staff. We subscribe 
strongly to am adage which so often 
proves true: The better the office is 
functioning, the less the manager 
seems to be doing; the busier the 
manager, the less effective the office. 

Perhaps as some indication of re¬ 
sponsibilities an office manager might 
assume, Table 1 presents a sample job 
description for the position. Some doc¬ 
tors will protest that it appears insuf¬ 
ficient to occupy a person’s time. We 
agree—the position is deceptive. We 
sometimes find it hard to quantify 
what will really be done in the job, for 
the responsibilities are in large part 
subjective; nevertheless, they are im¬ 
portant. 

Where do you find one? 

We place medical practice manag¬ 
ers in three categories: lay adminis¬ 
trators, full-time office managers, and 
so-called "super-aides.” 

A lay administrator is a person 
hired specifically to manage a practice 
even though he or she has not served 
in various office roles. The adminis¬ 
trator has never been a medical secre¬ 
tary, assisted with patients, sat at the 
reception desk, or filled out a Blue 
Shield form. He or she simply has ex¬ 
perience as a "manager/supervisor,” 
with a capability of applying those 
skills and personality traits to a medi¬ 
cal office just as to a commercial busi¬ 
ness. 

There is a trend in practices of as 
few as three doctors toward employing 
a full-time manager from the business 
field rather than from medical office 
work. These lay administrators tend 
usually to be male, a phenomenon of 
the job market at the executive level 
and the biases of many doctors. 
Whether male or female, we see the 
trend as healthy proof of a practice’s 
need for management responsibility. 

The second category of manager is 
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the full-time office manager. This per¬ 
son, usually female, has been pro¬ 
moted from one or several regular 
medical jobs to manager and no longer 
performs her old jobs. In our own of¬ 
fice, for example, our former secretary 
is now our full-time manager. 

Far more practices should follow our 
approach of converting the highly ca¬ 
pable employe into a manager. Selec¬ 
tion of the person must consider 
intelligence, perceptiveness, loyalty 
and personality, for one is not a good 
manager just because she was a good 
receptionist, bookkeeper, or secretary. 
When an employe has the desired 
qualities, her pre-existing relation¬ 
ship with doctors and staff will aug¬ 
ment her acquaintance with the prac¬ 
tice and will make her an ideal 
supervisor/executive. 

The third category is the all-too- 
common "super-aide”—the most se¬ 
nior or most conscientious employe 
who is given the additional title of of¬ 
fice manager. She is not relieved of 
regular duties to have any time for 
managing. 

The practice that names a "super- 
aide” has taken only a small step to¬ 
ward good office management. So 
much more can be accomplished when 
the physician(s) and the aide further 
build the role toward that of a full¬ 
time office manager. If more responsi¬ 
bility is delegated to her and she per¬ 
forms well, the expanded role can 
evolve without being a shock to either 
side. Some doctors consider the up¬ 
ward trend a threat, but we see it as a 
great opportunity. 

Whether the office manager is 
brought up through the ranks or is 
recruited from outside the office, cre¬ 
ation of the position presents a chal¬ 
lenge to both the designee and the 
physician. The new manager will as¬ 
sume responsibilities which she may 
not be able to handle. Naming a good 
assistant as manager creates a risk— 
she will likely be lost as an employe if 
she fails to manage effectively. 

The challenge to the doctor is even 
greater. It is essentially the physi¬ 


cian’s responsibility to develop the 
manager’s role and to set the tone for 
her authority with the staff. If a doctor 
refuses to entrust the manager with 
higher level concerns, or if he contin¬ 
ues to call on her for menial tasks, a 
managerial atmosphere will not be 
created. If the physician undercuts the 
manager on personnel matters, she 
will lose the staffs respect and her 


ability to supervise effectively. 

The physician should take real 
pride in developing an employe into an 
office manager. Failure to carry out 
the job effectively is more often the 
doctor’s fault than it is the manager’s. 
Another old adage must be kept firmly 
in mind: Someone must manage the 
manager if she will be successful. That 
someone is, of course, the physician. □ 


TABLE 1 

Sample Job Description for Office Manager 

1. Financial 

Prepare proposed annual budget. 

Approve all expenditures. 

Prepare or review and analyze monthly statements. 

All special financial studies, reports, etc., requested by doctors or determined 
necessary by office manager. 

Liaison with accountants. 

2. Personnel 

Recruit, hire and fire. 

Supervise, including salary review and proposed adjustments. 

Maintain control and records of vacations, sick leave, etc. 

Organize regular office meetings and set agendas. 

Determine and change personnel assignments and job descriptions as needed. 

3. Supplies 

Order all supplies (medical and clerical). 

Maintain supply records, pricing studies, etc. 

4. Professional Corporation 

Monitor fringe benefit programs. 

Supervise pension and profit sharing funds (as liaison between advisors and 
doctors). 

Coordinate with attorney and accountant on corporate details. 

5. Collections 

Supervise systems for delinquent account follow-up. 

Handle difficult collection matters. 

6. Audit Controls 

Review and supervise internal systems for handling cash, recording mail receipts, 
writing checks, etc. 

Follow-up audit control systems devised by accountants. 

7. Insurance 

Handle and recommend all office and corporate insurance coverages. 

8. Office Facilities 

Assure proper maintenance of present office; order new equipment; obtain 
supplies and services. 

Be responsible for all aspects of office maintenance and coordination with land¬ 
lord. 

Investigate and act as agent for doctors in office building ownership, development 
of plans for office changes, etc. 

9. Personal for Doctors 

Act as business agent for doctors personally in all areas in which their time can be 
saved for medical work. 

Carry out assignments for doctors as may be required of their civic, medical, or 
other committee positions. 
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Office counseling 


Physician plays crucial role during adolescence 


Frederick J. Humphrey, II, D.O. 
Stephen E. Risen, M.D. 

Larry L. Ackerman, M.D. 

P erhaps no phase of human devel¬ 
opment is more inherently turbu¬ 
lent than the years of adolescence. The 
diagnostic challenge of adolescence 
lies in determining whether a young 
person’s disturbing behavior is part of 
the active rebellion that is normal 
during this period or whether it repre¬ 
sents psychopathology that requires 
intervention. 

Since the primary care physician 
has usually established a relationship 
with the family and child before the 
child enters adolescence, he can often 
talk candidly with the adolescent and 
counsel him and his family about 
problems typically presented during 
this time. This relationship with the 
child enables the primary care physi¬ 
cian to determine when acting-out be¬ 
havior is no longer a matter of normal 
adolescent turmoil but rather a 
symptom of psychopathological con¬ 
flicts. 

In treating the adolescent’s physical 
problems, the physician should under¬ 
stand and be sensitive to the patient’s 
psychological state. This article re¬ 
views the stages of development 
within adolescence in order to high¬ 
light areas of particular importance to 
the primary care physician, and dis¬ 
cusses the symptoms of psycho- 
pathological disturbances during ado¬ 
lescence and the criteria for differen¬ 
tial diagnosis. 

The adolescent years 

Adolescence is brought about by a 
biologic process that begins with pu¬ 
berty. This means that 15 or 16 year 
olds who have not yet entered puberty 
are not considered adolescents, even 
though they are teenagers. Pubes¬ 
cence and the appearance of secondary 
sex characteristics cause profound 
physical and emotional changes in the 
individual. The adolescent’s body 
image is changing rapidly, the sen¬ 
sitivity of the genitals is altered, and 


there are biologic urges that create 
tension not previously experienced. 

The adolescent is faced with a tre¬ 
mendous dilemma. When he enters 
this phase he is very close to his fam¬ 
ily, and it is with reluctance that he 
begins the process of separating from 
them and becoming independent. The 
parents are also in conflict since they 
recognize their growing child’s need 
for greater independence, but at the 
same time wish to keep him close to 
them. 

The conflict between the desire to 
remain dependent and the urge for in¬ 
dependence results in the upheavals 
that are so common during this phase. 
The adolescent often fights and rebels 
even when the family is healthy and 
supportive because the conflict helps 
him to avoid the longing to stay pro¬ 
tected within the family. 

It is much easier for him to separate 
from the family if the situation is con¬ 
sidered to be intolerable and the par¬ 
ents are perceived as adversaries. In 
pathological family situations, the 
adolescent’s belligerence is easier to 
understand, and in these cir¬ 
cumstances is also a healthy reaction. 

Over a period of approximately five 
years, between the ages of 13 and 18, 
the adolescent is required to make 
major decisions that will affect the 
course of his life. He must select an 
occupation and establish a sexual and 
personal identity as an independent, 
autonomous individual. In contrast to 
those cultures that choose a young 
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person’s occupation and mate, our cul¬ 
ture allows the adolescent a wide 
range of choices. 

This freedom gives adolescents an 
opportunity to match their interests 
with their choices, but it also leads to 
confusion and the potential for 
psychiatric disturbance—suicide is 
the second most common cause of 
death among adolescents. Occupa¬ 
tional choice in western society de¬ 
termines a person’s lifestyle and stan¬ 
dard of living, and thus can be seen as 
crucial in closing off the adolescent 
process. To choose an occupation 
means to consolidate one’s sense of self 
and one’s identity. 

Because the method of preparing for 
occupations is education and because 
prolonged education is a requirement 
for entrance into the professions, the 
course of adolescence can be greatly 
extended by education. Thus the age 
at which adolescence is concluded var¬ 
ies greatly. 

The physician may be asked to see 
the adolescent by parents who are con¬ 
cerned about their child’s behavior or 
some aspect of his performance. In 
evaluating adolescents it is important 
not only to assess the presenting 
problem, but also to determine 
whether there is any interruption in 
the developmental process. The pri¬ 
mary care physician should therefore 
have a general understanding of the 
four sub-phases of adolescence in 
order to facilitate the process of differ¬ 
ential diagnosis. 

Pre-adolescence —Pre-adolescence 
(ages 10 to 13) begins with the initial 
changes associated with pubescence. 
There is a period of rapid growth in 
height and weight, with considerable 
variation in the onset of this growth 
spurt. Girls usually mature about two 
years earlier than boys do, with the 
median age of pubescence for girls 
being twelve and a half. 

The child becomes quite inattentive 
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and restless during this period. He is 
aware that many things are rapidly 
changing, including his physical ap¬ 
pearance, and that this is a process 
over which he has essentially no con¬ 
trol. 

Anxiety caused by changes in body 
image and heightened awareness of 
genital sensations frequently results 
in regression. There is often an in¬ 
crease in masturbatory activity. Par¬ 
ents frequently note that the child is 
much more giddy or demanding, and 
that his mood is more labile. Although 
mood changes are partially due to in¬ 
creasing sexual tension, they can also 
be understood if one compares the 
process of relinquishing childish de¬ 
pendence upon the parents to the 
process of mourning. 

Typically, the child attempts to use 
defense mechanisms that have been 
successful in the past. If the child had 
previously been quite compulsive, for 
example, this behavior might be ac¬ 
centuated. 

In response to growing sexual 
awareness there is a tendency, partic¬ 
ularly among boys, to avoid members 
of the opposite sex. This is a time when 
there is an increased interest in secret 
clubs and groups that exclude the op¬ 
posite sex. 

Early adolescence —With the onset 
of early adolescence (years 13 and 14), 
the child’s restlessness and sense of 
irritability with family members in¬ 
creases. There is a tendency to be more 
rebellious and unaccepting of parental 
dictates. The importance of family re¬ 
lationships and family values di¬ 
minishes and the peer group becomes 
more important as the adolescent sep¬ 
arates from the family. 

During this period the adolescent is 
still very much a family member, but 
he focuses on close relationships with 
other children. Intense "crushes” may 
develop that involve friends or older 
persons of the same or opposite sex. 

It is important to keep in mind that 
developmentally the adolescent has 
maintained a close and loving rela¬ 
tionship with both a male and a female 
parent. The child is now transferring 
these close attachments and identifi¬ 
cations with family members to indi¬ 
viduals within his peer group. Con¬ 
sequently there are intense relation¬ 
ships with members of both sexes that 


involve sharing secrets and 
camaraderie. 

Mid-adolescence —During this 
period (years 15 and 16), adolescents 
more firmly establish their psycholog¬ 
ical separation from the family; the 
peer group becomes the primary object 
of their attention. In childhood the 
parents helped the individual solve 
interpersonal problems and deter¬ 
mine what was proper and correct, but 
during adolescence these functions 
are transferred to the peer group. If 
the peer group says that it is impor¬ 
tant to wear one’s hair long, then that 
value becomes imperative to the ado¬ 
lescent, regardless of what the parents 
consider appropriate. 

As the adolescent moves away from 
the family emotionally, there is an in¬ 
crease in his egocentricity. He is often 
filled with a false sense of power and 
omnipotence that can become danger¬ 
ous, for it may lead to taking risks and 
exercising poor judgment. This is fre¬ 
quently combined with a sense of iso¬ 
lation and depression as he loosens his 
family ties. 

There is also an intense craving for 
stimuli. Adolescents physiologically 
have an enhanced ability to appreci¬ 
ate and perceive color and sound, 
which contributes in part to their lik¬ 
ing for bright colors and loud music. 
Immersion in loud music is also a di¬ 
version from the internal turmoil that 
exists. Mid-adolescents often have 
periods of tremendous creativity; they 
may become quite skilled in writing 
poetry or engrossed in keeping a diary. 

Dating usually begins during mid¬ 
adolescence. Heterosexuality becomes 
more established, and there is less 
need to be with friends of the same sex. 
A capacity for being empathic and 
truly loving toward another person is 
developed to replace the earlier ten¬ 
dency for self gratification. 

Prominent defenses during mid¬ 
adolescence are intellectualization, 
asceticism, and uniformism. Through 
intellectualization, adolescents are 
better able to cope with conflictual 
matters such as their emerging sexual 
behaviors. This tendency to intellec- 
tualize accounts for the adolescent 
spending hours discussing issues with 
close friends. The use of the telephone 
allows adolescents to continue their 
intellectual discussions and to main¬ 


tain their important peer group con¬ 
tacts even when they are at home with 
the family. 

In asceticism, there is an attempt to 
give up all forms of pleasure in order to 
control wishes and fantasies that the 
adolescent finds distressing, particu¬ 
larly sexual fantasies. Asceticism ac¬ 
counts for some of the eating fads seen 
in adolescence; there may be periods of 
dieting alternating with loss of con¬ 
trol during which the adolescent eats 
foods that he has decided are not good 
for him. 

Uniformism is an attempt by the 
adolescent to be exactly like his peers 
in every way. Through conformity, the 
adolescent attempts to diminish some 
of the anxiety associated with having 
to make choices on his own. By imitat¬ 
ing his peers, he does not have to 
struggle with deciding what consti¬ 
tutes appropriate behavior. 

Late adolescence —It is during late 
adolescence (years 17 and 18) that 
there is a consolidation of the per¬ 
sonality. The tendency to be negative 
and rebellious fades as the adolescent 
becomes more genuinely independent 
and self reliant. The exact age at 
which late adolescence is concluded 
varies in that individuals in their 
early twenties who are still involved 
in higher education may continue to 
demonstrate characteristics of mid- 
and late adolescence. 

Adolescence ends with the comple¬ 
tion of the various tasks previously 
discussed. During this final phase, the 
adolescent reestablishes meaningful 
relationships with the family on a 
more mature level and usually begins 
to reaccept the values of the family as 
his own. 

Providing medical care 

Physical examinations provoke a 
great deal of anxiety in adolescents; 
they are often afraid that genital ex¬ 
amination will disclose evidence of 
masturbation or that they will have 
an erection during examinations. Ex¬ 
amination of the genitals and rectum 
should not be done unless specifically 
indicated. If an examination is needed 
for medical reasons, the physician 
should discuss the reasons for the ex¬ 
amination with the patient and ex¬ 
plain exactly what he will do before 
the adolescent is asked to disrobe. 


Pennsylvania Medicine, May 1978 


69 



The regression caused by the anxi¬ 
ety of adolescence frequently appears 
as an upsurge of oral cravings that 
contribute to the adolescent’s preoc¬ 
cupation with food. The significance of 
this orality is obvious in that it is one 
way the adolescent can indulge in for¬ 
bidden activities; adolescents tend to 
desire those foods that are not ap¬ 
proved by their parents. Adolescents 
who use the defense of asceticism may 
diet inappropriately or restrict their 
intake to foods that do not provide ad¬ 
equate nutrition. When this is noted, 
it is important that the physician in¬ 
form the adolescent of the possible 
consequences of his behavior. 

Another important consequence of 
intensified orality is the adolescent’s 
susceptibility to drug abuse. The 
physician should avoid prescribing 
unnecessary medications for adoles¬ 
cents and closely monitor those medi¬ 
cations that are prescribed. The physi¬ 
cian also must be alert to signs of drug 
abuse in order to allow for prompt in¬ 
tervention. 

As a result of the endocrinologic 
changes associated with puberty, most 
adolescents are troubled by acne. 
Even a mild case of acne may be devas¬ 
tating to the adolescent, who is 
sensitive to his appearance. The 
physician’s attention to his patient’s 
concerns about acne and his counsel 
on how to deal with the problem, in¬ 
cluding periodic visits to monitor 
progress, may be extremely helpful in 
developing good rapport with the ado¬ 
lescent. Periodic visits also provide an 
opportunity to observe the adolescent 
for other signs of difficulty and allow 
for discussions concerning the pa¬ 
tient’s relationships with parents and 
peers. 

Confidentiality is of great concern 
to the adolescent. Whereas physical 
examinations during childhood were 
usually followed by a discussion with 
the parents about their observations 
of the patient, the physician should 
communicate directly with the adoles¬ 
cent and give him as much responsi¬ 
bility as possible in his own care. 
Whenever possible, the physician 
should obtain the patient’s agreement 
in discussing his medical condition 
with the parents. It is important, how¬ 
ever, not to promise the adolescent ab¬ 
solute confidentiality since the physi¬ 
cian might learn something, such as 


pressing suicidal ideation, that would 
force him to contact the family. 

Detecting psychopathology 

Adolescent behavior should be 
viewed in the context of what is ex¬ 
pected for the age. For example, if a 
17- or 18-year-old adolescent has 
never dated or participated in social 
activities outside of the home and is 
overly attached to the family, he is 
clearly not progressing devel- 
opmentally. Thus further evaluation 
and possible treatment is indicated 
even though the adolescent may not 
present any behavior problems. 

In addition to the failure to progress 
developmentally, there are three 
types of behavior or symptom clusters 
that may indicate psychopathology. 
The first set of symptoms, which indi¬ 
cates an underlying psychotic process, 
includes evidence of delusional think¬ 
ing, auditory or visual hallucinations 
often associated with bizarre behav¬ 
ior, and/or a tendency to withdraw 
from peers and family. The symp¬ 
tomatic profile of schizophrenia be¬ 
ginning in adolescence is similar to 
that of adults and does not usually 
present a diagnostic dilemma. 

The main differential diagnosis is 
between a functional psychosis and a 
psychosis associated with drug abuse. 
Patients who are using psychoto¬ 
mimetic or hallucinogenic drugs gen¬ 
erally demonstrate an organic brain 
syndrome: they are often disoriented, 
and there is a predominance of visual 
rather than auditory hallucinations. 
In evaluating all adolescents it is es¬ 
sential to obtain a thorough drug his¬ 
tory, for drug abuse is part of the dif¬ 
ferential diagnosis of all behavior dis¬ 
orders in adolescence. 

The symptom cluster associated 
with depression is similar to that seen 
in adults. There may be withdrawal, 
psychomotor retardation, fatigue, 
apathy, inability to sleep or oversleep¬ 
ing, loss of appetite or overeating. 
With adolescents, it is most important 
to evaluate for suicidal ideation be¬ 
cause this is a serious and common 
problem in depressed adolescents. 

The symptom cluster that is most 
difficult to diagnose differentially is 
aggressive acting-out behavior within 
the family, for such behavior may be 
normal during adolescence. When 
evaluating the adolescent’s level of 


functioning, the physician carefully 
assesses the quality of the adolescent’s 
peer relationships as well as school 
performance, attendance, and at¬ 
titude because these are often more 
accurate indicators of the adolescent’s 
functioning than is his relationship 
within the family. 

Developmentally, tension within 
the family can be anticipated because 
the adolescent is involved in the pain¬ 
ful process of psychologically disen¬ 
gaging from the family unit. Adoles¬ 
cents with significant acting-out be¬ 
havior who are also having difficulty 
in establishing and maintaining 
meaningful peer relationships are in 
need of further evaluation and treat¬ 
ment. In addition, it should be kept in 
mind that acting out can be the result 
of underlying depression. 

Certain types of behavior may re¬ 
quire intervention even though they 
may not be associated with a signifi¬ 
cant degree of psychopathology. For 
instance, adolescents with satis¬ 
factory peer relationships may be in¬ 
volved with a peer group that engages 
in delinquent social behaviors that 
might bring the adolescent into con¬ 
flict with the police. Such behavior 
clearly requires attention even 
though it might not require psychiat¬ 
ric treatment. 

The primary care physician should 
develop a solid rapport with his young 
patients prior to the onset of 
adolescence. Once children are old 
enough to understand, the physician 
may stress that he is their doctor as 
well as their parents’ doctor, and may 
talk with them directly about their 
physical problems. The establishment 
of a positive relationship with the ado¬ 
lescent enables the physician to serve 
as an effective counselor who is in a 
unique position to identify early signs 
of difficulty in both the child and the 
family. □ 

SUGGESTED READINGS 

1. Bios, P. On Adolescence, The Free Press, New York, 
1962. 

2. Erikson, E. Identity Youth and Crisis, W.W. Norton 
and Company, Inc., New York, 1968. 

3. Group for the Advancement of Psychiatry Commit¬ 
tee on Adolescence Report. Normal Adolescence GAP No. 
68, New York, 1968. 

4. Harrison, S. and McDermott, J. ed. Childhood 
Psychopathology, International Universities Press, Inc., 
New York, 1972. 

5. I.idz, T. The Person, Basic Books, Inc., New York, 
1968. 
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P 0 Drawer 152, Gambier. OH 43022 
Telephone 614-427-4577 


Daneman Laboratories' space-age 
electronics technology and two long-distance 
telephone calls will provide your hospital with 
same-day EEG and ECHO readings by a 
qualified neurologist. Even instantaneous 
reports can be provided if needed. And we pay 
for the phone calls! 

This service has wide benefits for both 
hospital and patient: 

• Fully effective 

• Safe and comfortable 

• Professionally-administered 

• Easily performed 

• Inexpensive 

• Fail-safe reporting procedures 

• Already in operation nationwide 

For a copy of our easy-to- 

understand, no-obligation proposal, 
please call or write Business 
Manager Jean Murphy. 
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COLD FEET 

LEG CRAMPS 

TINNITUS 

DISCOMFORT 
ON STANDING 


-NICIN 

VASODILATOR 


IMMEDIATE or GRADUAL 


nicotinic acid therapy 


IMMEDIATE RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid .100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (B-l) . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6) 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


LIPO-NICIN/250 mg. 

Each yellow tablet contains: 

ocn r 


Nicotinic Acid.250 mg. 

Niacinamide 75 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (B-l) 25 mg. 

Riboflavin (8-2) . 2 mg. 

Pyridoxine HCL (B-6) 10 mg. 


DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


GRADUAL 

RELEASE 


UPO-NICIN/300 mg. 

Each time-release capsule con¬ 


tains: 

Nicotinic Acid 300 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (H-l) 25 mg. 

Riboflavin (B-2) 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: For use as a vasodilator in the symp¬ 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. 


( awol!Wi THE BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Literature and Samples 



ized Service 


PROFESSIONAL LIABILITY INSURANCE 



EASTERN PENNSYLVANIA OFFICE 

L. R. Wilson, Jr., S. B. Elston, Jr., G. R. Phillips, Jr., E. P. Ziemba, R. J. Nolen, Jr., and G. A. Baack, Representatives 
Suite 202, Plymouth Plaza, Plymouth Meeting 19462 Telephone: (215) 825-6800 



WESTERN PENNSYLVANIA OFFICE: Ned Wells, S. T. Ingram, and D. C. Hoffman, Representatives 
1074 Greentree Road, Pittsburgh 15220 Telephone: (412) 531-4226 




























TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 



APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 


Cerebro- 


Nicin 


CAPSULES 


A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid ...100 mg 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write for literature and samples . . . 

t BRolHJJfc THE brown PHARMACEUTICAL CO. 

2500 W. 6th St., Los Angeles, Calif. 90057 
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What do you know about 

The Physician’s 
Assistant? 

What is a PA . . . What does he do . . . 
Where is he trained . . . What is the 
physician’s role in relation to the PA? 

These questions, and others, are an¬ 
swered in an information kit being dis¬ 
tributed free on request to PMS 
members by the Council on Education 
and Science. 

For your copy of the Physician’s As¬ 
sistant Packet, write to the Council 
on Education and Science, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., 
Lemoyne, PA 17043. 


Residency 

in 

physical medicine 
and 

rehabilitation 

Dynamic, young program with balanced 
academic and clinical emphasis under the 
supervision of ten physiatrists. Three year pro¬ 
gram and integrated internship residency with 
opportunity for research and pursuit of special 
interests both in medical school and private 
hospital settings. One year’s credit for four 
years of general practice experience or train¬ 
ing in anotherspecialty. Stipendsfrom $13,300 
to $15,200 depending on qualifications.We 
will pay for visits in selected cases. 

Equal Opportunity/Affirmative Action employer. 

Telephone or write for information to: 

John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 829-6573 

























Your Patient 

Saves Dollars 
with Generics 

by PUREPAC 

Here’s Proof! 

These products and prices were taken directly 
from newspaper advertising by various retail pharmacies. 

QUANTITY BRAND NAME® PRICE PUREPAC GENERIC PRICE SAVINGS 

30 .Polycillin(250 mg.) . $8.70 .. Ampicillin(250 mg.) . $2.40 . $6.30 

100 Equanil (400 mg.)® . 8.09 .. Meprobamate ooo mg. )G 1.83 6.26 

100 .Darvon Comp. 65 G.. 7.83 .. Propoxyphene HC1 Comp. 65 ® 4.63.. 3.20 

100 .Pavabid (iso mg.) . 11.73 .. Papaverine HC1 T.R.(ioo mg.) . 4.33 .. 7.40 

100 .Thorazine (50 mg.) . 6.03 .. Chlorpromazine HC1(50 mg.). .. 3.23 2.80 

100 .Libriumoo mg.)® . 7.11 .. Chlordiazepoxide HC1 (io mg.)G . 4.89. 2.22 


The savings add up! So, when you prescribe generics, specify Purepac, 
the largest generic manufacturer in America. 


Brand names are registered trademarks of 
Bristol Labs., Wyeth Labs., Eli Lilly & Co., 
Marion Labs., Smith Kline G French Labs., 
Roche Labs, respectively. 



Purepac 

Flirahoth N.I 07707 


Elizabeth, N J 07207 
AMERICA’S LEADING NATIONAL BRAND OF GENERICS 



















AS A DOCTOR 
DO YOU 

HAVE TIME FOR THIS? 


It's not all 
fun and games, 
but a Navy 
Doctor has the 
opportunity to 
make of it what 
he can. 

This could be 
you! 


FOR COMPLETE DETAILS, SEE 
YOUR LOCAL NAVY RECRUITER, 
OR CALL THE MEDICAL 
RECRUITER, TOLL-FREE, AT 
800-841-8000. 
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PHYSICIANS WANTED 

Physicians —To fill more than 150 opportunities available in 
Pennsylvania. All specialties included. For further information 
write PMS Physician Placement Service, Donna F. Wenger, As¬ 
sistant Director Educational Activities, Pennsylvania Medical So¬ 
ciety, 20 Erford Rd., Lemoyne, PA 17043; (717) 763-7151. 

State College Pennsylvania —Immediate opening for full-time ER 
physician in 24-hour department of 180-bed community hospital. 
25,000 ED visits per year. Competitive salary and benefits. Excel¬ 
lent backup. Site of Penn State University with the best of rural 
and urban living. Minimal industry in area. Excellent public 
schools. Contact Tom Mebane, M.D., (814) 238-6852. 

New Jersey—Ancora —Immediate openings for staff psychia¬ 
trists and primary care physicians in 1100-bed JCAH and AMA 
accredited psychiatric hospital with three years approved resi¬ 
dency training. Affiliated with Temple University Hospital de¬ 
partment of psychiatry. Located thirty miles from Atlantic City 
and Philadelphia. Salary $28,722 to$40,713. Private practice after 
duty hours permitted. Liberal fringe benefits include professional 
liability, Blue Cross, Blue Shield, and life insurance. Write to 
Shao-Chi Yu, M.D., Ancora Psychiatric Hospital, Hammonton, NJ 
08037, or call (609) 561-1700, ext. 343. 

Pennsylvania and New Jersey Emergency Medicine positions 
available with fee-for-service group in suburban Philadelphia, 
central and eastern Pennsylvania, Pittsburgh, and northern and 
southern New Jersey hospitals. Physician directors also wanted. 
Send resume to: Northeast Emergency Medical Association, 500 
Spruce St., Philadelphia, PA 19106; (215) 925-3511. 

Orthopedic Surgeon —To join two-man group in rural practice. 
General orthopedics plus hand injuries from manufacturing 
plants. Please apply to St. Marys Orthopedic Clinic, Andrew Kaul 
Memorial Hospital, St. Marys, PA 15857. 

Emergency Physicians —Low volume quality care E.D. New hos¬ 
pital with spacious modern E.D. facilities. Rural, 80 miles from 
Pittsburgh. Join two career emergency physicians. American or 
comparable command of English. Complete fringes. Write De¬ 
partment 779, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 

OB/GYN Physician —Establish a hospital based/private practice, 
two-man group. Salary open. Paid malpractice. Excellent bene¬ 
fits. Suburban Philadelphia. Send resume to Department 781, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

FP/GP and Internist —For family health center in north central 
Pennsylvania. Starting salary and fringe worth $52,500 with rapid 
advancement possible. Teaching opportunity and ownership op¬ 
tion in FP residency. Rural area. Write Search Committee, Box 
108, Elkland, PA 16920. 

Physician for Department of Emergency Services —200-bed 
general hospital in a beautiful university community located in 
western Pennsylvania. New construction and renovation pro¬ 
gram underway. Salary highly competitive. Pennsylvania license 
required. Contact William B. Yeagley, M.D., Director of 
Emergency Services, Indiana Hospital, Indiana, PA 15701; (412) 
463-0261. 

General Surgeon —Interest in teaching and practice of surgery in 
university-affiliated hospital in Philadelphia. Send CV to: R-36, 
PO Box 2068, Philadelphia, PA 19103. An equal opportunity, 
affirmative action employer. 

House Physicians —Full-time. Pennsylvania license, competitive 
salaries. St. Luke’s and Children’s Medical Center, Philadelphia, 
PA 19122. Contact: J. H. Davidson, M.D., (215) 787-2175. 


Physicians: General Practice —Openings in areas of medical 
care in a large psychiatric hospital which is fully integrated with 
community agencies, hospitals, and base service units. Conve¬ 
niently located near city of Pittsburgh. Accredited by J.C.A.H. and 
meets standards for medicare, medicaid, and medical assistance. 
Salaries range to $33,350 with excellent fringe benefits including 
opportunities for continuing medical education. Pennsylvania 
license required. Contact Dr. Betty H. Bradley, Clinical Director of 
Medical/Surgical Services, Mayview State Hospital, Bridgeville, 
PA 15017; (412) 343-2700, ext. 500. 

Medical Director for Major Rehabilitation Facility —Excellent op¬ 
portunity for full-time physician with rehabilitation and adminis¬ 
trative experience in an expanding, free-standing, comprehen¬ 
sive rehabilitation center serving southwestern Pennsylvania. 
Responsibilities include: supervision of all medical services; 
part-time clinical practice in the center; participation in overall 
center management including membership on board of trustees; 
participation in coordination of paramedical services; maintain¬ 
ing liaison with area general medical/rehabilitation community. 
Salary negotiable. Good fringe benefits. Will assist in real estate 
sale and moving arrangements. Send resume to or call Lee H. 
Lacey, President, Harmarville Rehabilitation Center, Guys Run 
Rd., PO Box 11460, Pittsburgh, PA 15238; (412) 781-5700. Equal 
opportunity employer. 

Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Psychiatrist —Board certified or board eligible. Mental hospital in 
metropolitan area. Easy access to New York, Philadelphia, and 
close to Pocono resort area. Good salary with excellent fringe 
and retirement benefits. Residence available. Pennsylvania 
license required. Contact Henry Buxbaum, M.D., Superintendent, 
Clarks Summit State Hospital, Clarks Summit, PA 18411; (717) 
586-2011. 


CLASSIFIED ADVERTISING INFORMATION 

Rates—$12.00 per insertion up to 30 words; 50 cents each additional word: $1.00 
per insertion tor answers sent in care of Pennsylvania Medical Society. Payable in 
advance. 

COPY DEADLINE —Copy due by the first day of month preceding month of 
publication. Send to PENNSYLVANIA MEDICINE. 20 Erford Rd.. Lemoyne, Penn¬ 
sylvania 17043. The right is reserved to reject or modify copy to conform with 
publication rules. 

DEPARTMENT NUMBERS— Advertisers using department numbers forbid dis¬ 
closure of their identity. Written inquiries are forwarded to such advertisers. 

WORD COUNT —Count as one word all single words, two initials of a name, each 
abbreviation, isolated numbers, groups of numbers, hyphenated words. Count 
name and address as five words, telephone numbers as one, and Write Depart¬ 
ment . .., PENNSYLVANIA MEDICINE" as five. 
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Family Practice Physician —Needed in rapidly developing rural 
area in eastern Pennsylvania. Nearby town 6,000; rural drawing 
area 15,000 population. Good schools and recreational facilities. 
One-half hour to urban center of 300,000. Located in foothills of 
Pocono Mountains and very near state/federal recreational areas, 
offering camping, hunting, fishing, boating, and skiing. Long- 
established accredited, 80-bed, open staff hospital housing med¬ 
ical, surgical, obstetrical/gynecological, nursery, pediatrics, in¬ 
tensive care and emergency room located 15 miles from practice. 
Specialty services directed by either board certified or board 
eligible physicians. Assurance of income during establishment of 
practice will be considered. Address inquiries to Miss Barbara 
Spadt, Administrator, The Palmerton Hospital, 135 Lafayette 
Ave., Palmerton, PA 18071. 

Physicians —Licensed generalists and specialists needed for mil¬ 
itary medical officer positions at 58 worldwide Army hospitals. 
Guaranteed position location. Excellent practice environment, 
salaries, and unexcelled benefits, including malpractice cover¬ 
age. Contact Captain Whitmire, AMEDD Personnel Counselor, 
Building 5515, Room 309, Fort Dix, NJ 08640, or call collect (609) 
562-2663. 

Physiatrist —Board certified or board eligible. Needed immedi¬ 
ately to join medical staff of fastest-growing, largest comprehen¬ 
sive rehabilitation facility in the East. Located in great Pocono- 
Northeast Pennsylvania offering all-season living in God’s coun¬ 
try. Tremendous opportunity, salary plus excellent fringe bene¬ 
fits. Call collect (717) 348-1373, George Walters, President, Allied 
Services, Scranton, PA 18508. 

Full-time Physician —To serve as medical director for division of 
large company in Philadelphia area. Salary negotiable. Submit 
CV to Department 782, Pennsylvania Medicine. 20 Erford Rd., 
Lemoyne, PA 17043. 


Emergency Room Physicians —Full-time. Pennsylvania license, 
competitive salaries. St. Luke’s and Children’s Medical Center, 
Philadelphia, PA 19122. Contact: J. H. Davidson, M.D., (215) 787- 
2175. 

Radiologist —Full-time with group serving two hospitals, one to 
be replaced with totally new facility May 1978. Experienced in 
neuroradiology, CT and all phases of angiography. Curriculum 
vitae to Ralph J. Lowder, Jr., M.D., Forbes Health System, 
Pittsburgh Health Center, 6655 Frankstown Ave., Pittsburgh, PA 
15206. 

Physician for Weekend Medical Officer of the Day —To cover 
services in large general type federal hospital. Will provide 24- 
hour coverage 8 a.m. Saturday to 8 a.m. Sunday and/or 8 a.m. 
Sunday to 8 a.m. Monday. $240 fee for 24-hour coverage. Contact 
Personnel Officer, VA Hospital, Lebanon, PA 17042; (717) 272- 
6621, ext. 230. Non-discriminatory employer. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 per year plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 

Anesthesiologists —To establish a small group in a 200-bed sub¬ 
urban Philadelphia general hospital. Board certification or eligi¬ 
bility required. Minimum guarantee plus fee-for-service. 
Minimum guarantee open to negotiations. Malpractice insurance 
and excellent fringe benefits provided. Send CV to Sister Mary 
Margaret, Sacred Heart Hospital, Chester, PA 19013. 


Army Medicine 
wants more doctors 
who specialize* 

If you’re a physician specializing in pediatrics, anesthesiology, radiology, or 
internal medicine, we’ve got a full range of career opportunities for you. 

These opportunities are available in a setting that’s about as free from non¬ 
medical distractions as it’s possible for a practice to be. If you’re a doctor who’s 
more interested in practicing medicine than the running of a practice, Army 
Medicine could be perfect for you. Just call your local Army Medical Counselor, 
and he will discuss specific assignment opportunities with you. 

Captain James Whitmire 609-562-2663 
or 

Major Robert Sellards 412-644-3484 

Army Medicine. The practice that’s practically all medicine. 
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Military Medical Commissions —Immediate appointments avail¬ 
able in communities throughout Pennsylvania. Benefits include 
direct commission, free continuing medical education, non¬ 
contributory retirement program, and personal satisfaction of 
serving state and nation. Contact Major Eugene P. Klynoot, De¬ 
partment of Military Affairs, Pennsylvania Army National Guard, 
Annville, PA 17003; (717) 783-3430. 

Summer Camp Physicians —Brother-sister camp on beautiful 
Pocono lake. July. Reply to Camp Swago, 1410 E. 24th St., Brook¬ 
lyn, NY 11210. 

Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after oneyear. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 

Medical Director —Wanted by Pennsylvania HMO. Please send 
resume to Physicians Medical Center, East First and Spruce 
Streets, Birdsboro, PA 19508, % Medical Director. 

POSITIONS WANTED 

If You Need —A partner or associate; a physician to continue your 
practice upon your retirement; or a specialty physician for your 
hospital staff, contact PMS Physician Placement Service, Donna 
F. Wenger, Assistant Director Educational Activities, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., Lemoyne, PA 17043; (717) 
763-7151. 

Certified Physician’s Assistant —B.M.S.C. Desires position with 
medical center or rural physician providing primary care in Penn¬ 
sylvania. For resume write or call Robert Pyle, 1028 Mell Ave., 
Clarkston, GA 30021; (404) 292-0494. 


Conference on 

Child Abuse: A Team Approach 

May 25-26, 1978 

Host Inn 
Harrisburg, PA 


Cosponsored by: The Pennsylvania State Univer¬ 
sity College of Medicine at The Milton S. Hershey 
Medical Center and the Commonwealth of Penn¬ 
sylvania Department of Public Welfare. 

Approved for: Category I Credit toward the Amer¬ 
ican Medical Association Physician’s Recognition 
Award. 

Registration fee: $30 per person. 


For More Information Contact: 
Continuing Medical Education 
The Milton S. Hershey Medical Center 
The Pennsylvania State University 
Hershey, PA 1 7033 
(717) 534-8898 


Internist —Well qualified, board certified, available for part-time 
employment in Philadelphia area. Write Box A-12, 919 Friend¬ 
ship, Philadelphia, PA 19111. 

Physician’s Assistant —Graduates of the Rutgers University Pro¬ 
gram will be available for employment on June 1, 1978. Inquiries 
or requests for resumes may be addressed to: College of Medi¬ 
cine & Dentistry of New Jersey, School of Allied Health Profes¬ 
sions, P.A. Program, Box 101, Piscataway, NJ 08854; (201) 564- 
4444. 

Internist —29, ABIM, American born, American trained, desires to 
join group in eastern or southcentral Pennsylvania. Write De¬ 
partment 780, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 

Physician Assistant —Seeks employment in eastern Pennsylva¬ 
nia in Family Practice. Other specialties considered. Please send 
inquiries to K. Tomczyk, 619 Carsonia Ave., Reading, PA 19606. 


FOR SALE 

Cape Cod: Falmouth —Doctor’s 5-room suite and 7-room con¬ 
temporary residence adjoining. On wooded, private acre over¬ 
looking harbor in Woods Hole. Widow selling. Harold Bach, R.E. 
(617) 540-0707. 


MISCELLANEOUS 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 117 Sylvan Terrace, Harrisburg, 
PA 17104; telephone (717) 233-4716. 
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Librium' 

chlordiazepoxide HCI/Roche 

□ Proven antianxiety performance 

□ An unsurpassed safety record 

□ Predictable patient response 

□ Minimal effect on mental acuity at 
recommended doses 

□ Minimal interference with many 
primary medications, such as antacids, 
anticholinergics, diuretics, cardiac 
glycosides and antihypertensive agents 



Before prescribing, please consult complete product infor¬ 
mation, a summary of which follows: 

Indications: Relief of anxiety and tension occurring alone 
or accompanying various disease states. Efficacy beyond 
four months not established by systematic clinical studies. 
Periodic reassessment of therapy recommended. 

Contraindications: Patients with known hypersensitivity 
to the drug. 

Warnings: Warn patients that mental and/or physical abil¬ 
ities required for tasks such as driving or operating ma¬ 
chinery may be impaired, as may be mental alertness in chil¬ 
dren, and that concomitant use with alcohol or CNS depres¬ 
sants may have an additive effect. Though physical and psy¬ 
chological dependence have rarely been reported on recom¬ 
mended doses, use caution in administering to addiction- 
prone individuals or those who might increase dosage; with¬ 
drawal symptoms (including convulsions), following discon¬ 
tinuation of the drug and similar to those seen with barbi¬ 
turates, have been reported. 

Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided be¬ 
cause of increased risk of congenital malformations as 
suggested in several studies. Consider possibility of 
pregnancy when instituting therapy; advise patients 
to discuss therapy if they intend to or do become 
pregnant. 

Precautions: In the elderly and debilitated, and in chil¬ 
dren over six, limit to smallest effective dosage (initially 10 
mg or less per day) to preclude ataxia or oversedation, in¬ 
creasing gradually as needed and tolerated. Not recom¬ 
mended in children under six. Though generally not recom¬ 
mended, if combination therapy with other psycho¬ 
tropics seems indicated, carefully consider individual phar¬ 
macologic effects, particularly in use of potentiating drugs 
such as MAO inhibitors and phenothiazines. Observe usual 
precautions in presence of impaired renal or hepatic func¬ 
tion. Paradoxical reactions (e^g^, excitement, stimulation and 


acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of impending de¬ 
pression; suicidal tendencies may be present and protective 
measures necessary. Variable effects on blood coagulation 
have been reported very rarely in patients receiving the drug 
and oral anticoagulants; causal relationship has not been es¬ 
tablished clinically. 

Adverse Reactions: Drowsiness, ataxia and confusion 
may occur, especially in the elderly and debilitated. These 
are reversible in most instances by proper dosage adjust¬ 
ment, but are also occasionally observed at the lower dos¬ 
age ranges. In a few instances syncope has been reported. 
Also encountered are isolated instances of skin eruptions, 
edema, minor menstrual irregularities, nausea and constipa¬ 
tion, extrapyramidal symptoms, increased and decreased 
libido—all infrequent and generally controlled with dosage re¬ 
duction; changes in EEG patterns (low-voltage fast activity) 
may appear during and after treatment; blood dyscrasias (in¬ 
cluding agranulocytosis), jaundice and hepatic dysfunction 
have been reported occasionally, making periodic blood 
counts and liver function tests advisable during protracted 
therapy. 

Usual Daily Dosage: Individualize for maximum beneficial 
effects. Oral—Adults: Mild and moderate anxiety and ten¬ 
sion, 5 or 10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg 
t.i.d. or q.i.d. Geriatric patients: 5 mg b.i.d. to q.i.d. (See 
Precautions.) 

Supplied: Librium ®(chlordiazepoxide HCI) Capsules, 5 
mg, 10 mg and 25 mg—bottles of 100 and 500; Tel-E-Dose® 
packages of 100, available in trays of 4 reverse-number¬ 
ed boxes of 25, and in boxes containing 10 strips of 10; 
Prescription Paks of 50, available singly and in trays 
of 10. Libritabs ®(chlordiazepoxide) Tablets, 5 mg, 

10 mg and 25 mg—bottles of 100 and 500. With re¬ 
spect to clinical activity, capsules and tab¬ 
lets are indistinguishable. 
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When cystitis recurs... Bactrim 

fights uropathogens 









at 3 important sites 


the Bactrim 
three-system 
counterattack... 


© urinary tract 



Bactrim provides high antimicrobial levels 
in the urine and a high degree of clinical 
efficacy. Its spectrum includes the uropatho- 
gens most often encountered in recurring 
urinary tract infections: E.coli, Klebsiella-Entero 
bacter and Proteus mirabilis, 
vulgaris and morganii. 

© vaginal tract 

Bactrim combats uropatho- 
gens colonizing the vaginal 
introitus, a source of urethral 
contamination and subsequent 
cystitis. Its trimethoprim component 
diffuses into vaginal fluid in effective 
concentrations, thus combating migra 
tion of urinary pathogens into the 
urinary system. 

© lower 

intestinal tract o 3 ° ° 

\ u o ~>o O O 

Bactrim markedly reduces the ^ Q 

colonic reservoir of uropathogens Q u 

with negligible emergence of resis- ^ o 
tance. Moreover, Bactrim rarely causes c 
adverse effects on the balance of colonic 
flora...seldom causes monilial overgrowth often 
associated with many antibiotics. 


o o O o o 
O O c o 


to clear her w% m r-rni K K" nr double 

infection and BALI KIM lO^ H 

COmbat reinfecting (160 mg trimethoprim and 800 mg sulfamethoxazole) 

organisms just one tablet bid. for 10 to 14 days 


<mch?> 


Please see summary of product information on next page. 













When 

cystitis 

recurs.. 


Before prescribing, please consult complete product information, a sum¬ 
mary of which follows: 

Indications and Usage: For the treatment of urinary tract infections due to 
susceptible strains of the following organisms: Escherichia coli, Klebsiella- 
Enterobacter, Proteus mirabilis, Proteus vulgaris, Proteus morganii It is recom¬ 
mended that initial episodes of uncomplicated urinary tract infections be 
treated with a single effective antibacterial agent rather than the combina¬ 
tion. Note: The increasing frequency of resistant organisms limits the usefulness 
of all antibacterials, especially in these urinary tract infections. 

Also for the treatment of documented Pneumocystis carinii pneumonitis.To 
date, this drug has been tested only in patients 9 months to 16 years of age 
who were immunosuppressed by cancer therapy. 

The recommended quantitative disc susceptibility method (Federal Register, 

37: 20527-20529,1972) may be used to estimate bacterial susceptibility to 
Bactrim. A laboratory report of “Susceptible to trimethoprim-sulfamethoxazole" 
indicates an infection likely to respond to Bactrim therapy. If infection is confined 
to the urine, "Intermediate susceptibility” also indicates a likely response. “Resis¬ 
tant" indicates that response is unlikely. 

Contraindications: Hypersensitivity to trimethoprim or sulfonamides, pregnancy: 
nursing mothers; infants less than two months of age. 

Warnings: Deaths from hypersensitivity reactions, agranulocytosis, aplastic 
anemia and other blood dyscrasias have been associated with sulfonamides 
Experience with trimethoprim is much more limited but occasional interference 


BACTRIM DS 


DOUBLE 

STRENGTH 

TABLETS 


(160 mg trimethoprim and 800 mg sulfamethoxazole) 


fights 

uropathogens 
at 3 important 
sites 


□ Highly effective against most uri¬ 
nary invaders 

□ Indicated even in presence of 
structural abnormalities and ves¬ 
icoureteral reflux (so clinically signifi¬ 
cant in children) 

□ Indicated in patients as young as 
two months of age 

□ Dual action minimizes microbial 
resistance 

□ Generally well tolerated, with or 
without food 

□ Easy-to-follow b.i.d. dosage 
schedule 

□ During therapy, maintain ade¬ 
quate fluid intake; perform frequent 
CBC’s and urinalyses with micro¬ 
scopic examination 

□ Contraindicated during pregnancy 
and the nursing period, in patients 
hypersensitive to its components 
and in infants under 2 months of age 



Roche Laboratories 

Division of Hoffmann-La Roche Inc. 

Nutley, New Jersey 07110 


with hematopoiesis has been reported as well as an increased incidence of 
thrombopenia with purpura in elderly patients on certain diuretics, primarily 
thiazides. Sore throat, fever, pallor, purpura or jaundice may be early signs of 
serious blood disorders. Frequent CBC’s are recommended; therapy should be 
discontinued if a significantly reduced count of any formed blood element is 
noted. 

Precautions: Use cautiously in patients with impaired renal or hepatic function, 
possible folate deficiency, severe allergy or bronchial asthma In patients with 
glucose-6-phosphate dehydrogenase deficiency, hemolysis, frequently dose- 
related, may occur. During therapy, maintain adequate fluid intake and perform 
frequent urinalyses, with careful microscopic examination, and renal function 
tests, particularly where there is impaired renal function. 

Adverse Reactions: All major reactions to sulfonamides and trimethoprim are 
included, even if not reported with Bactrim. Blood dyscrasias: Agranulocytosis, 
aplastic anemia, megaloblastic anemia, thrombopenia, leukopenia, hemolytic 
anemia, purpura, hypoprothrombinemia and methemoglobinemia. Allergic reac¬ 
tions: Erythema multiforme, Stevens-Johnson syndrome, generalized skin erup¬ 
tions, epidermal necrolysis, urticaria, serum sickness, pruritus, exfoliative der¬ 
matitis, anaphylactoid reactions, periorbital edema, conjunctival and scleral injec¬ 
tion, photosensitization, arthralgia and allergic myocarditis. Gastrointestinal reac¬ 
tions: Glossitis, stomatitis, nausea, emesis, abdominal pains, hepatitis, diarrhea 
and pancreatitis. CNS reactions: Headache, peripheral neuritis, mental depres¬ 
sion, convulsions, ataxia, hallucinations, tinnitus, vertigo, insomnia, apathy, 
fatigue, muscle weakness and nervousness. Miscellaneous reactions Drug fever, 
chills, toxic nephrosis with oliguria and anuria, periarteritis nodosa and L.E. phe¬ 
nomenon. Due to certain chemical similarities to some goitrogens, diuretics 
(acetazolamide, thiazides) and oral hypoglycemic agents, sulfonamides have 
caused rare instances of goiter production, diuresis and hypoglycemia in pa¬ 
tients; cross-sensitivity with these agents may exist. In rats, long-term therapy with 
sulfonamides has produced thyroid malignancies 
Dosage: Not recommended for infants less than two months of age. 

Urinary tract infections: Usual adult dosage—1 DS tablet (double strength), 

2 tabjets (single strength) or 4 teasp. (20 ml) b i d. for 10-14 days. 

Recommended dosage for children—8 mg/kg trimethoprim and 40 mg/kg sul¬ 
famethoxazole per 24 hours, in two divided doses for 10 days. A guide follows: 
Children two months of age or older: 

Weight Dose—every 12 hours 


lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp. (5 ml) 

Vi tablet 

40 

18 

2 teasp. (10 ml) 

1 tablet 

60 

27 

3 teasp. (15 ml) 

V/i tablets 

80 

36 

4 teasp. (20 ml) 

2 tablets or 
1 DS tablet 


For patients with renal impairment: 

Creatinine 

Recommended 

Clearance (ml/mm) 

Dosage Regimen 

Above 30 

Usual standard regimen 

15-30 

Vi the usual regimen 

Below 15 

Use not recommended 


Pneumocystis carinh pneumonitis: Recommended dosage: 20 mg/kg trimetho¬ 
prim and 100 mg/kg sulfamethoxazole per 24 hours in equal doses every 6 hours 
for 14 days. See complete product information for suggested children's dosage 
table. 

Supplied: Double Strength (DS) tablets, each containing 160 mg trimethoprim 
and 800 mg sulfamethoxazole, bottles of 100; Tel-E-Dose" packages of 100; 
Prescription Paks of 20. Tablets, each containing 80 mg trimethoprim and 400 mg 
sulfamethoxazole—bottles of 100 and 500; Tel-E-Dose* packages of 100; 
Prescription Paks of 40, available singly and in trays of 10. Oral suspension. 
containing in each teaspoonful (5 ml) the equivalent of 40 mg trimethoprim and 
200 mg sulfamethoxazole, fruit-licorice flavored—bottles of 16 oz (1 pint). 
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TWO COUNCILS DIVIDE 
SOCIOECONOMIC ISSUES 


FURTHER COUNCIL CHANGES 
RECEIVE BOARD APPROVAL 


TWELVE PMS LEADERS AT 
COST CONTROL MEETING 


PMS BOARD APPROVES 
BUDGET STATEMENT 


IMPAIRED PHYSICIAN 
COMMITTEE FORMED 


The Board of Trustees on May 17 approved the formation of a 
new administrative council in the socioeconomic area. This 
fifth council, designated the Council on Health Planning 
and Facilities, will be accountable for services to hospital 
medical staffs, long term care, health planning (HSAs), 
and health care costs. Up to now these areas came under 
the purview of the Council on Medical Service, which still 
has responsibility for professional liability insurance, 
relations with third party payers, the state’s medical 
assistance program, and the Pennsylvania medical care 
program (peer review committees). 

The Board approved several additional recommendations 
changing the accountabilities of councils. The Commission 
on Health Planning will function under the new Council on 
Health Planning and Facilities. All insurance benefits 
programs for members with the exception of professional 
liability insurance will be administered under the Council 
on Member Services (formerly Professional Relations and 
Services). Other councils also are renamed: the Council on 
Governmental Relations is now the Council on Legislation, 
and the Council on Medical Service is now the Council on 
Medical Economics. The Council on Education and Science 
remains the same. 

Twelve representatives of the State Society were among the 
70 invited participants at the Health Care Cost Containment 
Conference held at the University of Pennsylvania June 1 
and 2. The conference, sponsored by PMS, the Hospital 
Association of Pennsylvania, and the Pennsylvania Osteopathic 
Medical Association, drew representatives of business and 
organized labor along with health care professionals. 

George A. Rowland, M.D., chairman of the PMS Board of 
Trustees, and the following physicians formed the Society's 
delegation: Drs. John V. Blady, David W. Clare, Henry H. 
Fetterman, Raymond C. Grandon, Paul F. Kase, George R. 

Fisher, III, William Y. Rial, Sidney 0. Krasnoff, Joseph V. 
Caliguiri, Joseph N. Demko, and Webb S. Hersperger. 

A consensus statement from the Alliance for June Budget 
Action was approved by the PMS Board May 17. The Alliance 
was formed several years ago because in 10 of the last 15 
years, Pennsylvania has been without a budget when the new 
fiscal year began. The Alliance for June Budget Action is 
composed of over 20 statewide organizations. It calls for 
reforms in the Commonwealth’s budgeting processes in the 
statement, which will be presented to gubernatorial and 
legislative candidates. 

A Committee on the Impaired Physician, a special committee 
of the Board to be composed of no more than five members, 
was authorized by the Board of Trustees on May 17. The 
committee will implement the Society's program for impaired 
physicians as adopted by the Board in March 1977. 
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HEALTH DEPARTMENT 
TACKLES IMMUNIZATION 


HOSPITAL ASSOCIATION 
WINS STAY ON RULES 


PENNSYLVANIA DELEGATION 
PLANS FOR AMA MEETING 


MEDICAL ASSISTANCE 
IMPROVEMENT SOUGHT 


Secretary of Health Leonard Bachman, M.D., has announced a 
two-pronged effort to assure that Pennsylvania's school age 
children are adequately immunized. First, the department 
has proposed revised regulations for the immunization law. 

They will require positive proof of immunization before 
children can be enrolled in school. 

Second, in a joint endeavor, the Departments of Health and 
Education have asked each school district to review the immu¬ 
nization status of each student and identify by name all 
students who lack proper protection from diphtheria, tetanus, 
pertussis, polio, measles, mumps, or rubella. Primarily this 
project involves auditing school records, but it also involves 
asking parents, particularly of older students, to complete 
questionnaires regarding the immunization history of their 
children. 

All students who are identified in the audit as being inade¬ 
quately protected will be immunized during the next school 
year either through referral to physicians or school clinics. 
The Health Department views this as a "catch up" procedure 
that should improve immunity levels to over 90 percent. 

Commonwealth Court Judge Roy Wilkinson on May 15 issued a 
preliminary injunction against part of the rules and regula¬ 
tions for hospitals scheduled to become effective June 10. 

The action came as a result of a suit brought by the Hospital 
Association of Pennsylvania. Twenty sections are partially 
enjoined and 168 sections are fully enjoined. The remaining 
323 sections are enforceable June 10. The old rules will 
remain in effect in those areas in which the proposed rules 
are enjoined. Commonwealth Court will hear the suit for a 
permanent injunction in the fall. 

Pennsylvania delegates to the AMA meeting in St. Louis June 
18-21 have a busy week in store. William Y. Rial, M.D., of 
Swarthmore, is seeking re-election as speaker of the AMA 
House of Delegates, and George A. Rowland, M.D., of Millville, 
is a candidate for the AMA Board of Trustees. Pennsylvanians 
on convention committees are: R. Robert Tyson, M.D., Phila¬ 
delphia, a member of Reference Committee A (Insurance and 
Medical Service); Henry H. Fetterman, M.D., Allentown, a 
member of Reference Committee E (Scientific-Public Health); 
and Raymond C. Grandon, M.D., Harrisburg, chairman of the 
Committee on Rules of Order and Business. 

The PMS Board of Trustees on May 17 established an ad hoc 
committee to conduct an analysis of the Medical Assistance 
Program of the Department of Public Welfare and develop recom¬ 
mendations for its improvement. The undertaking, named 
"Medical Assistance Program Improvement Project" (MAPIP), 
will require establishing a data base and seeking guidance 
and information from other organizations, such as the Hospi¬ 
tal Association of Pennsylvania and welfare rights organiza¬ 
tions. The ad hoc project committee will be composed of five 
members designated by the Council on Medical Economics, one 
by the Council on Legislation, two by the Pennsylvania Medi¬ 
cal Care Foundation, and one each by the Keystone Medical 
Society and the Pennsylvania Osteopathic Medical Association. 
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! newsfronts 


Insurance company board expansion voted 


The Pennsylvania Medical So¬ 
ciety Board of Trustees has ap¬ 
pointed three new members to the 
board of directors of the Pennsyl¬ 
vania Medical Society Liability 
Insurance Company for terms be¬ 
ginning in April. The new di¬ 
rectors are William F. Bouzarth, 
M.D., Philadelphia; Brooke Rob¬ 
erts, M.D., Philadelphia; and John 
H. Hobart, M.D., Easton. 

Officers reappointed to the in¬ 
surance company’s board for the 

Surgeons meet in fall 

The 64th annual Clinical Con¬ 
gress, the world’s largest conven¬ 
tion of surgeons, sponsored by the 
American College of Surgeons, 
will be held in San Francisco Oc¬ 
tober 16-20, 1978. The College an¬ 
ticipates registration of 12,000 
physicians for the Congress. 

William A. Altemeier, M.D., 
F.A.C.S., of Cincinnati, Ohio will 
be installed 59th president of the 
ACS at the meeting. The program 
also will include: 18 postgraduate 
courses on a wide range of sub¬ 
jects; more than 50 panel discus¬ 
sions and symposia on general and 
specialized surgery; addresses by 
guest lecturers, including Martin 
Memorial Lecturer John Lister, 
M.A., M.D., F.R.C.P., dean of the 
British Postgraduate Medical 
Federation; presentation of the 
College’s Distinguished Service 
Award; and awarding of fellow¬ 
ship to more than 1,500 surgeons 
in convocation ceremonies on 
Thursday, October 19. 

Registration at the Congress is 
free for fellows whose dues are 
paid to December 1977, initiates, 
and participants in the candidate 
group. Non-fellows pay $160, 
non-fellows in federal service pay 
$125, and surgical residents pay 
$80. 


1978-79 term are: David S. Mas- 
land, M.D., Carlisle, president and 
chairman of the board of directors; 
John J. Danyo, M.D., York, vice 
president; John F. Rineman, 
Lemoyne, treasurer; and Henry H. 
Fetterman, M.D., Allentown, sec¬ 
retary. 

Also reappointed to the board 


Seven Pennsylvania attorneys 
have been selected as hearing ex¬ 
aminers for the State Board of 
Medical Education and Licensure, 
thus allowing Board members to 
devote more time to matters of pol¬ 
icy. 

Beginning in May, disciplinary 
cases brought against physicians 
licensed by the Board may be 
heard by a hearing examiner 
rather than exclusively by board 
members, as has been the case. 
Defendants have the right to ap¬ 
peal an examiner’s decision to the 

State allergists meet 

The Pennsylvania Allergy As¬ 
sociation will hold its annual 
spring meeting June 16-18, 1978 
at the Toftrees Country Club and 
Lodge, State College. 

New officers of the PAA are D. 
Lee Miller, M.D., of Pittsburgh, 
president; George Green, M.D., of 
Abington, president elect; Pat 
Nell, M.D., of Philadelphia, secre¬ 
tary; and Charles Blumstein, 
M.D., of Jenkintown, treasurer. 


The Pennsylvania 
Medical Society 
has a new telephone number 
(717) 763-7151 

Please correct your records. 


are: A. Reynolds Crane, M.D., 
Philadelphia; Donald E. Harrop, 
M.D., Phoenixville; William J. 
Kelly, M.D., Pittsburgh; Robert L. 
Lasher, M.D., Erie; John B. 
Lovette, M.D., Johnstown; Mat¬ 
thew Marshall, M.D., Pittsburgh; 
and George A. Rowland, M.D., 
Millville. 


Medical Board, which reserves the 
right to conduct a hearing. 

The hearing examiners con¬ 
tracted are: Joy Conti and Richard 
T. Wentley, of Pittsburgh; Isadore 
Kranzel and James H. Rowland, of 
Harrisburg; and Daniel Segal, 
Garnita Selby, and Louis E. Selt¬ 
zer, of Philadelphia. 

Blue Shield reports 
increase in reserves 

Enrollment in Pennsylvania 
Blue Shield’s private programs in¬ 
creased 7,000 in 1977 for a total at 
year’s end of 6,497,000 subscrib¬ 
ers, according to the PBS 1977 
Annual Report. In addition, 2.78 
million persons were eligible for 
benefits under government pro¬ 
grams administered by PBS. 

Reserves as of December 31, 
1978 were $64.9 million, or 13.4 
percent of annual subscription in¬ 
come, compared with $12.5 mil¬ 
lion, or 3 percent, the previous 
year. The improved level of re¬ 
serves was attributed to the con¬ 
tinuing concern of participating 
physicians, favorable trends in the 
use of benefits, and reduced 
operating expenses. 

More than 21,100 doctors, the 
highest total ever, had 
agreements with PBS at year’s 
end. This figure represents a 3.2 
percent increase over the 1976 
total of 20,487. 


State Medical Board hearing examiners named 
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Officers’ Conference 1978 

Society activities, health legislation highlighted 


Nancy E. Perkin 
Editorial Assistant 

Officers’ Conference 1978, held 
April 12 and 13 in Hershey, pro¬ 
vided the 267 county medical soci¬ 
ety officers attending with an in¬ 
tensive, 24-hour program examin¬ 
ing a variety of State Society ac¬ 
tivities, with special emphasis on 
the relationship between govern¬ 
ment and medicine. 

J. Mostyn Davis, M.D., of 
Shamokin, was chairman of the 
committee which formulated the 
program. Serving with him were 
Drs. George R. Fisher, of Phil¬ 
adelphia; Paul F. Kase, of Harris¬ 
burg; David L. Miller, of New 
Bethlehem; John P. Mraz, of Erie; 
Joseph M. Stowell, representative 
of the Board of Trustees, of Al¬ 
toona; and John V. Blady, Society 
president, of Villanova. 

Health and politics 

U. S. Representative Dan Ros- 
tenkowski, the sponsor of a con¬ 
troversial bill on hospital cost con¬ 
tainment, opened the conference 
with a summary of his views of the 
need for health legislation. Others 
speaking to the issues of govern¬ 
ment and legislation were R. 
William Alexander, M.D., chair¬ 
man of the Council on Gov¬ 
ernmental Relations, and panel¬ 
ists Robert H. Craig, Jr., and Jerry 
Rothenberger, of the PMS staff, 
who reviewed state health legisla¬ 
tion and offered suggestions for 
political action on the local level. 

James R. Neely, president of the 
Hospital Association of Pennsyl¬ 
vania, spoke of the mutual con¬ 
cerns of HAP and PMS and dis¬ 
cussed the HAP suit seeking an 
injunction to stop use of the 
Health Department’s new hospi¬ 
tal regulations. 

Sidney O. Krasnoff, M.D., pres¬ 
ident of the Pennsylvania Medical 
Care Foundation, suggested al- 
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Board Chairman George Rowland, M.D., and Society President John Blady, M.D., 
were joined by John Rineman, Society executive vice president, for “Executive 
Suite,’’ a discussion of key issues facing the Society. 


ternative methods of medical care 
delivery and reimbursement. 

A panel discussion on MAMIS 
(Medical Assistance Management 
Information Systems) by deputy 
secretary for public welfare 
Thomas L. Hooker and Henry H. 
Fetterman, M.D., chairman of the 
Council on Medical Service, con¬ 
cluded the conference’s political 
program. 


Legal counsel reports 

Legal matters were reported on 
by Fred Speaker, Esq., of the law 
firm of Pepper, Hamilton and 
Scheetz, who presented a docket of 
current PMS litigation. John J. 
Runzer, Esq., of the same law firm, 
reviewed the issues leading to 
Federal Trade Commission scru¬ 
tiny of the medical profession. 

Paul F. Abrams, Esq., adminis- 


Questions and comments from the audience were frequent as panelists and speak¬ 
ers opened the floor to informal discussion. 
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Angina 
freedom 
fighter... 


1. Taken sublingually, Cardilate® (erythrityl 
tetranitrate) begins to work within 5 minutes, 
eliminating or reducing frequency and severity 
of anginal pain for up to two hours. 

2. Fear of pain, a major deterrent to achieving 
acceptable (and desiraole) levels of activity, 
including sex, may be allayed with Cardilate. 
Effective prophylaxis and improved exercise 
tolerance help toward normalizing the lives of 
anginal patients. 


Cardilate 

(erythrityl tetranitrate) 


Cardilate" (erythrityl tetranitrate) 

INDICATIONS: For the prophylaxis and long-term treat¬ 
ment of patients with frequent or recurrent anginal pain 
and reduced exercise tolerance associated with angina 
pectoris, rather than for the treatment of the acute attack 
of angina pectoris, since its onset is somewhat slower 
than that of nitroglycerin. 

PRECAUTIONS: As with other effective nitrites, some fall 
in blood pressure may occur with large doses. 


Caution should be observed in administering the drug to 
patients with a history of recent cerebral hemorrhage, 
because of the vasodilation which occurs in the area. 
Although therapy permits more normal activity, the 
patient should not be allowed to misinterpret freedom 
from anginal attacks as a signal to drop all restrictions. 
SIDE EFFECTS: No serious side effects have been 
reported. In sublingual therapy, a tingling sensation (like 
that of nitroglycerin) may sometimes be noted at the 
point of tablet contact with the mucous membrane. If 
objectionable, this may be mitigated by placing the tablet 
in the buccal pouch. As with nitroglycerin or other effec¬ 
tive nitrites, temporary vascular headache may occur 
during the first few days of therapy. This can be con¬ 
trolled by temporary dosage reduction in order to allow 
adjustments of the cerebral hemodynamics to the initial 
marked cerebral vasodilation. These headaches usually 
disappear within one week of continuous therapy but 
may be minimized by the administration of analgesics. 


Mild gastrointestinal disturbances occur occasionally 
with larger doses and may be controlled by reducing the 
dose temporarily. 

FIOW SUPPLIED: 10 mg chewable scored tablets, 
bottle of 100. Also 5, 10 and 15 mg oral/sublingual 
scored tablets in bottles of 100. 10 mg oral/ 
sublingual scored tablets also supplied in bottles 
of 1,000. 

Also available: Cardilate®-P brand Erythrityl 
Tetranitrate with Phenobarbital* Tablets 
(Scored). 

(*Warning—may be habit-forming.) 




Wellcome 


Burroughs Wellcome Co. 

Research Triangle Park 
North Carolina 27709 


Officers’ Conference 1978 



Prayer Breakfast speaker Donald H. 
Reigel, M.D., told of personal experi¬ 
ences in his examination of medical 
ethics. 


trator of the state’s malpractice 
arbitration system updated his 
report on medical malpractice 
litigation which was published in 
the November 1977 issue of PENN¬ 
SYLVANIA Medicine. 

Prayer breakfast 
A conference highlight which 
met with unprecedented atten¬ 
dance was the prayer breakfast 
which featured as speaker Donald 
H. Reigel, M.D. Dr. Reigel, chief of 
neurosurgery at Children’s Hospi¬ 
tal of Pittsburgh, examined ''Ines¬ 
capable Decision” using examples 
from his personal experience in 
pediatric neurosurgery. The< 
breakfast was sponsored by the 
Society’s Commission on Medi¬ 
cine, Religion, and Bioethics. 



Lawrence K. Altman, M.D., of the New York Times discussed how the press views the 
medical profession in his Donaldson Memorial Lecture. 



Officers were given “A Taste of Practice Management” by Duane M. Johnson, vice 
president of Practice Productivity, Inc. 
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one tablet usually brings 
gentle, overnight relief 


Dr. Masland presents 
PMSLIC status report 



David S. Masland, M.D., presi¬ 
dent of the Pennsylvania Medical 
Society Liability Insurance Com¬ 
pany, announced an anticipated 
income from premiums of $14- 
15,000,000 in 1978 and a surplus 
of approximately $8,100,000. He 
reviewed the company’s opera¬ 
tions, direction, and underwriting 
policy in his report to the Officers’ 
Conference. 

Of the 4,370 policies issued thus 
far, 1,430 are claims made and 
2,883 are occurrence type policies. 
A total of 4,704 policies will be 
written, with an additional 416 is¬ 
sued to partnerships and corpora¬ 
tions. Policies not yet issued have 
been delayed by inadequate in¬ 
formation on the application, non¬ 
payment or incomplete payment 
of assessments, and the need for 


further study in individual cases. 

Dr. Masland briefly reviewed 
the PMSLIC underwriting policy, 
the major points of which are: 

• PMSLIC will underwrite only 
Society members; 

• The company has eliminated 
Argonaut’s scheduled surcharge, 
which was often inequitable; 

• PMSLIC has adopted "consent 
to rate,” and surcharges are based 
on evaluation by the Underwrit¬ 
ing Committee of the doctor’s en¬ 
tire loss record; 

• Fewer surcharges will be 
made, but some will be penalized 
more heavily, depending on loss 
record; 

• The Underwriting Committee 
will recommend cancellation or 
restriction of coverage when indi¬ 
cated; 

• Policyholders have the right 
of appeal to the PMS Commission 
on Professional Liability Insur¬ 
ance. 

Dr. Masland listed three com¬ 
pany goals aimed at keeping down 
the costs of malpractice insurance: 
to settle legitimate claims as 
quickly as possible; to resist 
claims without merit; and to urge 
early reporting of claims. 


The number of policies issued at press 
time exceeded 5,000. The ratio of ap¬ 
proximately two occurrence type 
policies to every one claims made pol¬ 
icy continues. 


WARREN-TEED 

LABORATORIES, INC. 

DIVISION Of- AORIA LABORATORIES li\IC. 

COLUMBUS. OHIO A3215 
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Abrams reviews litigation, announces 


Paul F. Abrams, principal 
draftsman of Act 111 and first ad¬ 
ministrator of Pennsylvania’s ar¬ 
bitration system, presented a 
status report on medical malprac¬ 
tice arbitration in the state and 
announced his resignation at the 
second session of Officers’ Confer¬ 
ence April 13. The arbitration sys¬ 
tem has original, exclusive juris¬ 
diction to hear and decide cases in 
which medical procedure giving 
rise to claim occurred on or after 
January 13,1976, effective date of 
the Health Care Services Mal¬ 
practice Act. 

Abrams announced that he has 
recommended to the governor and 
the General Assembly a "substan¬ 
tial reduction in the annual fee” 
paid by physicians and nursing 
homes to fund the arbitration sys¬ 
tem. He credited the reduction to 
the "bare bones approach” taken 
in operating the system and a high 
rate of success in settling cases. 

From January 1 to April 7, 
1978,291 cases were filed with the 
arbitration office, bringing the 
total to 761 cases in 27 months of 
operation. Since January new 
cases have averaged 21 per week 
and Abrams projects that the rate 
will hold steady. 

According to the rules of prac¬ 
tice and procedure adopted with 
the Act, a mandatory conciliation 
conference must be held within six 
months of the filing of the com¬ 
plaint. "It should be noted,” Ab¬ 
rams said, "that 617 of the 761 
cases have been filed in the last 
nine months, so that settlement 
procedures are just now being 
applied to the overwhelming bulk 
of our cases. 

"It appears that at least 60 per¬ 
cent of the cases will be settled or 
discontinued as a result of the 
mandatory program. The final 
figure may be closer to 80 or 90 
percent. Such a high rate of set¬ 



Arbitration Administrator Paul Abrams 


tlements will substantially reduce 
the costs of resolving medical 
malpractice cases.” 

Thus far 83 cases have been set¬ 
tled or discontinued, with an av¬ 
erage payment of $59,268. 

The Medical Professional Lia¬ 
bility Catastrophe Loss (CAT) 
fund, which pays insurance limits 
required by the Act, had received 
premium surcharges amounting 
to nearly $17,200,000 as of April 7, 
according to Abrams. "They have 
been informed of approximately 
255 incidents in which the poten¬ 
tial liability may exceed the 
$100,000 basic insurance cover¬ 
age limits, although it is expected 
that far fewer will actually result 
in their financial involvement. 

"In January 1978 the CAT fund 
paid out a total of $2,465,000 in 
settlement of eight cases above the 
basic insurance coverage limits,” 
he said. 

Abrams concluded his remarks 
by announcing that he had sub¬ 
mitted to the Governor a letter of 
resignation, effective May 1. 

"When I accepted the Gover¬ 
nor’s offer to develop an alterna¬ 
tive to the judicial system for re¬ 
solving medical malpractice 
claims, I wanted to establish a 


resignation 

statewide system that would sub¬ 
stantially shorten the time re¬ 
quired to resolve malpractice 
cases; reduce litigation costs; and 
operate fairly. I also wanted to 
administer the program in an effi¬ 
cient and effective manner that 
would enhance the public’s confi¬ 
dence in the state government’s 
ability to serve them with compe¬ 
tence, concern, honesty, and an 
appreciation of their ability to pay 
the bills. 

"I believe these goals have been 
achieved and that it is time for a 
new person to take the helm and 
build on our efforts.” 

Ewell, Wallace join 
Health Department 

State Health Secretary Leonard 
Bachman, M.D., recently an¬ 
nounced the appointments of Jor¬ 
dan D. Ewell, Jr., as commissioner 
of the Office of Planning and De¬ 
velopment and Robert E. Wallace 
as deputy secretary for public 
health programs. 

Ewell is responsible for setting 
current and long-range plans for 
health services in Pennsylvania, 
including activities of the 
Statewide Health Coordinating 
Council, and need review, primary 
health care, manpower and insur¬ 
ance, and emergency health ser¬ 
vices development. 

Ewell succeeds Denis J. Lucey, 
III, M.D., in the top planning post. 
Dr. Lucey will serve as a special 
assistant to the secretary until 
June 30, when he will leave public 
service. 

Robert E. Wallace, executive di¬ 
rector of the National Interagency 
Council on Smoking and Health, 
New York, was named deputy sec¬ 
retary for public health programs, 
effective March 20. Wallace re¬ 
places William R. Montgomery, 
Ph.D. 
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Legal counsel reports 

Standard of care must meet national criteria 


Fred Speaker, Esq. 


An award of more than 
$320,000 for deafness caused by 
medical malpractice has been 
made in a federal case which offers 
instruction to both the medical 
and legal professions. 

In the case of Kubrick v. United 
States, 1 a 39-year-old man was 
treated in a Veterans Administra¬ 
tion hospital for osteomyelitis in 
1968. The osteomyelitis cleared, 
yet later he developed a hearing 
loss which ultimately was diag¬ 
nosed as severe sensorineural, 
which is permanent and untreat- 
able. He Filed suit under the Fed¬ 
eral Tort Claims Act 2 in 1972. 

The suit involved the use 
through a hemovac system of a 1 
percent solution of neomycin sul¬ 
fate for nearly two weeks to irri¬ 
gate the patient’s infected area in 
his right femur. Within three 
months of his discharge in 1968, 
the patient began to notice a par¬ 
tial hearing loss and ringing in his 
ears, which grew progressively 
worse. 

The Court concluded that the 
administration of the neomycin 
clearly caused the deafness. The 
federal government contended 
that at the time of treatment topi¬ 
cal application of neomycin was 
not known to result in rapid ab¬ 
sorption with toxic effects. The pa¬ 
tient countered with the argu¬ 
ment that the VA physician 
should have known about the toxic 
effects, that the prolonged treat¬ 
ment was outrageously high, and 
that other, effective, non-toxic 
drugs could have been used. 

Standard of care 

An important issue which the 
Court felt it had to decide involved 
what standard of care to apply to 
the case. Since an orthopedic spe¬ 
cialist was involved, a decision 


had to be made about whether the 
standard should be that practiced 
by the average physician in the 
same or similar locality, or 
against a national standard. The 
court recognized that there was no 
clear Pennsylvania Supreme or 
Superior Court decision on the 
subject, noting that six years be¬ 
fore the Pennsylvania Supreme 
Court had last opened the ques¬ 
tion of whether Pennsylvania 
would continue to follow the simi¬ 
lar locality rule. 3 

The Court did state that under 
Pennsylvania law a specialist 
owes a higher standard of skill, 
learning, and care than a general 
practitioner, and concluded: 

We cannot conceive that 
the highest Court of Pennsyl¬ 
vania, a state containing 
numerous medical schools, 
including some of the nation’s 
most prestigious, would fail to 
adopt the national standard 
for specialists. 4 

Meeting the standard 

The Court decided that the 
treating physician’s lack of 
knowledge of the properties of 
neomycin did not meet the na¬ 
tional standard because there was 
generalized knowledge among or¬ 
thopedic specialists of the hazards 
of neomycin and its potential for 
absorption. The Court went on to 
say: 

However, even if a similar 
locality standard were to be 
applied, our findings of fact 
support the conclusion that 
the information in question 
was available to or known by 
the average specialist in 

Mr. Speaker is a partner in the law firm 
of Pepper, Hamilton & Scheetz, which 
serves as the Society’s legal counsel. 


Wilkes-Barre to the same or 
similar extent as the average 
specialist in Philadelphia. .. . 
Finally, we concluded that 
what was involved was not 
mere error in judgment but a 
lack of skill or knowledge, as 
measured, of course, by the 
level of medical knowledge in 
April 1968. 5 

Statute of limitations 

Under the Federal Tort Claims 
Act, claims against the U.S. are 
barred unless they are presented 
within two years after the claim 
accrues. 6 

The patient had noticed a hear¬ 
ing loss and ringing in his ears a 
few months after the operation; he 
consulted his family doctor, three 
specialists, and a VA doctor 
within the year. One of the spe¬ 
cialists continued treatment of his 
progressively worsening condition 
for three years; although the spe¬ 
cialist said during this period that 
it was highly possible that the 
condition was caused by the use of 
neomycin, he did not say it was 
caused by malpractice. In 1969 the 
VA informed the patient that 
there was no evidence of malprac¬ 
tice as a cause and disallowed the 
claim for compensation. The pa¬ 
tient disagreed, and the VA again 
denied the claim. 

In June 1971, another specialist 
said to the patient for the first 
time that his condition was caused 
by malpractice. Suit was started 
well within two years thereafter. 

Pointing out that federal, rather 
than state, law controlled, the 
Court cited a long string of cases 
based on Quinton v. United States 7 
for the proposition that: 

The test which has been ar¬ 
ticulated, with considerable 
uniformity, to determine 
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"when a claim accrues” is to 
ascertain the point in time at 
which the claimant has dis¬ 
covered, or in the exercise of 
reasonable diligence should 
have discovered, the acts con¬ 
stituting the alleged malprac¬ 
tice. 8 

The Court went on to say that: 

In legal terms we have con¬ 
cluded that the Quinton test 
creates a rebuttable presump¬ 
tion that knowledge of the 
causal relationship between 
treatment and injury is suffi¬ 
cient to alert a reasonable 
person that there may have 
been negligence related to 
treatment. . . . [I]t construes 
Quinton as positing an objec¬ 
tive or reasonable man stan- 

Report recommends center 

A report setting guidelines for 
the future development of the 
Habilitation Center at Eliza¬ 
bethtown was recently forwarded 
to Governor Shapp by State 
Health Secretary Leonard 
Bachman, M.D. 

The report is an outgrowth of a 
legislative mandate requiring the 
Elizabethtown Committee for 
Planning and Evaluation to com¬ 
plete a comprehensive utilization 
review of the center by January 
31, 1978. The current fiscal year 
funding for the hospital was lim¬ 
ited to nine months. Future legis¬ 
lative appropriations are contin¬ 
gent upon approval of the report. 

Bachman said the committee’s 
recommendations do not essen¬ 
tially change the facility’s mission 
to provide orthopedic and re¬ 
habilitative services, but broaden 
the services to emphasize am¬ 
bulatory care. 

The committee’s recommen¬ 
dations include: 

• Extension of treatment to per- 
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dard in which the success of a 
plaintiff in tolling the statute 
depends not only upon his 
exercising reasonable dili¬ 
gence, but also upon his estab¬ 
lishing that there was no rea¬ 
sonable suspicion that there 
was negligence in his treat¬ 
ment. 9 

The Court thereupon concluded 
that the patient did not know of 
acts constituting malpractice 
until June 1971 and therefore the 
suit was filed in time. 

1 435 F. Supp. 435 (E.D.Pa. 1977). 

3 28 U.S.C. § 1346. 

3 Incollingo v. Ewing, 444 Pa. 263,282 A.2d206,214 n.5a 
(1971). 

4 Kubrick v. United States, supra at 188. 

5 Id. at 188-9. 

«28 U.S.C. § 2401 (b). 

1 304 F2d 234 (5th Cir. 1962). 

8 Kubrick v. United States, supra at 180. 

9 Id. at 185. 

expansion 

sons over 21 

• Addition of well-qualified pro¬ 
fessionals in pediatrics, 
neurology, psychology, and 
other fields 

• Expanded special education 
for physically handicapped 
children under the auspices of 
the Department of Education 

• Development of a regional 
spinal cord injury center in 
cooperation with the Hershey 
Medical Center 

• Full accreditation by the 
JCAH 

• Preparation of disabled per¬ 
sons for job opportunities, 
with cooperation from the 
Bureau of Vocational Re¬ 
habilitation 

• Enhanced communication be¬ 
tween the hospital and com¬ 
munity service providers 
throughout the state 

Last year the hospital treated 
about 572 persons on an in-patient 
basis and 6,215 children as outpa¬ 
tients. 



Enrich your home, your office with 
a beautiful Oriental Rug from the 
collection at Rittenhouse. These 
rugs are made to last many lifetimes. 
Their rare, skillfully knotted pile sur¬ 
vives the test of time, fashion, infla¬ 
tion. business meetings... also 
children. You will love our rugs. And 
value them. For their vibrant colors. 
Intricate patterns. Their strength and 
resiliency. Come. Select an Oriental 
Rug from the gallery at Rittenhouse. 
An Oriental Rug at a comfortable 
price... a rug your family will enjoy 
for generations. 

Add an Oriental Rug 
to your investment portfolio. 


RITTENHOUSE 
ORIENTAE RUG GALLERY 

1712 Walnut Street • Telephone 215-546-7575 
Free Parking Always 
Enter from 1710 Chancellor St 








COLBY PROCLAIMS 
WOMAN SUFFRAGE 


Social Security Bill Is Signed; 
Gives Pensions to Aged, Jobl 


Signs Certificate of Ratification 
at His'Home Without 
Women Witnesses. 


MILITANTS VEXED AT PRIVACY. 


Roosevelt Approves Message Intended to Benefit 30,00 
Persons When States Adopt Cooperating Laws-He C 
the Measure ‘Cornerstone 9 of His Economic Prograi 


Wanted Movies of Ceremony, 
But Both Factions Are 


Ipr, Aug. 
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SENATE APPROVES 
18-YEAR OLDVOTE 
IN ALL ELECTIONS 


Amendment to Constitution 
is Sent to House, Where 
Passage is Expected 


I 


WASHINGTON, Aug. 14, 
The Social Security Bill, pr 
a broad program of unempl 
insurance and old age pc 
and counted upon to benef 
20,000,000 persons, became 
day when it was signed by 
dent Roosevelt in the pres 
those chiefly responsible f 
ting it through : *c >. 

3V1 r. Ro< sevelt cal n 

“the co erstone 


wh 


>eing 
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WASHINGTON, March 10, 
1971—The Senate approve^ 

today. 94 to 0 ovtd set? 

Jfift * 
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TRUMANCLOSES 
TED NATIONS CONFERE. 
I'M PLEA TO TRANSLAT 




CHARTER INTO DEEDS 


NEW WORLD HOPE 


President Hails ‘Great 
Instrument of Peace,’ 
Insists It Be Used 




HISTORIC LANDMARK 


ation as Executive 
' Pictures Peace Gain 


"If we fail to use it,” he declared 
to the solemn final meeting of the 
delegates, Sve shall, betray all of 
those who have died in order that 
we might meet’here in freedom and 
safety to create it.’ 

"If we seek to use it selfishly—for 
the adv&ntage of any one nation or 
any small group of nations-we 
shall be equally guilty of that be¬ 
trayal." 

Fervent Interpolation 
The President, speaking in the 
auditorium of the War Memorial 
Opera House, built in memory of 
sons of the Golden Gate city who 
gave their live3 in the first World- 
War, in which he himself served, 
seemed to give unconscious expres¬ 
sion to the solemn feeling of the 
occasion when, at the outset of his 
speech, he interpolated the words, 
half a hope, half a prayer: 

“Oh, what a great day this can 
be in history!” ' ' 

Just before the plenary session 



the Dra l 


Ends 


WASHINGTON, Jan. 27, 
1973—“With the signing of 
the peace agreement in 
Paris today, and after re¬ 
ceiving a report from the 
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PATIENT PACKAGE INSERTS: A 
CONCEPT WHOSE TIME HAS COME? 


The consumers right to know is an ir¬ 
reversible and desirable trend of the 
Seventies. It extends, and properly, to a 
Patient’s right to know more about his 
or her prescription medications, (hie 
way, gaining favor, is through patient 
package inserts. Wisely-prepared and 
properly distributed when medically in¬ 
dicated, they could markedly improve 
patient knowledge and drug therapy— 
laudable goals by anyone’s standards. 

The PMA endorses these goals and 
will work with government, the health 
professions and consumers to achieve 
them. 

_ The Advant ages 

The concept holds promise of benefits: 
better patient understanding of the 
product prescribed, better adherence 
to the treatment plan, and more aware¬ 
ness of possible side reactions. 

Every doctor has had patients 
who fail to finish antibiotic regimens 
because they feel better. Some patients 
assume that if one tranquilizer or 
analgesic is good, two may be twice as 
good. Still others fail to report dizzi¬ 
ness while on antihypertensive therapy 
—and so on. 

Problems like these might arise 
less often if the patient received writ¬ 
ten information in addition to verbal 
instructions. Some studies suggest 
that patients are more receptive to 
such materials, and they more often 
understand the verbal instructions and 
follow them, when inserts are used. 

The Disadvanta ges_ 

There are also some potential prob¬ 
lems. Obviously, the inserts must be 
clearly phrased, without extraneous or 
complex detail. How much information 


is enough? How can it be kept current? 
Should all patients receive the same 
information? Should inserts be in¬ 
cluded with all drugs? Should only 
potential problems be listed or are 
patients better off with a “fair balance” 
presentation that describes usefulness 
as well as drawbacks? 

These and similar questions 
require answers, since model inserts 
have yet to be properly developed and 
tested. Despite the need for these 
studies, the FDA is proceeding pre¬ 
maturely with inserts on selected 
products. We think the Congress is the 
only place where the matter can be 
given the proper legal status and 
direction, particularly since it repre¬ 
sents a conceptual change in the legal, 
medical and social framework of the 
nation’s prescription drug information 
system. 

The Solution 

The PMA believes that carefully- 
devised pilot studies of various kinds 
of inserts are needed. They should be 
developed and implemented with full 
participation by doctors, pharmacists, 
consumers, communications experts 
and the drug industry. Such studies 
will provide reliable pathways to 
follow, so that inserts will be useful 
aids to medical practice. 

And particularly we think that 
you should be closely involved in this 
debate and in these studies and deci¬ 
sions. Otherwise, people with less 
experience and qualifications may 
control the purposes, content and use 
of a tool with considerable promise for 
improved patient care. It could make a 
difference in your practice tomorrow, 
and more importantly, in the health 
of your patients. 


BVIk 

THE PHARMACEUTICAL MANUFACTURERS ASSOCIATION 
1155 FIFTEENTH ST, N. W„ WASHINGTON, D C 20005 
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Credit Union 

Discovered! Sure cure 
for money headaches . . . 
for you . . . your family 
. . . your employees. 

Good money management can be a headache, 
but now there’s a remedy, and your Pennsyl¬ 
vania Medical Society Credit Union has the 
prescription: 

1. Don’t look upon a budget as a bad-tasting 
medicine . . . look at it as your progress 
chart, your plan for using your earnings to 
get the things you want from life. 

2. Do join the Pennsylvania Medical Society 
Credit Union and start saving regularly. No 
amount is too large, no amount is too small. 
How much you save is of less importance 
than how regularly you save. 



The Pennsylvania Medical Society 
Credit Union is an independent, 
cooperative, saving and lending in¬ 
stitution chartered under the laws 
of Pennsylvania and open to mem¬ 
bers of the Pennsylvania Medical 
Society, their employees and their 
families. Members save their money 
in the credit union in "share” ac¬ 
counts. Members are also eligible to 
apply for low-cost loans from the 
credit union. Earnings from the 
loans—after payment of expenses 


and setting aside reserves—are 
shared among the members in the 
form of dividends on their savings. 
Money invested in the credit union is 
absolutely safe, because it is insured 
by the National Credit Union Admin¬ 
istration up to $40,000 per account 
(the NCUA is an independent agency 
of the U.S. government). 

The credit union is wholly owned and 
capitalized by the members, who 
have a democratic share in its man¬ 
agement. The members elect, from 


themselves, a Board of Directors to 
determine policies; a Credit Commit¬ 
tee to act on loan applications; a 
Supervisory Committee to audit the 
records. 

The Pennsylvania Medical Society 
Credit Union is the kind of organiza¬ 
tion you want to join ... to support 
... to share in the benefits. And 
you’ll want to encourage your spouse 
and children to become members, 
too, as well as the people who work 
for you. Credit union membership is a 
“fringe benefit” you can provide your 
employees ... at no extra cost to 
yourself! 


YOU SHARE 
IN THE EARNINGS 
WHEN YOU BECOME 
A MEMBER-OWNER 
OF THE 

PENNSYLVANIA MEDICAL 

SOCIETY 

CREDIT UNION 

WHERE YOUR SHARES 

ARE INSURED 

UP TO $40,000 

PER ACCOUNT 

BY THE NCUA 


Clip and mail for additional information on your credit union 


PENNSYLVANIA MEDICAL SOCIETY CREDIT UNION 
20 Erford Road, Lemoyne, Pennsylvania 17043 
Phone: (717) 238-1635 

Yes, I am interested in the PMS Credit Union. Please send me 
more information today. 

I have_employees who would also like to receive informa¬ 

tion. 

NAME: _ 

ADDRESS: _ 

CITY:_STATE: _ZIP:_ 













Does it influence 
your choice of a 
peripheral/cerebral 
vasodilator*? 

• vasodilan—compatible 
with coexisting diseases 

• vasodilan—compatible 
with concomitant therapy 

• vasodilan—compatible 
with your total regimen 
for vascular insufficiency 


•Indications: Based on a review of this drug by the National Academy of 
Sciences-National Research Council and/or other information, the FDA has 
classified the indications as follows: 

Possibly Effective: 

1. For the relief of symptoms associated with cerebral vascular insufficiency. 

2. In peripheral vascular disease of arteriosclerosis obliterans, throm¬ 
boangiitis obliterans (Buerger's Disease) and Raynaud’s disease. 

Final classification of the less-than-effective indications requires further in¬ 
vestigation. 


Composition: Vasodilan tablets, isoxsuprine HCI, 10 mg and 20 mg. 

Vasodilan injection, isoxsuprine HCI, 5 mg., per ml. 

Dosage and Administration: Oral: 10 to 20 mg., three or four times daily. 
Intramuscular: 5 to 10 mg.U or 2 ml.) two or three times daily. Intramuscular 
administration may be used initially in severe or acute conditions. 
Contraindications and Cautions: There are no known contraindications to oral 
use when administered in recommended doses. Should not be given immediately 
postpartum or in the presence of arterial bleeding. 

Parenteral administration is not recommended in the presence of hypotension or 
tachycardia. 

Intravenous administration should not be given because of increased likelihood 
of side effects. 

Adverse Reactions: On rare occasions oral administration of the drug has 
been associated in time with the occurrence of hypotension, tachycardia, 
nausea, vomiting, dizziness, abdominal distress, and severe rash. If rash ap¬ 
pears the drug should be discontinued. 

Although available evidence suggests a temporal association of these reactions 
with isoxsuprine, a causal relationship can be neither confirmed nor refuted. 
Administration of single dose of 10 mg. intramuscularly may result in hypoten¬ 
sion and tachycardia. These symptoms are more pronounced in higher doses. 
For these reasons single intramuscular doses exceeding 10 mg. are not recom¬ 
mended. Repeated administration of 5 to 10 mg. intramuscularly at suitable in¬ 
tervals may be employed. 

Supplied: Tablets, 10 mg„ bottles of 100, 1000, 5000 and Unit Dose; Tablets, 

20 mg., bottles of 100, 500, 1000, 5000 and Unit Dose; Injection, 10 mg. per 
2 ml. ampul, box of six 2 ml. ampuls. 

U S. Pat No. 3,056,836 

Vasodilan 

(ISOXSUPRINE HCI) 

20-mg tablets 
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COLACE prevents hard, dry stools common to constipation . . . 
and does it without laxative stimulation. COLACE assists 
peristalsis by simply letting intestinal water permeate stools. 

COLACE helps to prevent painful straining at stool — particularly 
important in patients with delicate anorectal disorders. 

Safe and non-habit forming . . . COLACE, the simple water way 
to ease constipation from infancy to old age. 


Simple drops of water 
help make COLACE" 
the most widely used 
stool softener.« 
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newsfronts 


Society position on medicaid sent to legislature 


The State Society Board of 
Trustees at a special meeting on 
April 12 approved a PMS position 
paper on the Department of Public 
Welfare’s medical assistance pro¬ 
gram. The paper accompanied an 
April 19 letter to all members of 
the State Legislature from Society 
President John V. Blady, M.D., in 
which he criticized the Depart¬ 
ment’s budget plans. 

Material included in the posi¬ 
tion paper has been the subject of a 
continuing, intensive study by the 
Council on Medical Service. 
Among the Council’s charges are 


the following: 

• DPW and the legislature have 
failed to provide an efficient medi¬ 
cal assistance program. Poor peo¬ 
ple must be assured of the same 
opportunity for quality medical 
care as others in the community. 

• Abuse of the drug program is a 
problem with which the depart¬ 
ment has not dealt. 

• Program administration 
should be handled by Pennsylva¬ 
nia Blue Shield for effective 
utilization review and quality 
control. 

• The Health Department 


should be the state agency super¬ 
vising quality, availability, and 
utilization of medical care. DPW’s 
responsibility should be limited to 
eligibility determination, enroll¬ 
ment, and welfare-related func¬ 
tions. 

• The current program is a fail¬ 
ure. Many physicians do not par¬ 
ticipate because of cumbersome 
administration and grossly inade¬ 
quate reimbursements. 

The text of the position paper, 
prepared by Ronald M. Bachman, 
State Society director of economic 
affairs, follows. 


Perspective: Pennsylvania’s medical assistance program 


The Social Security Amendments of 
1965, better known as Public Law 
89-97, added two new titles to the So¬ 
cial Security Act: Title XVIII, Health 
Insurance for the Aged (medicare); 
and Title XIX, Grants to States for 
Medical Assistance (medicaid). This 
discussion will review the latter. 

In Pennsylvania, the Medical Assis¬ 
tance program is inadequately 
funded, inefficiently administered, 
and diversely regulated, resulting in a 
program that is unacceptable to many 
health care providers and that has 
failed to meet its responsibility to 
serve the poor. 

Costs 

The fundamental issue involves 
health care costs related to the Medi¬ 
cal Assistance (M.A.) program. Two 
years ago, the Pennsylvania Medical 
Society testified at the House of Rep¬ 
resentatives Health and Welfare 
Committee hearings as follows: 

"The Society is truly encouraged by 
the emphasis this committee now 
places on this issue and we believe 
that it is extremely important that 
corrective legislation result from your 
investigation. The appropriation of 
$32 million which is the anticipated 
deficit for the 1975-76 fiscal year 
budget can be considered as only a 


stop-gap measure. True and lasting 
remedies for the problems that plague 
the medicaid program must be estab¬ 
lished now. Crisis intervention at the 
end of each fiscal year would seem an 
inappropriate solution to a recurring 
problem. Pennsylvania physicians are 
not unaware of the actions by their 
colleagues in other states where suits, 
paper strikes, and work stoppages 
have been employed to bring about 
changes in the medicaid program. 
While such activities have been seri¬ 
ously discussed in Pennsylvania, you 
should be aware that organized medi¬ 
cine in this state has consistently dis¬ 
couraged such action as being inimical 
to proper patient care. It is our strong 
feeling that the legislative remedy is 
the only appropriate way to resolve 
the problem. . . .” 

Unfortunately, nothing positive re¬ 
sulted from that legislative hearing 
and deficit spending has continued. 
This fiscal year (1977-78) the Depart¬ 
ment of Public Welfare will fall $35 to 
$40 million short in the M.A. program 
and as a result will have no money to 
reimburse health care providers for 
about two months. 

Governor’s budget proposals 

But something is being done. 
Rather than facing directly the ade¬ 


quacy of the funding issue, the admin¬ 
istration has proposed a series of cut¬ 
backs in benefits as a means of fiscal 
control. These cutbacks are: im¬ 
plementation of a $.50 co-payment on 
drugs; a $1.00 co-payment for general 
medical clinic services (hospital out¬ 
patient department and emergency 
rooms and hospital-related clinics); 
elimination of several non-mandated 
services, including pharmacies, 
dentists, podiatrists, and medical 
appliances; and elimination of Valium 
and other related benzodiazepines 
from the M.A. formulary. Such re¬ 
strictions, it is felt, could save the 
state approximately $15 million. 

At the same time, there is a proposal 
to implement a $3 million eyeglass 
program in Pennsylvania. And while 
there may be an identifiable need for 
such a benefit, it is the Society’s posi¬ 
tion that it is wrong to expand the 
number of optional benefits at the ex¬ 
pense of required services. 

The Pennsylvania Medical Society 
is concerned about the escalation of 
health care costs in recent years, and 
we are now involved in a variety of 
voluntary cost containment efforts 
aimed at reducing the rate of inflation. 
We encourage experimentation with 
new concepts in cost containment and 
utilization control, but it seems incon¬ 
gruous that a state with the resources 
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and sophistication of Pennsylvania 
could restrict benefits and limit 
payments in a program whose funding 
is in chaos. 

The Pennsylvania Medical Assis¬ 
tance program is mandated to pay ac¬ 
tual costs to hospitals and nursing 
homes up to certain established ceil¬ 
ings. Physicians, on the other hand, 
are reimbursed on the basis of a 1958 
fee schedule which was inadequate at 
that time. A physician in the state of 
Utah is paid 80 percent of the usual 
and customary fee under its M. A. pro¬ 
gram and a physician in Michigan can 
be reimbursed up to the medicare 75th 
percentile level. Put more clearly, a 
Pennsylvania physician can collect 
$60 for a newborn delivery under Med¬ 
ical Assistance while his counterpart 
in Michigan receives $300. A surgeon 
performing a total hip replacement in 
Pennsylvania is paid $200 (the 
maximum surgical fee under Penn¬ 
sylvania medicaid) while a Michigan 
physician can receive $1,200. 

Thus the state does not really pur¬ 
chase care for the individuals for 
whom it is responsible. It subsidizes 
charity care provided by participating 
physicians and others under the Medi¬ 
cal Assistance program. 

Brand name benzodiazepines 

The Department’s plans to disallow 
reimbursement under the M.A. pro¬ 
gram for brand name benzodiazepines 
and instead allow payment only for 
generic chlordiazepoxide were first 
presented to the PMS Commission on 
Therapeutics on December 9, 1977. 
The commission concluded that it 
could not recommend support of the 
DPW plan. It was pointed out that 
there is a disparity between one of the 
Department’s stated concerns, i.e., 
abuse of these drugs (specifically, Val¬ 
ium) and the savings resulting from 
limiting payment to generic chlor¬ 
diazepoxide. 

The Society believes the potential 
for recipient abuse will exist whether 
or not payment is limited to generic 
substitutes for brand name drugs. The 
Society also believes there is a lack of 
documented pharmacologic and clini¬ 
cal evidence to demonstrate that all 
the compounds in question are, in fact, 
equivalent. The DPW literature 
search on the clinical equivalency of 


brand name benzodiazepines and gen¬ 
eric chlordiazepoxide seems to be 
somewhat limited. 

It is the position of the Pennsylva¬ 
nia Medical Society that Medical As¬ 
sistance recipients should have an 
equal opportunity to purchase any 
drugs available to the general public, 
as determined by a physician’s profes¬ 
sional judgment, and that it is dis¬ 
criminatory to single out M.A. recipi¬ 
ents and limit, by regulation, their ac¬ 
cess to medically appropriate therapy. 

Abuse of drug program 

The Society recognizes that there 
must be controls to minimize increas¬ 
ing health care costs. It is the Society’s 
position that controls must be devel¬ 
oped professionally and not based on 
unreasonable and irrational regula¬ 
tions which jeopardize the quality of 
medical care and erect barriers to 
availability. Consistent with this po¬ 
sition, the Society’s Medical Care 
Foundation operates its Professional 
Drug Utilization and Quality Ap¬ 
praisal Program as part of the Capital 
Blue Cross contract to administer the 
Medical Assistance drug program. 
Through this program, local commit¬ 
tees of physicians and pharmacists 
evaluate profiles of drug prescribing 
and dispensing patterns and make 
recommendations to correct patterns 
which reflect possible overuse or 
abuse of the drug program. 

The Society believes the founda¬ 
tion’s program has had, and can con¬ 
tinue to have, a positive effect in con¬ 
trolling over-utilization and abuse. 
DPW must institute an effective pro¬ 
cedure for dealing with recipients who 
are found to be abusing the program. 
It is unfair and discriminatory to pe¬ 
nalize all recipients simply because 
some are misusing M.A. benefits. 

Since July 1977 Capital Blue Cross 
has forwarded the names of hundreds 
of recipients (involving thousands of 
dollars) to DPW for further investiga¬ 
tion of possible abuse. A significant 
number of cases involved the use of 
brand name benzodiazepines, all of 
which have been reviewed by the 
foundation’s local drug utilization re¬ 
view committees (DURCs). 

However, information available to 
the Society indicates the department 
has taken no corrective action on these 


cases. This contributes to the frustra¬ 
tion of the members of local DURCs 
who review profiles representing ap¬ 
parent abuse month after month, with 
no action taken by DPW to investigate 
and correct the situations. 

Proposed co-pay provisions 

DPW plans to institute co-pay pro¬ 
visions for certain benefits under the 
Medical Assistance program which 
now are covered on a "first dollar” 
basis. PMS questions whether such an 
approach will have any positive effect 
on the M.A. program. The program is 
intended for poor people who do not 
have the resources to purchase health 
care. The net effect of co-pay, in many 
instances, will mean simply a reduced 
reimbursement to the provider, whose 
reimbursement is already limited 
under the M.A. program. Finally, re¬ 
search on the effect of co-pay and de¬ 
ductible provisions on utilization of 
services is not conclusive. One study 
determined that co-payment for am¬ 
bulatory and drug services for low in¬ 
come families deterred use of doctors’ 
services, resulting in reduced diag¬ 
nostic tests and preventive medicine 
and increased hospital utilization. 

A study by the University of Michi¬ 
gan School of Public Health found that 
co-payments and deductibles have dif¬ 
ferent effects, depending on type of 
medical condition, social class, and in¬ 
come. The differential effect by type of 
condition is likely to be useful socially 
because it tends to depress use for less 
serious and less urgent conditions. 
When this allocation is made through 
fiscal deterrents, however, it can eas¬ 
ily go wrong. Because the patient’s 
medical knowledge is limited, preven¬ 
tive services may be foregone and ac¬ 
cess to proper professional evaluation 
may be inhibited, or care for severe, 
long-lasting illness may be curtailed. 

While cost sharing may be a useful 
means for reducing costs in many 
areas, it may well have a reverse effect 
when applied to delivery of health 
care. 

Program administration 

Pennsylvania Blue Shield is the 
largest of the nation’s 72 Blue Shield 
plans. It administers nearly all of Ti¬ 
tle XVIII (medicare) in Pennsylvania, 
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as well as in-hospital physicians’ ser¬ 
vices under Title XIX (medicaid). As a 
result, Pennsylvania Blue Shield 
handles health benefits for more than 
8 million Pennsylvanians—two of 
every three residents. It possesses a 
massive technical and computer capa¬ 
bility and currently maintains medi¬ 
care data which are important in 
administering the cross-over med¬ 
icare/medicaid claims. It has the ex¬ 
pertise to do effective utilization re¬ 
view and quality control. 

The Pennsylvania Medical Society 
has recommended many times since 
1967 that Blue Shield be designated 
the fiscal intermediary for the Penn¬ 
sylvania Medical Assistance program. 
The Society feels strongly that medi¬ 
caid recipients should be provided 
with a standard Blue Cross/Blue 
Shield card so that they may truly be 
on equal terms in the medical mar¬ 
ketplace. 

Program regulation 

Another of the Society’s positions 
adopted in 1967 continues to be valid 
and appropriate. Title XIX is a pro¬ 
gram which has more health than wel¬ 
fare aspects. It is therefore a program 
in which both the state health and 
state welfare departments have legit¬ 
imate responsibilities to perform. 
Sound public policy dictates that 
health functions should be placed in 
the state health agency and welfare 
functions in the state welfare agency. 
Therefore, it is the position of the 
Pennsylvania Medical Society that 
the Department of Health be desig¬ 
nated the single state agency for Title 
XIX. It should be charged with the 
responsibility of supervising the 
quality and availability of medical 
care, establishing utilization and 
medical audit procedures, determin¬ 
ing physician’s fees, and handling all 
other matters related to medical care 
and the medical profession’s part in 
the program. The responsibility of the 
Department of Public Welfare should 
be limited to eligibility determina¬ 
tion, enrollment or registration, and 
those functions that require a welfare 
orientation. 

Regarding eligibility, the Society 
considers that eligibility rolls and re¬ 
imbursement programs have been ex¬ 
panded far beyond those contemplated 


or mandated by the original law. 
Policing the rolls is a difficult job, but 
one that is certain to be cost effective. 
No one knows this better than the 
practicing physician who treats a 
fashionable looking college student 
only to be presented with a medicaid 
card. 


Fraud and abuse 

The Society has consistently rec¬ 
ommended that the Department of 
Public Welfare report for action to the 
State Board of Medical Education and 
Licensure known cases of physician 
fraud and/or abuse. However, the fact 
that the medicaid program pays out a 
significant amount of money to a par¬ 
ticular physician does not necessarily 
mean the physician is abusing the 
program. In many instances, the par¬ 
ticipating physician works 12 to 14 
hours per day treating hundreds of pa¬ 
tients a week because other providers 
in the area have refused to participate 
in the M.A. program. 

What can be done? 

Pennsylvania’s Medical Assistance 
program in its present form is a fail¬ 
ure. A large percentage of indepen¬ 
dent health care providers do not par¬ 
ticipate in the program because of the 
cumbersome administration of the 
program and grossly inadequate re¬ 
imbursement levels. Few physicians 
can afford to see a large volume of 
M.A. patients because at $6.00 per 
visit office overhead costs quickly 
offset Medical Assistance income. 

Beyond the matter of fees, the pro¬ 
gram is a failure because it is based on 
a system of disincentives to partici¬ 
pate. Under the Pennsylvania Medi¬ 
cal Assistance program: 

1. Only 82 procedures can be reim¬ 
bursed on an outpatient basis (clearly, 
an encouragement to hospitalize pa¬ 
tients unnecessarily); 

2. Physicians must complete a sepa¬ 
rate invoice for each patient even if 
several members of a family are 
treated at the same time; 

3. Forms are considered invasive 
and burdensome; 

4. Invoices must be typed to insure 
prompt payment; 

5. Medicare/medicaid cross-over 
claims are difficult and time- 


consuming to pursue; 

6. Payment vouchers do not identify 
the patients for whom payment is 
made; 

7. Physicians are referred to as 
"vendors.” 

These and other related issues have 
been discussed periodically by the So¬ 
ciety’s Council on Medical Service and 
representatives of the Department of 
Public Welfare. In fairness to the De¬ 
partment, the Society is aware that it 
has in the past requested increased 
payment for physicians’ services in 
the budget only to have it eliminated 
by the Legislature. Consistent with a 
request of the Council on Medical Ser¬ 
vice, the Department requested per¬ 
mission from the budget secretary to 
reimburse physicians for all proce¬ 
dures which could be performed on an 
outpatient basis. This could result in 
substantial savings because thou¬ 
sands of treatments done annually on 
an inpatient basis could be done on an 
outpatient basis. No response to that 
recommendation, made early in 1977, 
has been received. 

Conclusion 

The Department of Public Welfare 
and the Pennsylvania Legislature 
should commission projects to prove or 
disprove some of the theories and con¬ 
cerns brought by the Pennsylvania 
Medical Society and others. The 
Commonwealth of Pennsylvania has 
established itself as having one of the 
lowest—if not the lowest—reim¬ 
bursement levels for physicians in the 
nation. There can be little doubt that 
as disincentives to participation con¬ 
tinue to mount, care to recipients will 
be directed to the expensive inpatient 
setting. 

The Pennsylvania Medical Society 
believes that the poor citizens of the 
Commonwealth should have the same 
opportunity to receive quality medical 
care as other members of their com¬ 
munity. The Department of Public 
Welfare and the Pennsylvania Legis¬ 
lature have failed in their obligation 
to provide an efficient and effective 
Medical Assistance program; as a con¬ 
sequence, medicaid recipients are 
placed at a disadvantage when seek¬ 
ing medical care. The Society believes 
it is time that this issue is promptly 
and properly addressed. 
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editorials 


Cost containment — challenge of our time 


In November 1977 Congressman Dan Rosten- 
kowski (D-Ill), chairman of the House Ways and 
Means Subcommittee on Health, issued a challenge 
to the health field to develop a voluntary cost con¬ 
tainment program. Stating that government controls 
"should be a last resort,” Rep. Rostenkowski directed 
that challenge to the American Medical Association, 
the American Hospital Association, and the Federa¬ 
tion of American Hospitals. 

In a joint statement, these organizations founded 
the National Steering Committee of the Voluntary 
Cost Containment Program which is made up of rep¬ 
resentatives from all sectors of the health field who 
have an influential role in cost containment. Their 
stated goal is voluntary reduction of the rates of in¬ 
crease in hospital and health care costs. They have 
asked that state organizations be formed as exten¬ 
sions of this committee and that attempts to imple¬ 
ment these goals be carried out. 

Emphasizing that preparation is vital to the suc¬ 
cess of this program, the American Medical Associa¬ 
tion has endorsed a program aimed at medical 
schools, medical students, and house staff to educate 
physicians about costs of medical care. The AMA also 
is encouraging the development of local cost aware¬ 
ness programs through conferences, seminars, and 
workshops. 

Briefly, the main points of the proposal, entitled 
the Voluntary Hospital Cost Containment Act of 
1978 (HR-6575), define the scope and nature of the 
program: (1) pledge to reduce spending by 2 percent 
in 1978 and each year thereafter, (2) mechanism of 
government controls if the voluntary program should 
fail, (3) exemptions of wages, fuel, and malpractice, 
(4) exceptions to and penalties resulting from excess 
of revenue cap, and (5) recognition of state programs. 

There are, of course, many other provisions in the 
act. Interestingly, in an amendment, the act states 
that HEW cannot refuse to recognize a state program 
solely because it has had no experience at cost con¬ 
trols. The federal government’s record in this area is 
somewhat lacking so that denial of a state program 
based only on experience would be absurd. 

At its initial meeting on March 22, 1978 the Penn¬ 
sylvania Committee on Voluntary Cost Containment 
embraced the 15-point program of the National 
Committee. This program includes the general cost 
control principles of the law as well as some specific 
suggestions. Tightened utilization review proce¬ 
dures; development of multi-hospital systems; re¬ 


quests of hospital suppliers, insurance carriers, and 
federal and state health agencies to carry out cost 
effective studies and alternatives; and public educa¬ 
tion efforts are recommended. 

The Pennsylvania Voluntary Cost Containment 
Committee program depends on voluntary initia¬ 
tives by hospitals and physicians. They have asked 
for formal support from both in the form of resolu¬ 
tions to be adopted by hospital boards of trustees and 
medical executive committees. It is within our best 
interests to comply with this request and to work 
actively toward the stated goals. A day rarely goes by 
that a comment about government intervention in 
medical care is not heard. We have been given an 
opportunity to show that health facilities can regu¬ 
late themselves to fend off further government en¬ 
croachment. 

It should be obvious to physicians that we cannot 
wait until a fatality occurs at the intersection to put 
up the red light. We will have to search for ways to 
contain costs — consistent with sound medical prac¬ 
tice — to prevent the federal government from calling 
the signals. Increased use of hospital outpatient 
facilities and same-day surgery, when possible, have 
been suggested. 

The goal of high quality medical care rendered at 
the lowest possible cost can be met if a unified effort is 
made. Private sector cost containment methods can 
and should be more efficient than government regu¬ 
lation. It only remains for us to prove it. 

David A. Smith, M.D. 

Medical Editor 



You’re coming along fine, but I can’t release you until you’re 
strong enough to face the cashier. 
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in my opinion 


Shunning 


I’ve been following the seven-year legal fight be¬ 
tween William F. Buckley, Jr., and the American 
Federation of Television and Radio Artists (AFTRA) 
with some interest, and recently I read that a com¬ 
promise of sorts has been effected. No longer does 
AFTRA require that Buckley or any radio or televi¬ 
sion artist be a member so long, please note carefully, 
as he pays the equivalent of dues to the federation. 
Union officials, while welcoming the "dues” victory, 
express great concern that the union can no longer 
require employes to adhere to its rules and regula¬ 
tions or be bound by strikes. Since Buckley must pay 
"dues” to a union, he complains, certainly he is not a 
winner. It’s a stand-off compromise. 

Douglas Fraser, new president of the United Auto 
Workers, commented on the Buckley-AFTRA at- 
tunement on a television talk show recently, and 
from memory I will try to convey his thoughts be¬ 
cause I think they have application to physicians and 
organized medicine. Fraser, of course, said it is quite 
proper that AFTRA or any union require 100 percent 
membership among employes. With metaphors fly¬ 
ing, he likened a body of employes and their union to 
a village in which no one disputes that taxation 
(dues) is necessary to provide police and fire protec¬ 
tion, sanitation service, water, streets, lighting, 
parks—those things that enrich communal (union) 
existence. The union equivalents are comfortable 
wages, safe working conditions, hospitalization in¬ 
surance, major medical insurance, pension plans, 
and the like. Everyone pays because everyone bene¬ 
fits. 

Fraser’s reasoning is fairly simplistic but not 
enough to strip it of all worth. When my fellow physi¬ 
cians ask me about organized medicine, these are 
some of the questions that weary me most: Why 
should I belong to organized medicine? What does the 
AMA (PMS, county society) do for me? I don’t approve 
of PMS policy, so why should I join? 


The author is a delegate to the State Society House of Dele¬ 
gates, past president of the Montgomery County Medical So¬ 
ciety, and editor of the society's Bulletin, where this commen¬ 
tary first appeared in the March 1978 issue. 


You’ve heard them all, maybe asked some. It is 
very difficult for me to divine how a sensible, pru¬ 
dent, socially aware physician can fail to support 
organized medicine. A laggard physician here, eccen¬ 
tric in sense of commonweal, may be eccentric in 
other areas, someone to be vigilant about. Let me 
state frankly that among the many criteria I employ 
for choosing referral specialists is their presence in or 
absence from our ranks. 

We are not a union, we cannot enforce 
membership—we can’t extort Buckley-AFTRA com¬ 
promises because we don’t have the clout. Yet there is 
a weapon that we use too infrequently. I call it re¬ 
vealed sense of displeasure. We run up against 
querulous nonmember physicians almost every day; 
we’re friends, classmates, or practice colleagues of 
most of them in relationships that are almost always 
cordial and fraternal. Why not prompt them, goad 
them, shame them with our disappointment that the 
burden of support for organized medicine is on us, not 
them. Chiefs, for example, should let their young 
subordinates know that society membership adorns a 
career. Let apostates and nonmembers appreciate 
that, competence factors being equal, our consulta¬ 
tion referrals go to society members. Medical school 
faculty physicians must be made to realize that lec¬ 
turers and continuing education teachers from their 
ranks will be society members whenever possible. 

It seems apparent to me that we have it in our 
hands to create a sense of the pariah among defectors 
and non-members. This is the only way we’ll recruit. 
Not by retailing benefits of membership—we’ve done 
that to death—but by forcing the belief that non¬ 
members are somehow beyond the pale. Recruitment 
by shunning, you say? Yes, that fits it exactly. Shun¬ 
ning. Medicine is in perilous straits. We need all 
395,000 physicians in America to hear the tocsin, not 
just the scant one half who answer now. 

Let’s use judicious shunning as a warp to member¬ 
ship. Let’s courteously but Firmly separate ourselves 
from recalcitrants. Membership in organized medi¬ 
cine will soon become irresistible for all. 

Sam Faris, M.D. 

Glenside 
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The Eighth Annual 

PERIPHERAL VASCULAR DISEASE 

Symposium 

under the chairmanship of 

William E. Evans, M.D. 

September 14-16, 1978 



at 

I Saint Anthony Hospital 

featuring presentations by: 


John Bergan, M.D. 

Professor of Surgery and Chief of 
Vascular Surgery at Northwestern 
University 

Malcolm Perry, M.D. 

Professor of Surgery and Chief of 
Vascular Surgery at Cornell Univer¬ 
sity College of Medicine 


Ronald Stoney, M.D. 

Professor of Surgery, University of 
California 

H. Brownell Wheeler, M.D. 

Professor and Chairman of the De¬ 
partment of Surgery University of 
Massachusetts 


also 

Vascular Lab Workshops 
*125.00 registration 
16 - C.M.E.’s granted 
Limited to the first 250 registrants 


----| 

Mail checks to Mrs. Dale Nelson, Saint Anthony Hospital, 1450 
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MDs in the news 


William S. Gordon, M.D., of Lingles- 
town, was one of a group of physician 
joggers who participated with a field of 
4,700 runners in the Boston Marathon 
in April. Dr. Gordon’s eleventh Mara¬ 
thon run, in which he competed in the 
over-50 class, was completed in three 
hours and two minutes. 

Bernard L. Segal, M.D., Villanova, 
has been appointed director of the 
William Likoff Cardiovascular Insti¬ 
tute of Hahnemann Medical College 
and Hospital, succeeding Dr. Likoff in 
that position. Dr. Segal, professor of 
medicine at Hahnemann, had been di¬ 
rector of the institute’s division of clin¬ 
ical services. 



Dr. Hawkins 


Richard A. Hawkins, M.D., and 
James J. Richter, M.D., have been 
named to staff the new division of 
anesthesia and metabolic research in 
the department of anesthesia at the 
Pennsylvania State University Col¬ 
lege of Medicine, Hershey. Dr. Haw¬ 
kins, who will head the division, was 
formerly associate professor of 
neurosurgery and physiology at New 
York University Medical Center. Dr. 
Richter comes to Hershey from the 
University of Wisconsin, where he 
was an assistant professor of anes¬ 
thesiology. 

Guy H. Chan, M.D., Philadelphia, 
has been named chairman of the de¬ 
partment of ophthalmology at Temple 
University Medical Center. Dr. Chan, 
who has been acting chairman since 
1975, is the creator of innovative 
equipment and systems, such as 
Chan’s Wrist Rest for use in ophthal¬ 
mic microsurgery and a modification 
of the suction, infusion, and tissue 
extractor for anterior segment 
surgery. 


Two physicians at Temple University 
Medical Center recently were selected 
to receive the top annual awards 
presented by the Philadelphia County 
Medical Society. George P. Rose- 
mond, M.D., of Malvern, professor of 
surgery and former department 
chairman, was selected for the 
Strittmatter Award, the society’s 
highest honor. Emmanuel M. Wein¬ 
berger, M.D., of Elkins Park, was 
named the society’s Practitioner of the 
Year. 

The following physicians are among 
the officers of the Philadelphia PSRO: 
Jonathan E. Rhoads, Sr., M.D., 
president; Jerome Miller, D.O., vice 
president; George R. Fisher, III, 
M.D., secretary; John Hall, Jr., 
M.D., chairman, Board of Directors; 
and Avery W. Beverly, M.D., Board 
vice chairman. 

Patrick J. Ferrarro, M.D., of Clarks 
Summit, and coauthor Robert A. Cec- 
chini, Esq., recently published a re¬ 
search paper in the Journal of Legal 
Medicine entitled "The Standard of 
Care in Emergency Room Procedure.” 
Dr. Ferrarro is director of critical care 
at Community Medical Center and 
medical director of Emergency Ser¬ 
vices of Northeastern Pennsylvania. 


Anthony J. Sattilaro, M.D., has 

been named vice president and chief 
executive officer of Methodist Hospi¬ 
tal, Philadelphia. A graduate of Har¬ 
vard Business School’s program in 
health systems management, Dr. Sat¬ 
tilaro has served as Methodist’s di¬ 
rector of anesthesia, health services 
review, and development. 

Sol Sherry, M.D., chairman of medi¬ 
cine at Temple University Medical 
Center, recently was awarded the 
rank of master by the American Col¬ 
lege of Physicians. Dr. Sherry, who 
shared the ACS’s highest award with 
only nine other physicians, was cited 
for exceptional service to medicine 
and the college. 

Leslie Angus, M.D., assistant super¬ 
intendent of Danville State Hospital, 
and Francis W. Davison, M.D., se¬ 
nior consultant in the department of 
otolaryngology at Geisinger Medical 
Center, recently received citations 
from the State Society for 50 years of 
medical service. 

Newton Hornick, M.D., of Pitts¬ 
burgh, has been elected vice pres¬ 
ident of the American College of 
Radiology. Dr. Hornick, a past presi¬ 
dent of the Pennsylvania Radiological 
Society, is senior radiologist at Subur¬ 
ban General Hospital. 


Elsie Reid Carrington, M.D. (center), Ardmore, professor emerita and former chair¬ 
man of obstetrics and gynecology at the Medical College of Pennsylvania, was 
honored recently in retirement ceremonies. With Dr. Carrington are Jan Schneider, 
M.D. (left), Germantown, current chairman of the department, and J. Robert Willson, 
M.D., chairman of that department at the University of Michigan Medical School and 
recipient of the first Elsie Reid Carrington Visiting Professorship. 



Dr. Segal 
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Time is the test of all things 



BRIEF SUMMARY 

Indications: Oral potassium therapy for the prevention and treatment of 
hypokalemia which may occur secondary to diuretic or corticosteroid 
administration. May be used in the treatment of cardiac arrhythmias due 
to digitalis intoxication. 

Contraindications: Severe renal impairment with oliguria or azotemia, 
untreated Addison’s disease, adynamia episodica hereditaria, acute 
dehydration, heat cramps and hyperkalemia from any cause. 
Precautions: Potassium intoxication by oral administration 
rarely occurs in patients with normal kidney function, however, 
potassium supplements must be administered with caution, 
since the amount of the deficiency or daily dosage is not 
accurately known. Frequent checks of the clinical status of 
the patient, and periodic ECG and/or serum potassium 
levels should be made. High serum concentrations of 
potassium ion may cause death through cardiac 
depression, arrhythmias or arrest. This drug should 
be used with caution in the presence of cardiac 
disease. 

In hypokalemic states, especially in pa¬ 
tients on a low-salt diet, hypochloremic 
alkalosis is a possibility that may require 
chloride as well as potassium 
supplementation. 

Adverse Reactions: Nausea, vomiting, 
diarrhea, and abdominal discomfort 
have been reported. The most se¬ 
vere adverse effect is hyper¬ 
kalemia. 

Overdosage: Potassium intoxica¬ 
tion may result from overdosage 
of potassium or from therapeutic 
dosage in conditions stated under 
“Contraindications”. Hyperkale¬ 
mia, when detected, must be 
treated immediately because le¬ 
thal levels can be reached in a few 
hours. 



Kaon Elixir 

(potassium qluconate) 

r 20 mEq per 15 ml 


WARREN-TEED 

LABORATORIES, INC. 

DIVISION OFADRIA LABORATORIES INC. 

COLUMBUS, OHIO 43215 













Insomnia 

a shade of blue that often 
accompanies depression 

And, in anxiety/depression, Adapin® (doxepin HC1) often 
helps restore disturbed sleep patterns, such as early morning 
awakening, with a sin g le daily dose at bedtime? Adapin quickly 
relieves the patient’s anxiety, gradually brightens his mood and 
outlook, with optimal antidepressant response usually evident 
within two to three weeks. 

1. Goldberg HL, Finnerty RJ, Cole JO: Doxepin: Is a single daily dose enough ‘Am] Psychiatry 131:1027-1029,1974. 


Brief Summary of Prescribing Information 
ADAPIN® (doxepin HCI) Capsules 

Indications —Relief of symptoms of anxiety and depression. 

Contraindications —Glaucoma, tendency toward urinary retention, or 
hypersensitivity to doxepin. 

Warnings —Adapin has not been evaluated for safety in pregnancy. No 
evidence of harm to the animal fetus has been shown in reproductive 
studies. There are no data concerning secretion in human milk, nor on 
effect in nursing infants. 

Usage in children under 12 years of age is not recommended. MAO 
inhibitors should be discontinued at least two weeks prior to the 
cautious initiation of therapy with this drug, as serious side-effects and 
death have been reported with the concomitant use of certain drugs 
and MAO inhibitors. 

In patients who may use alcohol excessively potentiation may in¬ 
crease the danger inherent in any suicide attempt or overdosage. 



Precautions —Drowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery. Since 
suicide is an inherent risk in depressed patients they should be closely 
supervised while receiving treatment. Although Adapin has shown ef¬ 
fective tranquilizing activity, the possibility of activating or unmasking 
latent psychotic symptoms should be kept in mind. 

Adverse Reactions —Dry mouth, blurred vision and constipation 
have been reported. Drowsiness has also been observed. 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal reactions, secretory effects such as 
sweating, tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, 
photophobia, decreased libido, rash and pruritus may also occur. 

Dosage and Administration —In mild to moderate anxiety and/or 
depression: 25 mg t.i.d. Increase or decrease the dosage according 
to individual response. Daily dosage, up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage is 
75 mg to 150 mg per day not to exceed 300 mg per day. 

Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks. 


When they see life 

in shades of blue... 
help them see life 
in all its colors. 

Adapin 

(doxepin HCI) 

single daily dose recommended h.s. 

^325) 10 mg capsules fSPENWAU 


How Supplied —Each capsule contains doxepin, as the hydro¬ 
chloride: 10 mg, 25 mg, 50 mg and 100 mg capsules in bottles of 100 
and 1000. 

For complete prescribing information please see package 
insert or PDR. 


25 mg capsules 



50 mg capsules 
NEW 100 mg capsules 


Pennwalt Prescription Products 
Pharmaceutical Division 
Pennwalt Corporation 
Rochester, New York 14603 







TRIAMTERENE CONSERVES POTASSIUM 
WHILE HYDROCHLOROTHIAZIDE 
LOWERS BLOOD PRESSURE 

DW1DE 

Each capsule contains 50 mg. of Dyrenium (triamterene, 

SK&F Co.) and 25 mg. of hydrochlorothiazide. 

MAKES SENSE 



Before prescribing, see complete prescribing 
information in SK&F Co. literature or PDR. 
A brief summary follows: 


Warning 

This drug is not indicated for initial therapy 
of edema or hypertension. Edema or hyper¬ 
tension requires therapy titrated to the in¬ 
dividual. If this combination represents the 
dosage so determined, its use may be more 
convenient in patient management. Treat¬ 
ment of hypertension and edema is not 
static, but must be reevaluated as conditions 
in each patient warrant. 


* Indications: When the combination represents 
the dosage determined by titration: Adjunctive 
therapy in edema associated with congestive 
heart failure, hepatic cirrhosis, the nephrotic 
syndrome. Corticosteroid and estrogen-induced 
edema, idiopathic edema; hypertension, when 
the potassium sparing action of triamterene is 
warranted. (See Box Warning.) Routine use of 
diuretics in healthy pregnant women is inap¬ 
propriate; they are indicated in pregnancy only 
when edema is due to pathological causes. 

Contraindications: Further use in anuria, 
progressive renal or hepatic dysfunction, 
hyperkalemia. Pre-existing elevated serum 
potassium. Hypersensitivity to either com¬ 
ponent or other sulfonamide-derived drugs. 

Warnings: Do not use potassium supplements, 
dietary or otherwise, unless hypokalemia develops 
or dietary intake of potassium is markedly impaired. 

If supplementary potassium is needed, potassium 
tablets should not be used. Hyperkalemia can occur, and 
has been associated with cardiac irregularities. It is 
more likely in the severely ill, with urine volume 
less than one liter/day, the elderly and diabetics 
with suspected or confirmed renal insufficiency. 

Periodically, serum K + levels should be deter¬ 
mined. If hyperkalemia develops, substitute a 
thiazide alone, restrict K+ intake. Associated 
widened QRS complex or arrhythmia requires 
prompt additional therapy. Thiazides cross the 
placental barrier and appear in cord blood. Use 
in pregnancy requires weighing anticipated 
benefits against possible hazards, including 
fetal or neonatal jaundice, thrombocytopenia, other 
adverse reactions seen in adults. Thiazides appear and triamterene may 
appear in breast milk. If their use is essential, the patient should stop 
nursing. Adequate information on use in children is not available. 
Precautions: Do periodic serum electrolyte determinations (particularly 
important in patients vomiting excessively or receiving parenteral fluids). 


FOR LONG-TERM CONTROL 
OF HYPERTENSION) 
SERUM K+AND BUN SHOULD 
BE CHECKED PERIODICALLY. 
(SEE WARNINGS SECTION.) 


Periodic BUN and serum creatinine determina¬ 
tions should be made, especially in the elderly, 
diabetics or those with suspected or confirmed 
renal insufficiency. Watch for signs of impend¬ 
ing coma in severe liver disease. If spironolac¬ 
tone is used concomitantly, determine serum K+ 
frequently; both can cause K+ retention and 
elevated serum K+. Two deaths have been re¬ 
ported with such concomitant therapy (in one, 
recommended dosage was exceeded, in the 
other serum electrolytes were not properly 
monitored). Observe regularly for possible 
blood dyscrasias, liver damage, other idiosyn¬ 
cratic reactions. Blood dyscrasias have been 
reported in patients receiving triamterene, and 
leukopenia, thrombocytopenia, agranulocytosis, 
and aplastic anemia have been reported with 
thiazides. Triamterene is a weak folic acid 
antagonist. Do periodic blood studies in cir¬ 
rhotics with splenomegaly. Antihypertensive 
effect may be enhanced in post-sympathectomy 
patients. Use cautiously in surgical patients. 
The following may occur: transient elevated 
BUN or creatinine or both, hyperglycemia and 
glycosuria (diabetic insulin requirements may 
be altered), hyperuricemia and gout, digitalis 
intoxication (in hypokalemia), decreasing alkali 
reserve with possible metabolic acidosis. 

‘Dyazide’ interferes with 
fluorescent measurement 
of quinidine. 

Adverse Reactions: 
Muscle cramps, weak¬ 
ness, dizziness, 
headache, dry mouth; 
anaphylaxis, rash, 

. ' urticaria, photosensi¬ 
tivity, purpura, other 
dermatological conditions; 
nausea and vomiting, diarrhea, 
constipation, other gastrointestinal 
disturbances. Necrotizing vasculitis, 
paresthesias, icterus, pancreatitis, 
xanthopsia and, rarely, allergic pneumonitis 
have occurred with thiazides alone. 
Supplied: Bottles of 100 and 1000 capsules; 
Single Unit Packages of 100 (intended for 
institutional use only). 


SK&F CO., Carolina, P.R. 00630 


SK&F CO. 

a SmithKIine company 
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250 mg 


500 mg 



Tolinase 

tolazamide. Upjohn 

Please contact your Upjohn representative for additional product information. 


Upjohn 
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Legal counsel reports 

Advertising, solicitation, and 

Fred Speaker, Esq. 


medical ethics 



S trictly speaking, the decision of 
the United States Supreme Court 
authorizing attorney advertising 1 had 
no effect on the practice of medicine in 
Pennsylvania. It should not be ig¬ 
nored, however, for it must be exam¬ 
ined to see how the Constitution and 
antitrust laws may be applied in the 
future. 

In that case the Court considered an 
advertisement placed by attorneys 
which said, "DO YOU NEED A 
LAWYER? Legal Services at Very 
Reasonable Fees,” and then listed five 
routine legal procedures with their 
fees and the names and address of the 
attorneys. The Arizona Bar Associa¬ 
tion filed a complaint about this ad¬ 
vertisement, claiming that it violated 
a disciplinary rule adopted by the 
Supreme Court of Arizona which 
stated in part: 


A lawyer shall not publicize 
himself ... as a lawyer through 
newspaper or magazine adver¬ 
tisements, radio or television an¬ 
nouncements, display advertise¬ 
ments in the city or telephone di¬ 
rectories or other means of com¬ 
mercial publicity. . . , 2 
The Arizona Bar Board of Gover¬ 
nors voted one-week suspensions 
which were upheld by the Arizona 
Supreme Court. 

When the case reached the U.S. 
Supreme Court, the punishment of the 
attorneys was attacked on two 
grounds: (1) violation of the antitrust 
law, and (2) infringement of the con¬ 
stitutional right of free speech. The 

Mr. Speaker is a member of the law firm 
of Pepper, Hamilton & Scheetz, which 
serves as the Society's legal counsel. 


Court held unanimously that prohibi¬ 
tion of the advertisement by the court 
rules was not subject to antitrust at¬ 
tack under the Sherman Act because 
it was the state that prohibited it. The 
restraint was the "affirmative com¬ 
mand” of the sovereign and thus was 
exempt under a doctrine established a 
third of a century earlier. 3 

But this state prohibition of adver¬ 
tising was held, in a 5-4 vote, to violate 
the federal constitutional provisions 
requiring free speech. Carefully stat¬ 
ing that it was not considering adver¬ 
tising concerning the quality of ser¬ 
vices, the majority concluded: 

The constitutional issue in this 
case is only whether the State 
may prevent the publication in a 
newspaper of appellants’ truthful 
advertisement concerning the 
availability and terms of routine 
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legal services. We rule simply 
that the flow of such information 
may not be restrained. . . , 4 

What about medicine? 

In Pennsylvania, for medicine, the 
circumstances are entirely different. 
There is no explicit court or statutory 
prohibition of advertising by physi¬ 
cians. Organized medicine prohibits 
solicitation by doctors—not advertis¬ 
ing. Section 5 of the American Medical 
Association’s Principles of Medical 
Ethics provides in part that the physi¬ 
cian "should not solicit patients.” Its 
Judicial Council adds: 

Advertising.—The Principles 
do not proscribe advertising; they 
proscribe the solicitation of pa¬ 
tients. Advertising means the ac¬ 
tion of making information or in¬ 
tention known to the public. The 
public is entitled to know the 
names of physicians, the type of 
their practices, the location of 
their offices, their office hours, 
and other useful information that 
will enable people to make a more 
informed choice of physician. 

The physician may furnish this 
information through the accepted 
local media for advertising or 
communication, which are open 
to all physicians on like condi¬ 
tions. . . . 

If the physician, at his opinion, 
chooses to supply fee information, 
the published data may include 
his charge for a standard office 
visit or his fee or range of fees for 
specific types of services, provided 
disclosure is made of the variable 
and other pertinent factors affect¬ 
ing the amount of the fee 
specified. The published data may 
include relevant facts about the 
physician, but false, misleading, 
or deceptive statements or claims 
should be avoided. 

Local, state, or specialty medi¬ 
cal associations, as autonomous 
organizations, may have ethical 
restrictions on advertising, solici¬ 
tation of patients, or other profes¬ 
sional conduct of physicians that 
exceed the Principles of Medical 
Ethics. Furthermore, specific 
legal restrictions on advertising 
or solicitation of patients exist in 
the medical licensure laws of at 
least 34 states. Other states pro¬ 


vide regulation through statutory 
authority to impose penalties for 
unprofessional conduct. 

Solicitation.—The term "solici¬ 
tation” in the Principles means 
the attempt to obtain patients by 
persuasion or influence, using 
statements or claims that (1) con¬ 
tain testimonials, (2) are intended 
or likely to create inflated or un¬ 
justified expectations of favorable 
results, (3) are self-laudatory and 
imply that the physician has 
skills superior to other physicians 
engaged in his field or specialty of 
practice, or (4) contain incorrect 
or incomplete facts, or represen¬ 
tations or implications that are 
likely to cause the average person 
to misunderstand or be deceived. 5 
It should be noted that the items of 
permissible advertisement for physi¬ 
cians in the AMA’s view are essen¬ 
tially what was permitted for lawyers 
by the U.S. Supreme Court—the 
name, address, and type of practice of 
the practitioner and the fees to be 
charged. 

Even if these ethical restraints were 
more stringent, it is most unlikely 
that they would run afoul of the pro¬ 
hibitions against denial of free speech 
contained in the federal constitution. 
The First and Fourteenth Amend¬ 
ment protection of free speech is, by 
their terms, limited to control of fed¬ 
eral or state action. 6 Private action 
may become so intertwined with gov¬ 
ernmental policies, 7 by engaging in 
conduct usually governmental 8 or be¬ 
coming enmeshed by licensing and 
regulation, 9 to be effectively gov¬ 
ernmental in nature. Or the theory 
may mature that associations created 
by the state are subject to constitu¬ 
tional limitations affecting state ac¬ 
tion. 10 But, at this point in the devel¬ 
opment of law, there should be little 
fear that the Pennsylvania Medical 
Society or any of its component 
societies will be bound by the stric¬ 
tures of the rule against infringement 
of free speech. 

Can it happen here? 

The possibility of action against a 
physician’s advertising, brought by 
the State Board of Medical Education 
and Licensure and resulting in in¬ 
fringement of free speech, is theoreti¬ 


cally possible. Before enactment of the 
new Medical Practice Act, the statute 
gave the Board the authority to sus¬ 
pend or revoke a license to practice 
medicine "upon satisfactory proof of 
grossly unethical practice.” 11 In 
theory, unethical advertising could 
have been a target. The Pennsylvania 
Superior Court has approved the revo¬ 
cation of a license of a physician who 
used an unlicensed man to diagnose 
and treat patients. The court stated: 

It cannot be doubted that appel¬ 
lant’s conduct of aiding and abet¬ 
ting an unlicensed person in the 
unlawful practice of medicine, 
manifestly and flagrantly viola¬ 
tive of the purpose of the Act, was 
"grossly unethical practice.” 12 

The Pennsylvania Supreme Court has 
cast considerable doubt on the value of 
this holding that punishment for 
"grossly unethical practice” is jus¬ 
tified, saying that the case’s "validity 
is questionable.” 13 The new Medical 
Practice Act, enacted in 1974, 14 no 
longer has a provision expressly pro¬ 
hibiting "grossly unethical practice,” 
which presumably could have been 
used to enforce the provisions of the 
Principles of Medical Ethics. The Act 
does, however, authorize revocation or 
suspension of a license for: 

Being guilty of immoral or un¬ 
professional conduct. Unprofes¬ 
sional conduct shall include any 
departure from, or the failure to 
conform to, the standards of ac¬ 
ceptable and prevailing medical 
practice. . . . 15 

Although this terminology has not 
yet been construed in a reported case, 
it is possible that it will be considered 
to include unethical conduct. In a 
more recent Superior Court case, the 
following language was quoted with 
approval: 

The phrase 'grossly unethical 
practice’ can only be considered as 
signifying those breaches of the 
trust, confidence and reliance, 
necessarily attendant upon the 
intimate relationship of physi¬ 
cian and patient, which amount to 
gross abuses of the standards of 
professional conduct generally 
recognized as essential to the 
proper practice of medicine and 
surgery. 16 
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Although this possible application 
should not be overemphasized, it is 
thus possible that the State Board 
could move against a physician who is 
engaged in advertising significantly 
beyond that allowed by medical ethics. 
In such a case, the prohibition against 
state action infringing free speech 
would clearly come into play. 


Restraint of "trade” 

Organized medicine can relax sub¬ 
stantially about the threat of the fed¬ 
eral constitution. But it should be 
greatly concerned about the effect of 
the antitrust laws. 

The decision of the United States 
Supreme Court in Goldfarb v. Vir¬ 
ginia State Bar 11 III signalled a major 
new thrust against professional asso¬ 
ciations in the antitrust field. In that 
case the Court held that there was a 
violation of the Sherman Act in the 
publication by a county bar associa¬ 
tion of a minimum fee schedule. The 
Sherman Act provides that: 

Every contract, combination in 
the form of trust or otherwise, or 
conspiracy, in restraint of trade or 
commerce among the several 
States, or with foreign nations, is 
declared to be illegal. 18 
The Supreme Court referred to the 
cases upon which the county bar relied 
for its position that Congress never 
intended to include the learned pro¬ 
fessions within the terms "trade or 
commerce” in § 1 of the Sherman Act, 
as: 

citations ... to passing references 
in cases concerned with other is¬ 
sues and, more important, until 
the present case it is clear that we 
have not attempted to decide 
whether the practice of a learned 
profession falls within § 1 of the 
Sherman Act. In [United States u.] 
National Assn, of Real Estate 
Boards, 1339 U.S. U.S. 485, 492 
(1950)J, we specifically stated 
that the question was still open 
... as we had done earlier in 
American Medical Assn. v. United 
States, 317 U.S. 519,528(1943). 19 
The Supreme Court stated that no 
explicit statutory exemption or legis¬ 
lative history supported the county 
bar’s contention, and rejected the ar¬ 


gument that "competition is inconsis¬ 
tent with the practice of a profession 
because enhancing profit is not the 
goal of professional activities; the goal 
is to provide services necessary to the 
community.” 

The Court found that that "classic” 
distinction between professions and 
trades, "loses some of its force when 
used to support the fee control ac¬ 
tivities involved here.” 20 The Court 
characterized the county bar’s argu¬ 
ments as seeking a total exclusion for 
learned professions from antitrust 
regulation. The Supreme Court re¬ 
sponded that such an exemption 
would allow lawyers "to adopt anti¬ 
competitive practices with impunity” 
and would be inconsistent with Con¬ 
gressional intent. 

The nature of an occupation, 
standing alone, does not provide 
sanctuary from the Sherman Act, 

. . . nor is the public service aspect 
of professional practice control¬ 
ling in determining whether § 1 
includes professionals. . . . Con¬ 
gress intended to strike as 
broadly as it could in § 1 of the 
Sherman Act, and to read into it 
so wide an exemption as that 
urged on us would be at odds with 
that purpose. 21 


Advertising and antitrust 

There is an important modification 
of the Court’s holding that there is no 
professional exemption from antitrust 
regulation contained in a footnote to 
its opinion which reads: 

The fact that a restraint upon a 
profession as distinguished from a 
business is, of course, relevant in 
determining whether that partic¬ 
ular restraint violates the Sher¬ 
man Act. It would be unrealistic 
to view the practice of professions 
as interchangeable with other 
business activities, and automat¬ 
ically to apply to the professions 
antitrust concepts which origi¬ 
nated in other areas. The public 
service aspect, and other features 
of the professions, may require 
that a particular practice, which 
would properly be viewed as a vio¬ 
lation of the Sherman Act in an¬ 
other context, be treated differ¬ 
ently. We intimate no view on any 


other situation than the one with 
which we are confronted today. 22 
It is the language of this footnote, 
particularly the passage indicating 
that it would be inappropriate to au¬ 
tomatically apply to the professions 
concepts developed in other areas, 
that could provide organized medicine 
with the greatest support in arguing 
that the ethical rules against solicita¬ 
tion or excessive advertising are not 
automatically an antitrust violation. 
In contrast, there seems to be no merit 
to a contention that there is a total 
exemption of any professional ac¬ 
tivities from the antitrust laws. 

Thus if a state or component medi¬ 
cal society moves against a physician, 
charging an ethical violation in adver¬ 
tising, that society may be found to 
have violated the antitrust laws. Al¬ 
though no case has yet been reported 
holding that an association for profes¬ 
sionals cannot restrict advertising by 
its members, an agreement among 
profit-making corporations to restrict 
advertising has been held to be an un¬ 
lawful restraint of trade. 23 

Accordingly, enforcement by organ¬ 
ized medicine of any rules against ad¬ 
vertising or solicitation must be 
undertaken only with great care and 
concern about its legal implications. 

II Bates v. State Bar of Arizona, U.S., 45 U.S.L.W 4895 

11977). 

21 Code of Professional Responsibility, Disciplinary Rule 
2-10KB), embodied in Rule 29(al of the Supreme 
Court of Arizona, 1 7A Ariz. Ren. Stat. <1976 Supp.J 

p. 26. 

31 Parker v. Brown, 31 7 U.S. 341 (1943). 

41 Bates v. State Bar of Arizona, supra at 4904. 

5/ AM A Judicial Council, "Opinions and Reports" §6.00 
(1977). 

6/ Emerson, "The System of Freedom of Expression ” p. 
676 (1970). 

7/ See Evans v. Newton, 382 U.S. 296 (1966). 

81 See Marsh v. Alabama, 326 U.S. 501 (1946). 

9/ See Red Lion Broadcasting Co. v. FCC.395 U.S. 367 
(1969). 

101 See Berle, "Constitutional Limitations on Corporate 
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AMERICAN MEDICAL LABORATORIES, INC. 

(formerly Northern Virginia Pathology Laboratories, Inc.) 

11091 Main Street 
Fairfax, Virginia 22030 
Phone: (703) 273-7400 


DIAGNOSTIC IMMUNOLOGY 

American Medical Laboratories, Inc. announces its expanded immunology services as sup¬ 
port to researchers and clinicians. 



VIRAL SEROLOGY FUNGAL TESTING 


Adenovirus Group 
California encephalitis 
Coxsackie A1-A24 
Coxsackie Bl-Bb 
CMV 

Eastern equine encephalitis 
Echovirus Typing 
Epstein-Barr-VC A 
Herpes simplex Type 1 and 2 
Influenza Type A, B, C 
Japanese B encephalitis 
Lymphocytic Choriomeningitis 
Mumps - soluble and viral 


Mycoplasma pneumoniae 
Parainfluenza 1, 2, 3 
Poliovirus 1, 2 , 3 
Psittacosis-Ornithosis-LGV 
Reovirus Group 
Respiratory Syncytial Virus 
Rubeola 

St. Louis encephalitis 

Vaccinia 

Varicella 

Venezuelan equine encephalitis 
Western equine encephalitis 


Aspergillus 

Blastomyces 

Coccidioides 

Histoplasma 

Candida 

RICKETTSIAL AGENTS 

Rocky Mt. Spotted fever 
Rickettsial pox 
Murine typhus 
Epidemic typhus 
Q-Fever, phase I & II 


Our laboratory can also provide customized services for special requirements of 
individual investigators. 

AML is a full-service laboratory with an extended courier service, dedicated to providing 
prompt and accurate results. The immunology laboratory and its staff of experienced 
technologists, is pathologist supervised and CDC and CAP certified. 


GENTLEMEN: Please send me additional information on: 

□ Capabilities 

□ Supporting services 


NAME 


ADDRESS 
















practice management 


Naming and developing an office manager—part two 


Leif C. Beck, LL.B., C.P.B.C. 
Vasilios J. Kalogredis, J.D. 


I n last month’s article we wrote of 
the challenge and risk involved in 
designating and developing an office 
manager. The success or failure of the 
new manager probably depends more 
on the physician in final charge than 
on the selected person. The physician 
must be conscientious and perceptive 
in developing the office manager role, 
a task which can be challenging for a 
doctor because it is somewhat ego- 
threatening. He must build up a sub¬ 
ordinate to assume much of his own 
authority in order to extend himself. 

This month’s article considers the 
important aspects of developing a 
"super-aide” into a more effective of¬ 
fice manager. 

Time and attention 

An effective manager cannot devote 
full time and energy to regular office 
duties. Regular jobs should be avoided 
when possible: no sitting all day at the 
reception desk or handling all the in¬ 
surance forms. The office manager de¬ 
velops routines and policies that ena¬ 
ble proper handling of the jobs rather 
than simply performing those jobs. 

The promoted super-aide may in¬ 
stinctively try to fill in on each crisis; 
this instinct for conscientiousness 
may, in fact, be the reason for the 
employe’s promotion. But the office 
manager’s success comes from devel¬ 
oping patterns to cover the crises, not 
from running ragged to cover them. 

Management requires thinking 
time: business systems and people 
patterns must be evaluated and mod¬ 
ified for long-term success. An 
employe should never be entrusted 
with the responsibilities of an office 
manager and then deprived of the 
time to discharge them. 

Perhaps two examples will help. In 


one practice survey, we encountered a 
full-time manager who had become so 
bogged down by the clerical demands 
of a one-year-old computer billing sys¬ 
tem that the office was in near chaos. 
Our advice was to delegate those de¬ 
mands, which did not require her level 
of talent, and resume attention to 
problems of the entire office. 

In another case, a conscientious 
employe was spending almost 70 
hours a week trying to handle regular 
bookkeeping chores, finish all unpre¬ 
pared insurance forms, and generally 
run the office. The practice was slip¬ 
ping for reasons attributable in part to 
its staff and systems. We urged hiring 
an additional employe so that the 
manager would have time to improve 
the office systems. 

Freeing a super-aide from regular 
duties must be accomplished delicate¬ 
ly. Other assistants can become re¬ 
sentful about "one of the group” being 
exempted from work. The reaction is 
understandable, for the manager may 
no longer have quantitative assign¬ 
ments (other than the vague term "to 
manage”) and may then assign previ¬ 
ous work to others. If the selected 
manager is perceptive and receives 
diplomatic backing from the doctor(s), 
the problem usually can be overcome. 

Doctor’s support 

The office manager must have a 
level of authority over the staff that is 
in no event undercut. Any appearance 
that an employe can bypass the man¬ 
ager can be fatal to that role. Each 
physician must keep this requirement 


The authors are the principal consul¬ 
tants of Management Consulting for 
Professionals, Inc., Bala Cynwyd. 


firmly in mind and resolve to be con¬ 
sistent in his reliance on the manager. 

A doctor may nevertheless receive 
requests and suggestions directly 
from his staff, for the manager cannot 
become a means of shutting off open 
discussion. He may acknowledge the 
requests and/or suggestions with the 
promise that he will discuss them with 
the manager for their joint decision. 
The doctor is in charge, and if he feels 
strongly enough he may order the 
manager to handle the problem a cer¬ 
tain way. In this way the image of 
managerial responsibility is main¬ 
tained. To promptly decide the point in 
the employe’s presence, however, may 
destroy the manager’s authority and 
may overlook factors not presented 
with the employe’s request. 

The opposite side of the authority 
issue is the need to develop an open, 
cooperative office. Communication at 
and between all levels should be en¬ 
couraged. A manager who attempts to 
stifle communication will soon lose 
the capability to motivate the staff. As 
a result, we sometimes lecture office 
managers to "Keep it warm and open 
but fight like hell if you’re undercut.” 

Daily time with owner 

Even if for only ten minutes a day, 
the office manager must have a chance 
to communicate with the physician- 
owner. The manager must have guid¬ 
ance, and the doctor must be aware of 
what is happening in the office. The 
physician must remember to "manage 
the manager.” 

Some practices meet this need by 
scheduling the first fifteen minutes of 
each morning for manager-physician 
discussion. He can then give any spe¬ 
cial instructions and raise his or his 
group’s concerns. The manager can 
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describe progress on undertakings, 
raise problems and questions, and 
generally be certain that plans are 
understood and respected by the 
physician-owner. Forcing this daily 
exchange into the doctor’s pattern can 
help assure effective management. 

This required communication in¬ 
cludes ongoing evaluation and criti¬ 
cism of the manager’s performance. 
The manager needs such work review 
even more than the staff, but the 
higher position of responsibility often 
deters doctors from facing up to good 
and bad points. We recently worked 
with a surgical practice which decided 
to terminate the manager’s employ¬ 
ment because of deficiencies which, we 
feel, could have been overcome had 
they been discussed candidly. 

Being an 'insider’ 

We urge physicians to include their 
office managers in virtually all inter¬ 
doctor business meetings. The man¬ 
ager should be considered an "execu¬ 
tive” who is both privileged and re¬ 
sponsible to participate at the 
decision-making level. 

At the meetings, the office manag¬ 
er’s First task should be to report on the 
business. This should include a 
presentation and discussion of the 
most recent financial report and the 
manager’s concerns or recommen¬ 
dations regarding it. Progress on mat¬ 
ters previously discussed should then 
be reported, thus holding the manager 
responsible that progress is in fact 
being made. 

Physicians’ business meetings are 
notoriously unproductive, but intelli¬ 
gent use of the office manager can 
dramatically upgrade their effective¬ 
ness. The manager should see each 
doctor several days in advance to de¬ 


termine what items he wants dis¬ 
cussed, and prepare an agenda to be 
distributed for thought before the 
meeting. At the meetings, the man¬ 
ager should take notes and remind the 
doctors of things they agreed to 
handle. In this respect, the manager 
can help the doctors become better 
"doers.” 

Perhaps even more importantly, the 
manager can assume responsibility to 
carry out decisions made at the meet¬ 
ings, thus freeing the doctors for their 
other demands. The undertaking and 
its subtleties will be better understood 
if the manager participated in the 
meeting rather than being given in¬ 
structions later. 

Some doctors consider their practice 
finances so confidential that even the 
office manager is not privy to them. 
We consider this attitude extremely 
unwise, for there is really nothing to 
gain from such confidentiality. In¬ 
stead, inclusion as an "insider” in fi¬ 
nancial planning and monitoring 
helps the manager apply economics to 
office decisions. 

Describing the position 

Fairness to the manager calls for a 
clear definition of responsibilities. A 
written job description should be de¬ 
veloped and discussed candidly from 
the beginning. One practice’s descrip¬ 
tion was presented as Table 1 of last 
month’s article and may be useful. 

Although a lack of clarity about the 
manager’s activities will undoubtedly 
exist, the exercise of quantifying them 
as much as possible is beneficial. As 
new responsibilities arise and existing 
duties change, the writing should be 
revised. While any employe’s job defi¬ 
nition should undergo constant recon¬ 
sideration, the office manager’s 


should probably be the most flexible of 
all. 

One of the new manager’s earliest 
tasks should be to review and repub¬ 
lish all employes’job descriptions. The 
manager may have some fresh ideas of 
how the various assistants can work 
most effectively, and these ideas 
should be encouraged. The exercise of 
reviewing each person’s duties, both 
individually and collectively, is a good 
way to learn about office interactions. 

Success may come slowly 

The doctor(s) cannot simply assume 
that an office will function smoothly 
soon after a manager’s selection. It 
takes time for the manager to settle 
into the job, for desired improvements 
to be made, and for the staff to accept 
the role. The physician must be pa¬ 
tient and alert to the manager’s devel¬ 
opment. 

Frequently a manager is more effec¬ 
tive with employes recruited and 
hired by the manager, for they are 
likely to accept the role. But assistants 
already in their jobs when an office 
manager is thrust upon them may re¬ 
sist. The physician must again be pa¬ 
tient, but employes who interfere with 
the new relationship must be re¬ 
placed. 

The doctor should give his highest 
trust and support to the manager, 
even at the expense of other good 
employes, unless and until he con¬ 
cludes that the manager is failing. 

Designating someone as office man¬ 
ager is only the beginning. The physi- 
cian(s) must thereafter give attention 
and support to helping the manager 
become effective, for success in the po¬ 
sition will in large part depend on the 
doctors. □ 
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AS A DOCTOR 
DO YOU 

HAVE TIME FOR THIS? 


It's not all 
fun and games, 
but a Navy 
Doctor has the 
opportunity to 
make of it what 
he can. 

This could be 
you! 


FOR COMPLETE DETAILS, SEE 
YOUR LOCAL NAVY RECRUITER, 
OR CALL THE MEDICAL 
RECRUITER, TOLL-FREE, AT 
800 - 841 - 8000 . 




Neosporin 

Ointment 




Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 


(Polymyxin B-Bacitracin-Neomycin) 



Bacitracin Polymyxin B 


This potent broad-spectrum antibacterial 
provides overlapping action to help combat 
infection caused by common susceptible pathogens 
(including staph and strep). The petrolatum base 
is gently occlusive, protective and 
enhances spreading. 


Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 



Burroughs Wellcome Co. 

Research Triangle Park 
North Carolina 27709 


In vitro overlapping antibacterial action of 

Neosporin * Ointment (polymyxin B-badtracin-neomycin). 


Ointment 

(Polymyxin B-Bacitracin-Neomycin) 


Each gram contains: Aerosporin* brand Polymyxin B 
Sulfate 5,000 units; zinc bacitracin 400 units; neomycin 
sulfate 5 mg (equivalent to 3.5 mg neomycin base); 
special white petrolatum qs; in tubes of 1 oz and 1/2 oz 
and 1/32 oz (approx.) foil packets. 

WARNING; Because of the potential hazard of nephro¬ 
toxicity and ototoxicity due to neomycin, care should be 
exercised when using this product in treating extensive 
burns, trophic ulceratton and other extensive conditions 
where absorption of neomycin is possible. In burns 
where more than 20 percent of the body surface is 


affected, especially if the patient has impaired renal 
function or is receiving other aminoglycoside anti¬ 
biotics concurrently, not more than one application a 
day is recommended. 

When using neomycin-containing products to control 
secondary infection in the chronic dermatoses, 
it should be borne in mind that the skin is 
more liable to become sensitized to many substances, 
including neomycin. The manifestation of sensitization to 
neomycin is usually a low grade reddening with swelling, 
dry scaling and itching; it may be manifest simply as 
failure to heal. During long-term use of neomycin- 
containing products, periodic examination for such 
signs is advisable and the patient should be told to 
discontinue the product if they are observed. These 
symptoms regress quickly on withdrawing the medica¬ 
tion. Neomycin-containing applications should be 
avoided for that patient thereafter. 


PRECAUTIONS; As with other antibacterial preparations, 
prolonged use may result in overgrowth of nonsus- 
ceptible organisms, including fungi. Appropriate measures 
should be taken if this occurs. 

ADVERSE REACTIONS; Neomycin is a not uncommon 
cutaneous sensitizer. Articles in the current literature 
indicate an increase in the prevalence of persons 
allergic to neomycin. Ototoxicity and nephrotoxicity 
have been reported (see Warning section). 

Complete literature available on request from Profes¬ 
sional Services Dept. PML. 



















Study and recommendations 


Biliary tract disease: selection of patient and antibiotics 

Philip P. Metzger, M.D. 

Herbert A. Ecker, Jr., M.D. 

Lewis T. Patterson, M.D., F.A.C.S. 


I solating and identifying bacteria 
from gallbladder bile may not help 
in the management of cholecystitis, 
but potentially invasive pathogenic 
organisms in the bile demand the sur¬ 
geon’s attention. Local or systematic 
contamination may occur during 
biliary operations and, in selected 
cases, antimicrobial therapy may re¬ 
duce postoperative morbidity. 

Our study analyzed a population of 
patients having biliary tract surgery. 
We established the characteristics 
which determined the risk level of 
particular patients having a positive 
bile culture. Additional information 
was collected on the organisms most 
frequently isolated from bile cultures. 
Antibiotic resistances of these organ¬ 
isms were obtained. The resistances 
clarified changing bacteriological pat¬ 
terns in our population sample and of¬ 
fered support for recommending ap¬ 
propriate antibiotic prophylaxis to re¬ 
duce morbidity. 

Materials 

Five hundred and forty-nine con¬ 
secutive biliary tract operations were 
analyzed retrospectively. The opera¬ 
tions were performed from August 
1974 to December 1976 at Polyclinic 
Medical Center, Harrisburg. Aspira¬ 
tion gallbladder bile cultures, ob¬ 
tained under sterile conditions at the 
time of surgery, were plated on blood 
agar, CNA agar, Maconkeys agar, and 
cooked beef broth. In vitro antibiotic 
sensitivity tests were performed on 
positive gallbladder bile cultures. The 
charts were reviewed to correlate cul- 


Drs. Metzger and Ecker are residents in 
surgery and Dr. Patterson is director of 
surgery at Polyclinic Medical Center, 
Harrisburg. 


ture results with patient population, 
type of surgery performed, and 
gallbladder pathology. 

Results 

Of the 549 cases analyzed, the age 
range was 16 to 103 years. The mean 
age of the population was 50.17 years 
and the median age was 50 years. 
Females comprised 432 patients, 78.7 
percent of the population; and males, 
117 patients, 21.3 percent of the 
group. Analysis of distribution accord¬ 
ing to race and sex yielded a majority 
(72.3 percent) of the cases as white 
females. 

Cultures were obtained in 521 of 
549 cases. Of these, 96 showed bacte¬ 
rial growth when cultured. Thus an 
overall positive culture rate of 18.4 
percent was obtained. Pure cultures 


were found in 61 of the 96 positive 
cultures (63.5 percent) and mixed cul¬ 
tures in 35 cases (36.5 percent). The 
most common organism isolated in 
pure culture was Escherichia coli; 
other organisms found in pure cul¬ 
tures are listed in Table 1. Table 2 
shows the relationship of age and sex 
to the rate of positive cultures ob¬ 
tained. 

Using the pathological description 
of the gallbladder, the 521 cases cul¬ 
tured were divided into three groups 
(Table 3). Group 1 represented chronic 
cholecystitis; group 2 represented 
acute cholecystitis; and group 3 repre¬ 
sented other conditions. The third 
group contained two cases of 
adenomyosis of the gallbladder and 
three cases in which no diagnostic ab¬ 
normalities were found in the 
gallbladder specimens. The acute 


TABLE 1 

Pure Cultures—Five Most Common Organisms 




Percentage of 


No. of patients 

patients 

Escherichia coli 

17 

27.9 

Staph, epidermis 

14 

23 

Strep, viridans 
Klebsiella 

11 

18 

pneumoniae 

7 

11.5 

Strep, fecal is 

4 

6.6 


TABLE 2 

Relation of Age to Positive Bile Cultures 


Age 

Males 

Females 

All Cases 

20 

None 0% 

0/5 

0% 

0/5 

0% 

20-29 

1/8 

12.5% 

4/71 

5.6% 

5/79 

6.3% 

30-39 

2/14 

14.3% 

2/55 

3.6% 

4/69 

5.8% 

40-49 

3/17 

17.6% 

6/91 

6.6% 

9/108 

8.3% 

50-59 

7/35 

20.0% 

9/71 

12.7% 

16/106 

15.1% 

60-69 

5/22 

22.7% 

11/55 

20.0% 

16/77 

20.8% 

70-79 

8/13 

61.5% 

18/40 

45.0% 

26/33 

49.0% 

80-89 

3/4 

75.0% 

13/16 

81.3% 

16/20 

80.0% 

90-103 

None 0% 

4/4 

100% 

4/4 

100% 

Total 

29/113 

25.7% 

67/408 

16.4% 

96/521 

18.4% 
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TABLE 3 

Relation of Gallbladder Pathology to Positive Bile Cultures 


Males Females Total 

Group 1: 

Chronic 


cholecystitis 

19/87 

21.8% 

42/340 

12.4% 

61/427 

14.3% 

Group 2: 

Acute cholecystitis 

10/26 

38.5% 

25/63 

39.7% 

35/89 

39.3% 

Group 3: 

Other conditions 
Total 

0 

29/113 

0% 

25.7% 

0/5 

67/408 

0% 

16.4% 

0/5 

96/521 

0% 

18.4% 


TABLE 4 

Relation of Surgical Procedure to Positive Bile Cultures 



Males 

Females 

Total 

Cholecystectomy 

10/81 

12.3% 

37/316 

11.7% 

47/397 

11.8% 

Cholecystectomy with cystic 

9/17 

52.9% 

14/64 

21.9% 

23/81 

28.4% 

duct cholangiogram 
Cholecystectomy with cystic 

5/8 

62.5% 

4/13 

30.8% 

9/21 

42.9% 

duct cholangiogram and 
common duct exploration 
Cholecystectomy with common 

1/2 

50% 

7/9 

77.7% 

8/11 

72.7% 

duct exploration 
Cholecystectomy with cystic 

3/3 

100% 

1/1 

100% 

4/4 

100% 

duct cholangiogram and 
common duct exploration 
and biliary bypass procedure 
Cholecystectomy with 

0/0 

0% 

3/4 

75% 

3/4 

75% 

previous cholecystostomy 
Cholecystostomy 

0/0 

0% 

1/1 

100% 

1/1 

100% 

Cholecystectomy with cystic 

1/2 

50% 

0/0 

0% 

1/2 

50% 

duct cholangiogram with 
common duct exploration 
and sphincteroplasty 

Total 

29/113 

25.7% 

67/408 

16.4% 

96/521 

18.4% 


TABLE 5 

In Vitro Resistances of Organisms Isolated 

Percent resistance of five most common organisms 
and all organisms 


Drugs 


Ampicillin 

Chloramphenicol 

Gentamicin 

Cephalosporin 

Streptomycin 

Tetracycline 

Penicillin 

Methicillin 

Carbenicillin 


E. 

Kleb. 

coli 

pneum. 

12.8% 

85% 

0% 

0% 

2.6% 

0% 

15.4% 

0% 

10.3% 

5% 

12.8% 

10% 

5.1% 

100% 


Strep. 

Staph. 

virid. 

epid. 

0% 

66.7% 

0% 

0% 

0% 

- 

5.9% 

0% 

11.8% 

26.7% 

0% 

60% 

11.8% 

6.7% 


Strep. All 

fecalis organisms 
14.3% 27.8% 

14.3% 6.2% 

21.4% 2.5% 

92.6% 20.4% 

6.2% 

42.9% 16.7% 

57.1% 11.7% 

92.9% 10.5% 

15.4% 


cholecystitis group showed a higher 
positive culture rate than the chronic 
cholecystitis group. The male popula¬ 
tion in the chronic cholecystitis group 
had a higher positive culture rate than 
did the female population. 

The type of surgical procedure 
undertaken was correlated with sex 
and rate of positive cultures. Table 4 
shows that as common duct explora¬ 
tion, biliary bypass, sphincteroplasty, 
or cholecystostomy were performed 
the rate of positive cultures increased. 

In our study, 108 cases had opera¬ 
tive cystic duct cholangiography. 
Twenty-seven (25 percent) of these 
cholangiograms suggested the need 
for common duct explorations. Seven¬ 
teen (63 percent) of the 27 common 
duct explorations resulted in positive 
correlation with the cholangiographic 
findings. 

Three hundred and ninety-four 
cases were analyzed for in-hospital 
wound infections. Seventeen wound 
infections were found in this group. 

Routine in vitro antibiotic sensitiv¬ 
ity tests were taken on all 96 cases of 
positive bile cultures. Table 5 summa¬ 
rizes the results of these tests. 

Discussion 

During the past half century, re¬ 
ports have been published concerning 
the bacteriology of the biliary tract. 1 6 
Most cholecystitis do not have a 
clearly bacterial etiology. 7 Csendes et 
al. s have shown that normal gallblad¬ 
ders, as assessed by oral cholecystog¬ 
raphy and intra-operative palpation, 
have sterile cultures when gallblad¬ 
der bile is bacteriologically analyzed. 

In their review article on cholecyst¬ 
itis, Magner and Hutcheson 9 show 
that positive bile cultures were ob¬ 
tained in 34.7 percent of cases when 
gallbladder bile was cultured and in 
63.4 percent when the gallbladder 
wall was cultured. This was confirmed 
by Andrews and Henry, 10 who found 
bacteria twice as frequently in the 
gallbladder wall cultures. They ex¬ 
plained that lymphoid tissue in and 
around the wall of the gallbladder, 
especially near the duct, acted as a 
filter, and concentrated more bacteria 
in the gallbladder wall than in bile. 

Goswitz, 11 who took bile cultures 
from patients undergoing biliary tract 
surgery, obtained a positive culture 
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rate of 15 percent of his 118 cases. Our 
study showed an overall positive cul¬ 
ture rate of 18.4 percent from 
gallbladder bile aspiration cultures. 

The three most common organisms 
encountered in our study were Es¬ 
cherichia coli, Klebsiella pneumoniae, 
and Strep, viridans. This correlates 
well with previous studies. 1 Anderson 
and Priestly, 12 for example, found 
pure cultures in 56 percent of their 
bile cultures. This compares with our 
pure culture rate of 63.5 percent. 

Determining which patients have a 
higher risk of positive bile cultures 
seems advantageous. Factors increas¬ 
ing the risk of positive biliary cultures 
are well documented. They are: in¬ 
creasing age; acute inflammation; 
biliary tract obstruction and jaundice; 
and clinically active sepsis. 

Mason 5 reported that more than 
half his patients over the age of 60 had 
positive bile cultures. Pyrtek and Bar- 
tus 4 showed that at least 60 percent of 
their patients had positive cultures at 
age 69 or greater. Our data correlate 
with these studies; they show that al¬ 
most half our patients had positive 
cultures at age 70 or greater. 

Our study shows an approximate 
three-fold increase in positive bile cul¬ 
tures in patients with acute inflam¬ 
mation of the gallbladder. This is in 
agreement with Ram and Gharavi, 6 
who reported that 23.5 percent of their 
patients with chronic cholecystitis 
had positive cultures and 65 percent of 
the acute cholecystitis group had pos¬ 
itive cultures. 

Edlund and his associates 13 ex¬ 
plained that with common duct stones 
positive cultures were obtained in as 
many as 90 percent of their patients. 
Flemma et al. 3 showed that 64 percent 
of their patients with partial common 
duct obstruction due to stricture, 
choledocholithiasis, and bile duct car¬ 
cinoma had positive bile cultures. Our 
study reaffirms this finding. We found 
that when surgical procedures were 
undertaken for common duct obstruc¬ 
tion, the incidence of positive bile cul¬ 
tures was 50 percent or greater. 

Most authors agree that when clini¬ 
cally active sepsis is suspected, antibi¬ 
otics should be administered. Mulhol- 
land et al. 14 state "Antibiotics may be 
helpful if a febrile course is thought to 
be due to associated suppurative 
cholangitis or to liver abscess.” 


Use of antibiotics 

With these criteria in mind, it is log¬ 
ical to discuss which antibiotics might 
be employed in specific cases of biliary 
tract surgery. Robson et al. 15 reported 
that the chief source of wound infec¬ 
tion in biliary tract surgery is en¬ 
dogenous. They suggest that a quan¬ 
titative, as well as a qualitative, rela¬ 
tionship exists between bacteria iso¬ 
lated from the biliary tract and the 
ensuing wound infection rate. 

Our in-hospital wound infection 
rate was 4.3 percent and the wound 
and bile cultures correlated in 35 per¬ 
cent of the cases. Bernard and Cole 16 
have shown that these endogenous in¬ 
duced infections can be reduced signif¬ 
icantly by administering antimicro¬ 
bial agents immediately before, dur¬ 
ing, and for a short time after, a surgi¬ 
cal procedure. 

In vitro antibiotic sensitivity testing 
offers some indication for appropriate 
antibiotic selection, but an antibiotic 
can only be effective when it reaches 
the biliary tract in high concen¬ 
trations. High concentration levels of 
tetracycline and rifampicin 17 and 
cephalothin 18 have been found in bile; 
ampicillin poorly penetrates the 
biliary tract. 19 Mason recommends 
treatment with penicillin plus 
chloramphenicol or tetracycline in 
selected cases of biliary tract surgery. 
Pyrtek and Bartus recommend 
penicillin in combination with strep¬ 
tomycin or chloramphenicol or more 
recently cephalothin for biliary tract 
prophylaxis. 

Our study suggests that chloram¬ 
phenicol or a combination of a 
cephalosporin and an aminoglycoside 
are the prophylactic antibiotics of 
choice in higher risk patients who are 
likely to have positive biliary cul¬ 
tures. Such treatment may prevent 
postoperative morbidity. We also 
suggest that, in addition to aspiration 
gallbladder bile cultures, taking a cul¬ 
ture of the gallbladder wall will in¬ 
crease the yield of positive cultures. 

Conclusion 

A retrospective analysis of 549 con¬ 
secutive cases of biliary tract surgery 
determined the organisms most often 
involved in biliary tract infection and 
the patients most likely to have in¬ 


fected bile. Aspiration gallbladder bile 
cultures obtained at the time of 
surgery indicated that elderly pa¬ 
tients, patients with acute cholecyst¬ 
itis, cases of biliary tract obstruction, 
and patients in whom clinically active 
sepsis is present stand at a high risk of 
having infected bile. Prophylactic 
antibiotics should be administered to 
this group of patients, and we recom¬ 
mend chloramphenicol or a combina¬ 
tion of a cephalosporin and an 
aminoglycoside to reduce postopera¬ 
tive morbidity. □ 
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Medical education 


programs evolve in Pennsylvania 


Wilbur W. Oaks, M.D. 
Frederick W. Pairent, Ph.D. 
Anthony J. Turchetti, M.D. 
Cara Bryn Saylor, M.F.A. 


Physician shortage has become a chronic problem 
in rural Pennsylvania. The authors describe a medi¬ 
cal education program aimed toward a solution. 


I n the fall of 1976, the Carnegie 
Foundation published a report 
commissioned by the President enti¬ 
tled "Progress and Problems in Medi¬ 
cal and Dental Education.” The report 
cited the irregular distribution of 
health manpower and the insufficient 
number of primary care physicians as 
the number one health problem facing 
America. 

More than five years before, edu¬ 
cators at Hahnemann Medical College 
and Hospital in Philadelphia and 
Wilkes College in Wilkes-Barre were 
directing their attention to the same 
problem. In northeastern Pennsylva¬ 
nia, family doctor populations were 
dwindling. Doctors who remained 
were nearing retirement. (In 1970, 52 
percent of all physicians in northeast¬ 
ern Pennsylvania were over 55.) Un¬ 
less something could be done soon, 
health care delivery in northeastern 
Pennsylvania would break down. 

Incentive programs to relocate doc¬ 
tors from urban areas to areas of need 
in the country weren’t working. The 
clinic-health care center was only a 
partial answer, unless doctors staffing 
the clinics became sufficiently com¬ 
mitted to the area to stay past their 
short-term contract and add some con¬ 
tinuity to the health care—and they 
weren’t. 

’’Outreach” program 

Viewing the growing problem, 
academicians and clinicians went to 
work, hammering out the details of a 
plan for a cooperative outreach pro¬ 
gram for medical education which 
would recruit bright young students 
from areas of need, train them, and 
cycle them back into northeastern 
Pennsylvania as family doctors. The 


plan was designed to maintain and 
strengthen ties to the home area 
throughout the medical education 
program. 

The Wilkes-Hahnemann program, 
which was to become the first of the 
medical development/Pennsylvania 
(MD/PA) programs, incorporates an 
accelerated undergraduate program 
(two years plus two summers), three 
full years in Philadelphia at 
Hahnemann Medical College on track 
with all other medical students, and a 
unique fourth year of medical school 
which takes place at clinical facilities 
in the outreach area. Simultaneous 
with the plan’s development was the 
expansion of family practice residency 
programs in the outreach community. 

In 1972, the first MD/PA Wilkes- 
Hahnemann class entered phase I at 
Wilkes College. Lehigh University in 
Bethlehem soon joined the MD/PA 
program arena along with Gannon 
College in Erie and Widener College 
in Chester. The Bethlehem-Easton, 
Erie, and Chester areas share rele¬ 
vant characteristics with the 
Wilkes-Barre/Scranton area. All are 
relatively high density population 
areas surrounded by medically under¬ 
served, sparse populations. All have 
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excellent clinical facilities which can 
be enlisted for the fourth year out¬ 
reach portion of the medical college 
education. 

It is expected that some of the 785 
students now in phases I, II, and III of 
the program will "fall by the city 
wayside” and that others will choose 
to live in other regions, drawn by 
wives or other considerations. But 
MD/PA programs will be an over¬ 
whelming success if even a majority of 
the young doctors return to practice 
family medicine, because before these 
MD/PA programs were initiated there 
were no replacements for the steady 
decline of family doctors in already 
underserved regions. 

MD/PA programs won’t solve dis¬ 
tribution problems overnight. Even 
with the accelerated undergraduate 
phase I, it still takes between seven 
and nine years for a young doctor to be 
ready to practice on his own. Unlike 
the rural health centers with "tempo¬ 
rary” contract doctors cycling 
through, however, MD/PA is designed 
to steadily provide "permanent” solu¬ 
tions to the distribution problem. As 
one family doctor nearing retirement 
age in Kingston remarked, "We need 
doctors who want to come back and 
live here, work here, and become part 
of the community.” 

Involvement with the local medical 
community—including family prac¬ 
titioners, specialists, and adminis¬ 
trators of area hospitals—is vital to 
the MD/PA outreach concept. 

Seminars and follow-up studies are 
conducted by Hahnemann faculty for 
clinicians and preceptors participat¬ 
ing in the unique third phase of out¬ 
reach medical college. Students are 
carefully matched with primary care 
physicians and specialists at outreach 
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hospitals. The MD/PA philosophy is to 
introduce them to the area medical 
community, an early integration into 
a system which will serve as a back-up 
once they are ready to practice in the 
outlying regions. 

Supporting the concept of continu¬ 
ous integration into the area medical 
community is the expansion of exist¬ 
ing residency programs and the devel¬ 
opment of new residency programs in 
the medical community of the out¬ 
reach area. Statistics indicate that, 
along with "place of rearing,” place of 
residency is a prime factor in deter¬ 
mining where young doctors decide to 
practice. Thus, the development of 
residencies within the outreach area 
becomes essential for the success of 
the MD/PA programs. 

As the programs are planned and 
implemented, an interesting phe¬ 
nomenon occurs. The medical 
community, formerly composed of 
separate, competitive hospitals, 
clinics and individual doctors, works 
together in a common program and 
moves toward becoming an area 
health center that provides new pro¬ 
grams and contacts for consultation, 
cooperation, and continuing educa¬ 
tion. 

Communications network 

The MD/PA goal for health care de¬ 
livery in the outreach areas is to rein¬ 
force and create, where necessary, 
open lines of communication between 
the urban-based medical center, the 
growing "area health center” complex, 
and individual family practitioners 
within the area. By establishing these 
medical "link-ups,” new and estab¬ 
lished doctors are tied together in a 
dynamic support system. This pre¬ 


vents the feeling of "isolation from the 
modern medical community,” which is 
a common problem for many young 
family practitioners in sparsely popu¬ 
lated areas. 

This support system is facilitated in 
the MD/PA programs through an 
interactive telecommunications net¬ 
work which links Hahnemann Medi¬ 
cal College, the outreach undergrad¬ 
uate schools, and clinical facilities. 

The network was initially conceived 
as an educational tool for phase III, or 
the fourth year of medical school, oc¬ 
curring in the outreach areas. The 
interactive telecommunications sys¬ 
tem makes it possible for students in 
"mini-preceptorships” at the various 
hospitals to go, at specified times, to 
an interactive studio located in each of 
the hospitals where they attend "live” 
discussions and demonstrations oc¬ 
curring at Hahnemann under the 
guidance of the medical college facul¬ 
ty. The interactive system also allows 
students in the outreach areas to bring 
a patient to an outreach hospital stu¬ 
dio, discuss symptoms, and conduct an 
examination with a specialist in the 
Hahnemann studio observing and 
commenting. 

The MD/PA network has other uses 
that are equally important. Continu¬ 
ing education courses for physicians 
working in the outreach areas will 
help them keep in touch with the main 
stream medical community. Other es¬ 
tablished physicians already practic¬ 
ing in the area can also take advan¬ 
tage of these courses. In addition, 
courses for allied health professionals 
are proposed at affiliated undergrad¬ 
uate colleges and universities. 

As an outreach arm for emergency 
and consultative health care delivery, 
the network is unparalleled. Rather 


than rushing a patient hundreds of 
miles to super-specialists at urban- 
based hospitals, consultations at out¬ 
reach hospitals can take place within 
minutes. Data from EKGs, x-rays, 
phono-echos, and ausculatory findings 
can be transmitted through the net¬ 
work to be interpreted by experts at 
the urban-based hospitals. 

The scope of the MD/PA telecom¬ 
munications network grew to include 
a general consideration of area health 
care needs and delivery systems for 
this health care. It became obvious as 
more undergraduate schools joined 
with Hahnemann to develop MD/PA 
programs that Hahnemann was di¬ 
recting its medical education program 
toward serving a definable statewide 
need. We determined numbers of stu¬ 
dents in individual MD/PA programs 
based on the needs and capabilities of 
each region. Suddenly, we had entered 
an era of "planned, goal-oriented edu¬ 
cation.” This was not a government 
directive. 

Cost vs. benefit 

Taken in historical perspective it is 
impossible to pinpoint the moment of 
awareness that we were actively 
analyzing statewide health care 
needs, directing our educational 
structure to meet those needs, and de¬ 
voting half the space in our medical 
college to MD/PA students. But the 
fact is that such a philosophy is crucial 
in a time of spiraling medical educa¬ 
tion and health care costs. At all levels 
of our government the "cost-benefit 
ratio” is being examined. Is the cost of 
doing or producing something war¬ 
ranted by the benefit? 

If we can say that the medical edu¬ 
cation system is directing young peo- 
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pie toward filling necessary jobs in 
health care delivery, then we can say 
we are responsibly serving our edu¬ 
cational role. And if the system of edu¬ 
cation upgrades the local health care 
delivery and creates cooperating area 
health centers, then we fill a social as 
well as educational role. This practice 
is common for a teaching hospital, but 
MD/PA goes a step beyond by creating 
"teaching communities” involved in 
health care delivery. 

The initial funding for the Wilkes- 
Hahnemann prototype came through 
substantial grants from NIH and 
HEW for a six-year period. Funding 
ended in 1977. Another source of sup¬ 
port has come from corporate grants. 
The Kellogg Foundation has funded a 
family practice residency program in 
Wilkes-Barre which will provide resi¬ 
dency "slots” for MD/PA doctors. A 
Gulf Oil Foundation grant funded 
construction of the central telecom¬ 
munications studio at Hahnemann in 
Philadelphia. 

The planning and establishment of 
the subsequent MD/PA programs has 
been Fiscally supported by the institu¬ 
tions involved. Funds generally allo¬ 
cated for other operations and pro¬ 
grams have been channeled into 
MD/PA because all of us in the pro¬ 
grams feel a deep sense of commit¬ 
ment to MD/PA. We view MD/PA pro¬ 
grams not only as exciting educational 
offerings to prospective students, but 
as a viable answer to what the recent 
Carnegie Commission report to the 
President stipulates as the number 
one health care problem facing 
America today—the distribution of 
physicians. 

As we widen our MD/PA perspective 
to encompass the Commonwealth, we 
realize we cannot continue to sustain 
and expand the programs, stretching 
our resources and those of the out¬ 
reach schools, without additional 
funds. Because it is the role of our 
state government to fund education 
and health care programs, we are 
looking to the Pennsylvania legis¬ 
lature for support. 

MD/PA was initiated independ¬ 
ently. If it is to succeed on a large scale 
and make a significant contribution to 
redistributing physicians to all areas, 
it is imperative that the Common¬ 
wealth reach out with vital dollars to 
assure its continuance. □ 









Know your taxes 


fThe ‘other’ retirement 

Donald L. DeMuth, C.P.A. 
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If you already have a pension plan for your professional 
corporation, you may be missing the benefits of a profit 
sharing plan. If you have a profit sharing plan, you may 
be overlooking its potential. 


M any physicians incorporate 
their medical practices because 
they’ve heard about the benefits of a 
retirement plan in a professional cor¬ 
poration. Typically they call their ac¬ 
countants, attorneys, and bank trust 
officers. Often they focus solely on the 
number of dollars they’ll save now in 
income taxes and the amount of 
money available when they retire. Be¬ 
cause the doctor asks for a "retire¬ 
ment” plan, his advisors may suggest 
a corporate pension plan without re¬ 
viewing the possibilities of supple¬ 
menting or replacing it with a profit 
sharing plan. This article will exam¬ 
ine the good and bad aspects of this 
"other” retirement plan. 

Profit sharing plans 

There are two types of pension 
plans. The defined benefit plan, which 
bases contributions on the ages of the 
physician and his staff, their life ex¬ 
pectancies, and the income required to 
be paid at retirement, is one variety. 
Also available is the defined contribu¬ 
tion pension plan. Annual contribu¬ 
tions to this plan are based on a per¬ 
centage of the salaries and wages of 
the physician and his employes. 

As its name implies, the contribu¬ 
tions to a profit sharing plan may be 
based on a percentage of the corpora¬ 
tion’s profits. This method is rarely 
used in a professional corporation be¬ 
cause the corporation’s income is 
usually negligible and most of the rev¬ 
enue is paid to the physician and his 
staff as salaries. 

A professional corporation will in¬ 
variably determine annual contribu¬ 


tions to a profit sharing plan as a per¬ 
centage of salaries. The maximum 
contribution by the corporation is 15 
percent of any employe’s salary, in¬ 
cluding the physician’s. The max¬ 
imum contribution of 15 percent 
of salary is limited to $28,175 per em¬ 
ploye. This maximum will be in¬ 
creased by the IRS for inflation. 

In addition to the professional cor¬ 
poration’s contributions to the profit 
sharing plan, which are fully deducti¬ 
ble by the corporation and not taxed to 
the individual, a profit sharing plan 
can be arranged so that voluntary 
employe contributions of up to 10 per¬ 
cent of the individual’s compensation 
may also be made. While the contribu¬ 
tions by the employe are not tax de¬ 
ductible, the earnings on those con¬ 
tributions can accumulate tax free. 
Another limit to remember is that the 
professional corporation’s contribu¬ 
tion plus the employe’s voluntary con¬ 
tribution plus the employe’s allocated 
share of profit sharing assets forfeited 
by a terminated employe must not ex¬ 
ceed the lesser of 25 percent of the 
employe’s compensation or $28,175. If 
a physician is concerned about locking 
himself into a contribution schedule 
for a profit sharing plan at a fixed per- 
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centage of compensation, provisions 
can be inserted into a profit sharing 
plan giving him flexibility and reliev¬ 
ing him of that potential burden. 

A variable contribution percentage 
of compensation for a profit sharing 
plan is a particularly attractive fea¬ 
ture to young professionals with in¬ 
corporated practices. This feature 
permits the board of directors of the 
professional corporation to change 
annually the percentage contribution 
to the profit sharing plan. This may be 
useful if a professional has large per¬ 
sonal expenses in a year and does not 
want to be forced into making high 
payments to the profit sharing plan. 

Benefits of profit sharing 

While the primary purpose of a pen¬ 
sion plan is to provide for benefits dur¬ 
ing retirement, retirement benefits 
are only one of several options avail¬ 
able to profit sharing plan partici¬ 
pants. This aspect of a profit sharing 
plan makes it more flexible than a 
pension plan. It is especially appeal¬ 
ing to the physician who is faced with 
a home down payment or providing for 
his children’s education. 

Instead of receiving profit sharing 
plan distributions upon retirement, it 
is possible for the physician and his 
employes to begin receiving them 
after a specified number of years. Also 
it is possible for a professional corpo¬ 
ration employe to receive benefits in 
the event of "hardship.” Hardship in¬ 
cludes disability, illness, and layoff. 
The administrative committee of the 
profit sharing plan typically has the 
right to determine if an employe is 
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entitled to hardship benefits, which 
should be defined in terms of an objec¬ 
tive standard. 

It is also possible for a physician and 
his employes to continue to work after 
a normal retirement age and continue 
to have contributions to the profit 
sharing plan set aside for them. They 
need not receive benefits until they 
stop working and actually retire. In 
the event of an employe’s death, his 
beneficiary is entitled to the benefits 
he would have received. For an ex¬ 
panded discussion of pension and 
profit sharing plan benefit taxation 
upon the physician’s death, see "Plan¬ 
ning means heirs share estate, not 
government” (Pennsylvania MEDI¬ 
CINE, December 1977). 

Distribution of money accumulated 
in a profit sharing plan also may take 
place after a fixed number of years of 
participation in the plan or upon the 
attainment of a stated age. While the 
money set aside for the profit sharing 
plan and the earnings while that 
money accumulates in the plan are not 
taxed to the employe, the money is 
taxed when distributed to the physi¬ 
cian or his employes. 

In the best of all worlds the physi¬ 
cian could have the use of his money 
and defer paying taxes on it. Before 
dismissing this as wishful thinking, 
the physician should note this poten¬ 
tial provision in a profit sharing plan 
agreement. It is possible to obtain a 
loan from your profit sharing plan. 
That’s right, a physician can borrow 
the money and it won’t be taxed to 
him. To qualify for a profit sharing 
plan loan, the plan must have the fol¬ 
lowing provisions for loans: 

1. It must be available to all partici¬ 
pants or beneficiaries on an equiva¬ 
lent basis. 

2. It is not made to highly compen¬ 
sated employes, officers, or sharehold¬ 
ers in an amount greater than that 
available to other employes. 

3. It must be made in accordance 
with specific provisions set forth in the 
profit sharing plan. 

4. The loan must bear a reasonable 
rate of interest. 

5. The loan must be adequately se¬ 
cured. 1 

The provisions state that physicians 
may not make loans available only to 


'Section 4975 (d), Internal Revenue Cixle of 1954. 


themselves and exclude other 
employes who participate in the profit 
sharing plan. Loans are adequately 
secured if the borrower uses as collat¬ 
eral the money which has accumu¬ 
lated for him and to which he is enti¬ 
tled in the profit sharing plan. It is 
possible for the loan to exceed the 
amount of his vested benefits, but it 
must be secured adequately by other 
property. The borrower also must pay 
a reasonable rate of interest. Any in¬ 
terest paid is tax deductible when 
computing federal income tax. 

Caution: Any understanding, writ¬ 
ten or otherwise, that the loan does not 
require repayment will cause the loan 
to be considered a distribution, which 
is taxed at the time the money is re¬ 
ceived. The authors recommend that 
an interest rate or a formula for de¬ 
termining the interest rate be in¬ 
cluded in the profit sharing plan 
agreement and provisions for repay¬ 
ment of the loan be stated. It also may 
be wise to include a provision not per¬ 
mitting additional loans to be received 
within a specified time period. 


Vesting 

An employe is not necessarily enti¬ 
tled to everything that is set aside for 
him in the profit sharing plan. Profit 
sharing plans have arrangements for 
vesting as do pension plans. Vesting 
provisions determine the portion of 
the funds set aside for an employe to 


which he is entitled at a point in time. 
For example, if an employe has 
$10,000 of accumulated contributions 
and earnings in a profit sharing plan 
and is 50 percent vested, he is entitled 
to receive $5,000 if he terminates. 

The IRS requires that profit sharing 
plan participants become fully vested 
in accordance with one of three vest¬ 
ing schedules as a minimum. If the 
professional corporation uses cliff 
vesting, the plan participant must be 
100 percent vested after ten years of 
service; graded vesting requires that 
an employe is 25 percent vested after 5 
years of service, receives an additional 
5 percent vesting per year in the sixth 
through tenth years of service, and an 
additional 10 percent a year in the 
eleventh through the fifteenth year of 
service, so the employe is fully vested 
after 15 years; the rule of 45 vesting 
method is determined by adding the 
employe’s age to his years of service 
with the professional corporation. If 
that is greater than or equal to 45 and 
the employe has 5 years of service, the 
employe is 50 percent vested. An 
employe with 5 years of service must 
be 50 percent vested and must receive 
an additional 10 percent per year until 
he is fully vested. Any employe with 
ten years of service must be 50 percent 
vested with a 10 percent increase in 
each succeeding year. Of course any 
liberal modifications of either of these 
three schedules would be accepted by 
the IRS. Table I illustrates these 
schedules. 


TABLE I 

Vesting Schedules 

Percentage of Benefits Vested 


Years of 

Cliff 

Graded 

Rule of 

service 

vesting 

vesting 

45 vesting 

1 

0% 

0% 

0% 

2 

0 

0 

0 

3 

0 

0 

0 

4 

0 

0 

0 

5 

0 

25 

50 

6 

0 

30 

60 

7 

0 

35 

70 

8 

0 

40 

80 

9 

0 

45 

90 

10 

100 

50 

100 

11 

100 

60 

100 

12 

100 

70 

100 

13 

100 

80 

100 

14 

100 

90 

100 

15 

100 

100 

100 

‘II age + years of service s 45. 





48 


Pennsylvania Medicine, June 1978 





The purpose of vesting is to reward 
the long-term employe and give no 
benefit or a reduced benefit to the 
transient or short-term employe. The 
professional corporation may exclude 
those employes who are not yet 25 
years old or have not completed one 
year of service in which they worked 
1,000 hours or more. It is not possible 
to exclude elderly employes from the 
plan because of their age. 

If the professional corporation 
wishes to provide a profit sharing plan 
but wants to limit its contributions, it 
is possible to "integrate” the plan with 
social security. Essentially, nothing is 
contributed toward employe earnings 
less than the social security base, 
which is $17,700 in 1978; contribu¬ 
tions on earnings in excess of that 


amount are generally limited to 7 per¬ 
cent. The rules affecting social secu¬ 
rity integration can become very com¬ 
plex if the professional corporation is 
involved with anything other than a 
straightforward plan. It is especially 
important to get competent advice. 

It is also possible for the profes¬ 
sional corporation to permit or require 
employes to contribute to the profit 
sharing plan up to 10 percent of com¬ 
pensation. This provision permits the 
physician and his employes to set 
aside money which has been taxed to 
them individually, but on which earn¬ 
ings will not be taxed until they are 
removed from the profit sharing plan. 
The vesting provisions do not apply to 
employe contributions. If an employe 
terminates he is entitled to his con¬ 


tributions plus the earnings on those 
contributions, even if he has no vest¬ 
ing in the employer’s contributions. 

In addition to the features dis¬ 
cussed, it is also possible to have each 
participant in the profit sharing plan 
determine the investment vehicles for 
his money. This "ear-marking” allows 
the physician and his employes to con¬ 
trol the destiny of their own profit 
sharing plan contributions. 

The profit sharing plan permits 
flexibility in contributions and dis¬ 
tributions which pension plans do not 
have. It is possible for a professional 
corporation to have both a pension and 
a profit sharing plan. If your profes¬ 
sional corporation is considering a "re¬ 
tirement” plan, explore the "other” re¬ 
tirement plan—profit sharing. □ 


Now open to all Pennsylvania 
Medical Society members. 

(R 

Pennsylvania MEDICAL Cooperative 

Start saving today—no membership fee, 
no minimum purchase—just lots of savings. 

Now the benefits of Cooperative savings are available to all PMS members as a 
free member benefit. When you buy from the Co-op you get: 
a wide selection of products—over 2,000 items including most major brand 
names: 

prompt delivery—orders processed within 24 hours, delivery, in most cases, 
within 48 hours: 

unconditional guarantee—60 day credit or refund policy on all returned items; 
special offers—even lower prices on periodically run Co-op specials. 


Pennsylvania Medical Cooperative, 20 Erford Rd., Lemoyne, PA 17043 

Telephone (717) 761-8215. 

THE NATION’S FIRST MEDICAL COOPERATIVE 
RUN BY PHYSICIANS, FOR PHYSICIANS. 







COLD FEET 

LEG CRAMPS 

TINNITUS 

DISCOMFORT 
ON STANDING 


mm 

Jm 


LIPO-NICIN 

PERIPllfeRAL VASODILATOR 



GRADUAL 


nicotinic acid therapy 


IMMEDIATE RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid 100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-1) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000. 


LIPO-NICIN/250 mg. 

Each yellow tablet contains: 


Nicotinic Acid 250 mg. 

Niacinamide 75 mg. 

Ascorbic Acid.150 mg. 

Thiamine HCL (B-l) 25 mg. 

Riboflavin (B-2) . 2 mg. 

Pyridoxine HCL (B-6) 10 mg. 


DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300 mg. 

Each time-release capsule con¬ 


tains: 

Nicotinic Acid .300 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (H-l) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 

Pyridoxine HCL (B-6). 10 mg. 


In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: For use as a vasodilator in the symp 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins. The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur. Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. 


(BHoWiim the BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Literature and Samples 
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EASTERN PENNSYLVANIA OFFICE 

L. R. Wilson, Jr., S. B. Elston, Jr., G. R. Phillips, Jr., E. P. Ziemba, R. J. Nolen, Jr., and G. A. Baack, Representatives 
Suite 202, Plymouth Plaza, Plymouth Meeting 19462 Telephone: (215) 825-6800 

WESTERN PENNSYLVANIA OFFICE: Ned Wells, S. T. Ingram, and D. C. Hoffman, Representatives 
1074 Greentree Road, Pittsburgh 15220 Telephone: (412) 531-4226 





































TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 


APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 


Cerebro- 


Nicin 


CAPSULES 


A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid ...100 mg 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write for literature and samples . . . 

tup BROWN PHARMACEUTICAL CO. 

,2500 W. 6th St., Los Angeles, Calif. 90057 


What do you know about 

The Physician’s 
Assistant? 

What is a PA . . . What does he do . . . 
Where is he trained . . . What is the 
physician’s role in relation to the PA? 

These questions, and others, are an¬ 
swered in an information kit being dis¬ 
tributed free on request to PMS 
members by the Council on Education 
and Science. 

For your copy of the Physician’s As¬ 
sistant Packet, write to the Council 
on Education and Science, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., 
Lemoyne, PA 17043. 


Residency 

in 

physical medicine 
and 

rehabilitation 

Dynamic, young program with balanced 
academic and clinical emphasis under the 
supervision of ten physiatrists. Three year pro¬ 
gram and integrated internship residency with 
opportunity for research and pursuit of special 
interests both in medical school and private 
hospital settings. One year’s credit for four 
years of general practice experience or train¬ 
ing in anotherspecialty. Stipendsfrom $13,300 
to $15,200 depending on qualifications. We 
will pay for visits in selected cases. 

Equal Opportunity/Affirmative Action employer. 

Telephone or write for information to: 

John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 829-6573 



























classifieds 


PHYSICIANS WANTED 

Physicians —To fill more than 150 opportunities available in 
Pennsylvania. All specialties included. For further information 
write PMS Physician Placement Service, Donna F. Wenger, As¬ 
sistant Director Educational Activities, Pennsylvania Medical So¬ 
ciety, 20 Erford Fid., Lemoyne, PA 17043; (717) 763-7151. 

Good Opportunity —Immediately available for GP/FP or internist 
in northwestern Pennsylvania. Office fully equipped with lease or 
buy option. Community of Albion drawing on rural area of 10,000 
plus with new U.S. Steel industry moving in. Excellent school 
system. Five hospitals for inpatient care and privileges in one 
community, Union City, within 35 miles and in Erie within 26 miles 
having complete spectrum of specialties and equipment. Write 
Department 783, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, 
PA 17043. 

Ob/Gyn Physician —Board certified or board eligible, wanted to 
work in an out-patient abortion and family planning clinic in 
Harrisburg, PA. Pennsylvania medical license is required. Imme¬ 
diate position on afull or part time basis. Send curriculum vitae to 
Hillcrest Clinic Executive Business Office, 7603 Georgia Ave., 
NW, Washington, DC 20012. 

University Health Services —Opening for an internist or FP/GP at 
Penn State University, University Park, PA. Staff of 16 physicians 
serving 30,000 students from well appointed health center. Many 
liberal benefits including excellent retirement programs and ed¬ 
ucational privileges for family. Pleasant university town with ex¬ 
cellent cultural and recreational facilities. Contact Dr. Daniel R. 
Leasure, Director, University Health Services, Ritenour Health 
Center, Dept. 11, University Park, PA 16802. Equal opportunity 
employer. 

Family Practice —Established general, non-surgical family prac¬ 
tice in large suite of modern offices with adjacent residence; very 
lucrative for one or more physicians. For information contact 
Gordon David Fisher, Esq., 624 Oliver Building, Pittsburgh, PA 
15222;(412) 471-3488. 

Psychiatrists and Physicians —Board certified or eligible, Penn¬ 
sylvania license required. Immediate openings. Excellent oppor¬ 
tunity to work in state hospital in developing new programs. 
Salary competitive. Limited housing available. Excellent fringe 
benefits. Call (412) 459-8000 or write Ray Bullard, M.D., Superin¬ 
tendent, or Peter Bishop, D O., Assistant Superintendent, Tor¬ 
rance State Hospital, Torrance, PA 15779. An equal opportunity 
employer. 

Emergency Medicine Positions —Available with fee-for-service 
group throughout Pennsylvania, New York, New Jersey, and 
southeastern U.S. including all suburban, rural, and metropolitan 
areas. Minimum guarantee provided. Malpractice paid. Physician 
directors also desired. Send resume to NEEMA Emergency Medi¬ 
cal Associates, 500 Spruce St., Philadelphia, PA, 19106; (215) 
925-3511. 

Primary Care Physician —Wanted for McAlisterville clinic in rural 
northern Juniata County, 45 minutes from Harrisburg, Pennsyl¬ 
vania. Income guarantee and malpractice; rent free office avail¬ 
able. Associated with a university affiliated teaching program. 
Subspecialty support and other institutional resources provided 
on a rotating basis. Contact David A. Smith, M.D., Polyclinic 
Medical Center, 2601 N. Third St., Harrisburg, PA 17105; (717) 
782-4130. 

FP/GP and Internist —For family health center in north central 
Pennsylvania. Starting salary and fringe worth $52,500 with rapid 
advancement possible. Teaching opportunity and ownership op¬ 
tion in FP residency. Rural area. Write Search Committee, Box 
108, Elkland, PA 16920. 


Physicians: General Practice —Openings in areas of medical 
care in a large psychiatric hospital which is fully integrated with 
community agencies, hospitals, and base service units. Conve¬ 
niently located near city of Pittsburgh. Accredited by J.C.A.H. and 
meets standardsfor medicare, medicaid, and medical assistance. 
Salaries range to $33,350 with excellent fringe benefits including 
opportunities for continuing medical education. Pennsylvania 
license required. Contact Dr. Betty H. Bradley, Clinical Director of 
Medical/Surgical Services, Mayview State Hospital, Bridgeville, 
PA 15017; (412) 343-2700, ext. 500. 

Medical Director for Major Rehabilitation Facility —Excellent op¬ 
portunity for full-time physician with rehabilitation and adminis¬ 
trative experience in an expanding, free-standing, comprehen¬ 
sive rehabilitation center serving southwestern Pennsylvania. 
Responsibilities include: supervision of all medical services; 
part-time clinical practice in the center; participation in overall 
center management including membership on board of trustees; 
participation in coordination of paramedical services; maintain¬ 
ing liaison with area general medical/rehabilitation community. 
Salary negotiable. Good fringe benefits. Will assist in real estate 
sale and moving arrangements. Send resume to or call Lee H. 
Lacey, President, Harmarville Rehabilitation Center, Guys Run 
Rd., PO Box 11460, Pittsburgh, PA 15238; (412) 781-5700. Equal 
opportunity employer. 

Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Psychiatrist —Board certified or board eligible. Mental hospital in 
metropolitan area. Easy access to New York, Philadelphia, and 
close to Pocono resort area. Good salary with excellent fringe 
and retirement benefits. Residence available. Pennsylvania 
license required. Contact Henry Buxbaum, M.D., Superintendent, 
Clarks Summit State Hospital, Clarks Summit, PA 18411; (717) 
586-2011. 

Emergency Room Physicians —Full-time. Pennsylvania license, 
competitive salaries. St. Luke’s and Children’s Medical Center, 
Philadelphia, PA 19122. Contact: J. H. Davidson, M.D., (215) 787- 
2175. 

Physiatrist —Board certified or board eligible. Needed immedi¬ 
ately to join medical staff of fastest growing, largest comprehen¬ 
sive rehabilitation facility in the East. Located in great Pocono- 
northeast Pennsylvania offering all-season living in God’s coun¬ 
try. Tremendous opportunity, salary plus excellent fringe bene¬ 
fits. Call collect (717) 348-1373, George Walters, President, Allied 
Services, Scranton, PA 18508. 

Staff Radiologist —Board certified, with interest in nuclear 
medicine/ultra sound. Growing and economically stable com¬ 
munity of over 90,000 with hospital admissions exceeding 7,000 
last year, and radiologic procedures totaling 33,000. Compensa¬ 
tion negotiable. Reply to: Robert H. McKay, Executive Vice Presi¬ 
dent, North Penn Hospital, 7th and Broad Streets, Lansdale, PA 
19466; (215) 368-2100. 
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Emergency Physicians —Low volume quality care E D. New hos¬ 
pital with spacious modern E D. facilities. Rural, 80 miles from 
Pittsburgh. Join two career emergency physicians. American or 
comparable command of English. Complete fringes. Write De¬ 
partment 779, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 

Physicians —Licensed generalists and specialists needed for mil¬ 
itary medical officer positions at 58 worldwide Army hospitals. 
Guaranteed position location. Excellent practice environment, 
salaries, and unexcelled benefits, including malpractice cover¬ 
age. Contact Captain Whitmire, AMEDD Personnel Counselor, 
Building 5515, Room 309, Fort Dix, NJ 08640, or call collect (609) 
562-2663. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 peryear plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 

Military Medical Commissions —Immediate appointments avail¬ 
able in communities throughout Pennsylvania. Benefits include 
direct commission, free continuing medical education, non¬ 
contributory retirement program, and personal satisfaction of 
serving state and nation. Contact Major Eugene P. Klynoot, De¬ 
partment of Military Affairs, Pennsylvania Army National Guard, 
Annville, PA 17003; (717) 783-3430. 

Radiologist —Full-time with group serving two hospitals, one to 
be replaced with totally new facility May 1978. Experienced in 
neuroradiology, CT and all phases of angiography. Curriculum 
vitae to Ralph J. Lowder, Jr., M.D., Forbes Health System, 
Pittsburgh Health Center, 6655 Frankstown Ave., Pittsburgh, PA 
15206. 

House Physicians —Full-time. Pennsylvania license, competitive 
salaries. St. Luke’s and Children’s Medical Center, Philadelphia, 
PA 19122. Contact: J. H. Davidson, M.D., (215) 787-2175. 

Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after oneyear. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne. PA 17043. 

POSITIONS WANTED 

If You Need —A partner or associate; a physician to continue your 
practice upon your retirement; or a specialty physician for your 
hospital staff, contact PMS Physician Placement Service, Donna 
F. Wenger, Assistant Director Educational Activities, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., Lemoyne, PA 17043; (717) 
763-7151. 

Internist — 29, ABIM, American born, American trained, desires to 
join group in eastern or southcentral Pennsylvania. Write De¬ 
partment 780, Pennsylvania Medicine. 20 Erford Rd., Lemoyne, PA 
17043. 


FOR SALE 

Active Eye Clinic —With 30 years background. Suitable as asso¬ 
ciate clinic for large medical institution or large industrial com¬ 
plex, also for HMO complex. Available at once. Call (215) 425- 
8343. 

Cape Cod: Falmouth —For sale. Doctor’s 5-room suite and hand¬ 
some wood-shingle contemporary adjoining. Quiet, wooded set¬ 
ting overlooking Woods Hole harbor. Good cash flow investment. 
Harold Bach, R E. (617) 540-0707. 

MISCELLANEOUS 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 143 North 9th St., Lebanon, PA 
17042. 



EMERGENCY MEDICINE 
OPPORTUNITIES AVAILABLE 


For 

DEPARTMENT DIRECTORS, 
FULL-TIME/PART-TIME PHYSICIANS 


AMERIC ARE EMERGENCY SERVICES, is a rapidly grow¬ 
ing national Emergency Medicine Group which empha¬ 
sizes professional growth in Emergency Medicine through 
extensive medical education benefits as well as excel¬ 
lent compensation for Physicians qualified to join our 
group practice full time. 


Opportunities for Emergency Department Directorship 
and full time group practice exists with AMERICARE in a 
variety of community settings to fit your preferred life 
style. Our contracted Emergency Medical Services are 
located in Urban, Suburban, and Rural acute hospitals 
across the United States. 


If you are qualified, you will enjoy lucrative compensation 
based upon a percentage of your Emergency Depart¬ 
ment’s gross revenues, with a substantial guaranteed 
minimum income. Our central office staff of Health Care 
Professionals, highly skilled in Emergency Department 
Systems, Finance, and Community Relations, will enable 
you to direct your energies to the practice of Medicine, 
without the burden of office overhead and administra¬ 
tive headaches. 


Perhaps most importantly, an Emergency Medicine Prac¬ 
tice with AMERICARE offers you the freedom of regular 
hours, so that you can pursue your life’s other interests 
without untimely interruptions. 


We offer a broad benefit package encompassing all 
malpractice insurance costs, fees associated with your 
preparation of Emergency Medicine Boards, assistance 
in establishing your own professional Medical Corpo¬ 
ration, liberal vacation and health benefits. 


We invite Physicians who have had Emergency Depart¬ 
ment Clinical Experience to send their curriculum vitae 
and their geographical preference to JOANN STUART, 
Director of Physician Relations, AMERICARE EMER¬ 
GENCY SERVICES, 606 Wilshire Boulevard, Suite 504, 
Santa Monica, California 90401. 


If you are serious about a growth future in providing high 
quality Emergency Medical Services, contact AMERI¬ 
CARE now. 
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obituaries 


• Indicates membership in the Pennsylvania Society at time of death. 


• Carl H. Bailey, Sharon; University of Pittsburgh School of 
Medicine, 1911; age 89; died January 23, 1978. Dr. Bailey was one 
of the first ear, nose, and throat specialists in the Shenango Valley. 
He operated the Bailey Clinic and also served as a staff member of 
the Sharon General Hospital. Dr. Bailey’s work in the Shenango 
Valley alone covered 53 years. 

• Sol N. Bers, York; Jefferson Medical College, 1939; age 64; 
died March 2, 1978. Dr. Bers was a pediatrician in York for 27 
years. 

• James Butcher, Wayne; University of Pennsylvania School 
of Medicine, 1939; age 64; died February 14, 1978. 

• Edmund D. Clements, Coraopolis; University of Pittsburgh 
School of Medicine, 1934; age 66; died March 28, 1978. 

• Carson S. Dimling, Pittsburgh; University of Pittsburgh 
School of Medicine, 1931; age 73; died March 26,1978. Dr. Dimling 
was a former chief of the eye, ear, and nose department at the 
Veterans Administration Hospital, Oakland, and a past president 
of the Pittsburgh Otological Society. 

• Henry K. Heller, Bethlehem; Harvard Medical School, 1941; 
age 63; died February 21, 1978. Dr. Heller was a former staff 
president of Muhlenberg Medical Center. In 1967 he served a tour 
of duty as part of the Volunteer Physicians for Vietnam program 
sponsored by the American Medical Association. He retired from 
medical practice in January 1977 after 28 years of service. 

• Edwin J. Kamons, Uniontown; University of Virginia School 
of Medicine, 1945; age 57; died February 26,1978. Dr. Kamons had 
practiced in Uniontown for 27 years. 

• Harold O. Kamons, Markleysburg; Medical College of Vir¬ 
ginia, 1949; age 53; died February 3,1978. Dr. Kamons had served 
on the staffs of Uniontown and Meyersdale hospitals and had 
practiced in Markleysburg for 25 years. 

• Alexander Koppel, Philadelphia; Jefferson Medical College, 
1928; age 72; died January 18, 1978. Dr. Koppel had a general 
practice in Philadelphia for 48 years. 

• Gabriel M. Lizak, Pottsville; Georgetown University School 
of Medicine, 1949; age 52; died April 2, 1978. Dr. Lizak, who had 
practiced general medicine in Pottsville for 25 years, served as the 
president of the Schuylkill County Medical Society at the time of 
his death. 

• Francis N. Mangold, Pittsburgh; University of Pittsburgh 
School of Medicine, 1935; age 69; died February 13, 1978. He had 
practiced obstetrics and gynecology in Pittsburgh for 43 years and 
had been an instructor in obstetrics and gynecology at Pitt from 
1937 to 1940. 

• John F. Maurer, Greensburg; University of Pittsburgh 
School of Medicine, 1930; age 72; died February 18, 1978. Dr. 
Maurer was chief radiologist at Westmoreland Hospital for 25 
years. He founded the hospital’s radiology school and was a past 
president of the Pennsylvania Radiological Society. 

• Kerwin M. Marcks, Wescosville; Jefferson Medical College, 
1930; age 72; died March 3,1978. Dr. Marcks had been head of the 
plastic and reconstructive surgery department at Allentown Hos¬ 
pital from 1938 to 1970. He was past president of the Lehigh 
County Medical Society and an honorary director at St. Luke’s, 
Allentown, and Sacred Heart hospitals. 


• John P. Nilson, Pittsburgh; Johns Hopkins University 
School of Medicine, 1970; age 33; died December 28, 1977. 

• Frederick R. Perfect, Robesonia; University of Toronto 
School of Medicine, 1922; age 80; died February 28, 1978. Dr. 
Perfect had been chief of otolaryngology at Community General 
Hospital, Reading. He was a charter member of the Reading Ear, 
Nose, and Throat Society and the Pennsylvania Academy of 
Ophthalmology and Otolaryngology. In 1972 Dr. Perfect was hon¬ 
ored by the Berks County Medical Society for 50 years of service. 

• Thomas W. Richards, Lansdale; Hahnemann Medical Col¬ 
lege, 1947; age 57; died February 13, 1978. Dr. Richards was 
medical director of Menley and James, a subsidiary of the 
SmithKline Corporation, Philadelphia. 

• J. Shepard Smith, Philadelphia; Howard University School 
of Medicine, 1931; age 74; died February 14, 1978. Dr. Smith had 
practiced ophthalmology in Philadelphia for 30 years. He had 
served as chief of ophthalmology at Mercy Catholic Medical Center 
and was on the staffs of St. Luke’s and Children’s Medical Center 
and Sidney Hillman Medical Center. 

• James W. Smith, Beaver Falls; Jefferson Medical College, 
1924; age 78; died March 25, 1978. Dr. Smith had practiced medi¬ 
cine for 52 years and upon retirement in 1972 became medical 
director at Babcock and Wilcox Company. In 1977 he was honored 
for serving 50 years on the medical staff of the Medical Center of 
Beaver County. 

• Wayne D. Stettler, Hershey; Boston University School of 
Medicine, 1925; age 79; died March 13, 1978. Dr. Stettler had 
practiced medicine in Hershey for 40 years. 

• Sidney M. Wolfe, Philadelphia; Jefferson Medical College, 
1947; age 55; died March 2, 1978. Dr. Wolfe, an internist and 
endocrinologist, was an assistant clinical professor at Temple 
University School of Medicine and a former assistant professor at 
Jefferson Medical College. He served on the staffs of Jefferson, 
Rolling Hill, and Germantown hospitals and Albert Einstein Med¬ 
ical Center. 

• Anna E. V. Ziegler, Downingtown; Hahnemann Medical Col¬ 
lege, 1948; age 59; died February 25, 1978. 

Kendall A. Elsom, Haverford; University of Pennsylvania 
School of Medicine, 1927; age 73; died April 3,1978. Dr. Elsom was 
a former medical director of the Scott Paper Company and profes¬ 
sor emeritus of clinical medicine at the Hospital of the University 
of Pennsylvania. He was a founder and first director of the hospi¬ 
tal’s diagnostic clinic and had served also as associate chief of the 
department of medicine. 

Nathan Epstein, Drexel Hill; Hahnemann Medical College, 
1945; age 59; died February 20, 1978. Dr. Epstein was chief of 
pediatrics at Delaware County Memorial and Haverford hospitals. 

Ivan C. Landes, Fairview Village; Jefferson Medical College, 
1957; age 58; died February 13,1978. He had practiced medicine in 
the area for 19 years and was a staff member of Montgomery 
Hospital. 

John R. McNeill, Collinsville; Hahnemann Medical College, 
1944; age 58; died February 22, 1978. Dr. McNeill had practiced 
internal medicine in Erie for 28 years. 

James M. Troll, Sewickley; St. Louis University School of Med¬ 
icine, 1936; age 68; died February 25, 1978. Dr. Troll was a 
member of the medical staff at Sewickley Valley Hospital and 
practiced medicine in Ambridge. 
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Before prescribing, please consult complete product information, a 
summary of which follows: 

The effectiveness of Valium (diazepam) in long-term use, that is, more than 
4 months, has not been assessed by systematic clinical studies. The 
physician should periodically reassess the usefulness of the drug for the 
individual patient. 

Contraindications: Tablets in children under 6 months of age; known 
hypersensitivity; acute narrow angle glaucoma; may be used in patients 
with open angle glaucoma who are receiving appropriate therapy. 

Warnings: As with most CNS-acting drugs, caution against hazardous oc¬ 
cupations requiring complete mental alertness (e g., operating machinery, 
driving). Withdrawal symptoms (similar to those with barbiturates, alcohol) 
have occurred following abrupt discontinuance (convulsions, tremor, 
abdominal/muscle cramps, vomiting, sweating). Keep addiction-prone indi¬ 
viduals (drug addicts or alcoholics) under careful surveillance because of 
predisposition to habituation/dependence. 

Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided because 
of increased risk of congenital malformations, as sug¬ 
gested in several studies. Consider possibility of preg¬ 
nancy when instituting therapy; advise patients to dis¬ 
cuss therapy if they intend to or do become pregnant. 
oral Advise patients against simultaneous ingestion of alcohol and other 
CNS depressants. 

Not of value in treatment of psychotic patients; should not be employed in 
lieu of appropriate treatment. When using oral form adjunctively in convul¬ 
sive disorders, possibility of increase in frequency and/or severity of grand 
mal seizures may require increase in dosage of standard anticonvulsant 
medication; abrupt withdrawal in such cases may be associated with tem¬ 
porary increase in frequency and/or severity of seizures. 

INJECTABLE: To reduce the possibility of venous thrombosis, phlebitis, local 
irritation, swelling, and, rarely, vascular impairment when used I.V.: inject 
slowly taking at least one minute for each 5 mg (1 ml) given; do not use 
small veins, i.e., dorsum of hand or wrist: use extreme care to avoid intra¬ 
arterial administration or extravasation. Do not mix or dilute Valium with 
other solutions or drugs in syringe or infusion flask. If it is not feasible to 
administer Valium directly IV., it may be injected slowly through the infusion 
tubing as close as possible to the vein insertion. 

Administer with extreme care to elderly, very ill, those with limited pulmo¬ 
nary reserve because of possibility of apnea and/or cardiac arrest; con¬ 
comitant use of barbiturates, alcohol or other CNS depressants increases 
depression with increased risk of apnea; have resuscitative facilities avail¬ 
able. When used with narcotic analgesic eliminate or reduce narcotic dos¬ 
age at least 1/3, administer in small increments. Should not be administered 
to patients in shock, coma, acute alcoholic intoxication with depression of 
vital signs. 

Has precipitated tonic status epilepticus in patients treated for petit mal 
status or petit mal variant status. 

Withdrawal symptoms (similar to those with barbiturates, alcohol) have oc¬ 
curred following abrupt discontinuance (convulsions, tremor, abdominal/ 
muscle cramps, vomiting, sweating). Keep addiction-prone individuals 
under careful surveillance because of predisposition to habituation/ 
dependence. Not recommended for OB use. 

Efficacy/safety not established in neonates (age 30 days or less); pro¬ 
longed CNS depression observed. In children, give slowly (up to 0.25 
mg/kg over 3 minutes) to avoid apnea or prolonged somnolence; can be 
repeated after 15 to 30 minutes. If no relief after third administration, 
appropriate adjunctive therapy is recommended. 

Precautions: If combined with other psychotropics or anticonvulsants, 
carefully consider individual pharmacologic effects—particularly with known 
compounds which may potentiate action of Valium (diazepam), i.e., 
phenothiazines, narcotics, barbiturates, MAO inhibitors and antidepres¬ 
sants. Protective measures indicated in highly anxious patients with ac¬ 
companying depression who may have suicidal tendencies Observe usual 
precautions in impaired hepatic function; avoid accumulation in patients 
with compromised kidney function. Limit oral dosage to smallest effective 
amount in elderly and debilitated to preclude ataxia or oversedation (ini¬ 
tially 2 to 21/2 mg once or twice daily, increasing.gradually as needed or 
tolerated). 


INJECTABLE: Although promptly controlled, seizures may return; readminister 
if necessary; not recommended for long-term maintenance therapy. 
Laryngospasm/increased cough reflex are possible during peroral 
endoscopic procedures; use topical anesthetic, have necessary coun¬ 
termeasures available. Hypotension or muscular weakness possible, par¬ 
ticularly when used with narcotics, barbiturates or alcohol. Use lower doses 
(2 to 5 mg) for elderly/debilitated. 

Adverse Reactions: Side effects most commonly reported were drowsi¬ 
ness, fatigue, ataxia. Infrequently encountered were confusion, constipa¬ 
tion, depression, diplopia, dysarthria, headache, hypotension, incontinence, 
jaundice, changes in libido, nausea, changes in salivation, skin rash, 
slurred speech, tremor, urinary retention, vertigo, blurred vision. Paradoxical 
reactions such as acute hyperexcited states, anxiety, hallucinations, in¬ 
creased muscle spasticity, insomnia, rage, sleep disturbances and stimula¬ 
tion have been reported; should these occur, discontinue drug. 

Because of isolated reports of neutropenia and jaundice, periodic blood 
counts, liver function tests advisable during long-term therapy. Minor 
changes in EEG patterns, usually low-voltage fast activity, have been ob¬ 
served in patients during and after Valium (diazepam) therapy and are of 
no known significance. 

INJECTABLE Venous thrombosis/phlebitis at injection site, hypoactivity, syn¬ 
cope, bradycardia, cardiovascular collapse, nystagmus, urticaria, hiccups, 
neutropenia. 

In peroral endoscopic procedures, coughing, depressed respiration, dysp¬ 
nea, hyperventilation, laryngospasm/pain in throat or chest have been 
reported. 

Management of Overdosage: Manifestations include somnolence, confu¬ 
sion, coma, diminished reflexes. Monitor respiration, pulse, blood pressure; 
employ general supportive measures, I V. fluids, adequate airway. Use 
levarterenol or metaraminol for hypotension, caffeine and sodium benzoate 
for CNS-depressive effects. Dialysis is of limited value. 

Supplied: Tablets, 2 mg, 5 mg and 10 mg, bottles of 100 and 500; 
Tel-E-Dose® (unit dose) packages of 100, available in trays of 4 reverse- 
numbered boxes of 25, and in boxes containing 10 strips of 10; Prescription 
Paks of 50, available singly and in trays of 10. Ampuls, 2 ml, boxes of 10; 
Vials, 10 ml, boxes of 1; Tel-E-Ject s (disposable syringes), 2 ml, boxes of 
10. Each ml contains 5 mg diazepam, compounded with 40% propylene 
glycol, 10% ethyl alcohol, 5% sodium benzoate and benzoic acid as buf - 
ers, and 1.5% benzyl alcohol as preservative. 
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Librium... an unsurpassed 

(chlordiazepoxide HCI) 



More than two decades of 
research —including hundreds 
of animal studies and hundreds 
of clinical trials—stand 
behind the proven antianxiety 
performance of Librium. 









safety record 


What excited clinical 
researchers about 
Librium was its promise 
of effective antianxiety 
action within an unprece¬ 
dented margin of safety 
This promise continues to be 
fulfilled in millions of 
patients today— most 
likely including many 
of yourowa 


The highly favorable benefits-to-risk ratio 
of Librium is a well-documented matter of 
record. Clinical experience with millions of 
patients indicates that the most common 
side effects are dose - related and thus 
largely avoidable. Tolerance rarely devel¬ 
ops at recommended doses. Few cases of 
known toxicity have been reported. In 
proper dosage. Librium rarely interferes 
with mental acuity or produces adverse 
effects on the cardiovascular or respira¬ 
tory system. Patients should, however, be 
cautioned about performing tasks requir¬ 
ing mental alertness, such as driving, and 
possible combined effects with alcohol. 

□ Proven antianxiety performance 

□ Minimal effect on mental acuity 

□ Predictable patient response 

□ Is used concomitantly with primary 
medications, such as anticholinergics 
and cardiovascular drugs 


5mgcapsu/es 

synonymous with relief of anxiety 

Please see next page for summary of product information. 





Librium* w*** 

chlordiazepaxide HO/Roche 

Before prescribing, please consult complete 
product information, a summary of which fol¬ 
lows: 

Indications: Relief of anxiety and tension occur¬ 
ring alone or accompanying various disease 
states. Efficacy beyond four months not estab¬ 
lished by systematic clinical studies. Periodic 
reassessment of therapy recommended. 
Contraindications: Patients with known hyper¬ 
sensitivity to the drug. 

Warnings: Warn patients that mental and/or 
physical abilities required for tasks such as driv¬ 
ing or operating machinery may be impaired, as 
may be mental alertness in children, and that 
concomitant use with alcohol or CNS depres¬ 
sants may have an additive effect. Though phys¬ 
ical and psychological dependence have rarely 
been reported on recommended doses, use cau¬ 
tion in administering to addiction-prone individu¬ 
als or those who might increase dosage: with¬ 
drawal symptoms (including convulsions), follow¬ 
ing discontinuation of the drug and similar to 
those seen with barbiturates, have been re¬ 
ported. 

Usage in Pregnancy: Use of minor 
tranquilizers during first trimester 
should almost always be avoided be¬ 
cause of increased risk of congenital 
malformations as suggested in several 
studies. Consider possibility of preg¬ 
nancy when instituting therapy; advise 
patients to discuss therapy if they in¬ 
tend to or do become pregnant. 
Precautions: In the elderly and debilitated, and 
in children over six, limit to smallest effective 
dosage (initially 10 mg or less per day) to pre¬ 
clude ataxia or oversedation, increasing gradu¬ 
ally as needed and tolerated. Not recommended 
in children under six. Though generally not rec¬ 
ommended, if combination therapy with other 
psychotropics seems indicated, carefully con¬ 
sider individual pharmacologic effects, particu¬ 
larly in use of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe usual 
precautions in presence of impaired renal or 
hepatic function. Paradoxical reactions (e g., ex¬ 
citement, stimulation and acute rage) have been 
reported in psychiatric patients and hyperactive 
aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of im¬ 
pending depression; suicidal tendencies may be 
present and protective measures necessary. 
Variable effects on blood coagulation have been 
reported very rarely in patients receiving the 
drug and oral anticoagulants; causal relationship 
has not been established clinically. 

Adverse Reactions: Drowsiness, ataxia and 
confusion may occur, especially in the elderly 
and debilitated, These are reversible in most in¬ 
stances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage 
ranges. In a few instances syncope has been 
reported. Also encountered are isolated in¬ 
stances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipation, 
extrapyramidal symptoms, increased and de¬ 
creased libido—all infrequent and generally con¬ 
trolled with dosage reduction; changes in EEG 
patterns (low-voltage fast activity) may appear 
during and after treatment: blood dyscrasias (in¬ 
cluding agranulocytosis), jaundice and hepatic 
dysfunction have been reported occasionally, 
making periodic blood counts and liver function 
tests advisable during protracted therapy. 

Usual Daily Dosage: Individualize for maximum ■ 
beneficial effects. Oral-Adults: Mild and moder¬ 
ate anxiety and tension, 5 or 10 mg t.i.d. or 
q.i.d.: severe states, 20 or 25 mg t.i.d. or q.i.d. 
Geriatric patients: 5 mg b.i.d. to q.i.d. 

(See Precautions.) 

Supplied: Librium® (chlordiazepoxide HCI) Cap¬ 
sules, 5 mg, 10 mg and 25 mg—bottles of 100 
and 500; Tel-E-Dose® packages of 100, available 
in trays of 4 reverse-numbered boxes of 25, and 
in boxes containing 10 strips of 10; Prescription 
Paks of 50, available singly and in trays of 10. 
Libritabs® (chlordiazepoxide) Tablets, 5 mg, 10 
mg and 25 mg—bottles of 100 and 500. With re¬ 
spect to clinical activity, capsules and tablets are 
indistinguishable. 



The Co-op now sells 
to all PMS members! 

Pennsylvania MEDICAL Cooperative 


Start saving today. No membership fee, no 
minimum purchase. Just valuable saving. 

These are the benefits of cooperative pur¬ 
chasing: 

Wide selection of products. 

Prompt delivery. Orders processed in 24 
hours, with delivery usually within 48 
hours. 

Unconditional guarantee. Sixty day credit 
or refund policy on all returned items. 

Special offers. See your new catalogue 
and watch for Co-op specials. 


Pennsylvania Medical Cooperative, 

20 Erford Rd., Lemoyne, PA 17043 
Telephone (717) 761-8215. 

THE NATION’S FIRST MEDICAL COOPERATIVE 
RUN BY PHYSICIANS, FOR PHYSICIANS. 


Roche Products Inc. 
Manati, Puerto Rico 00701 
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AMA GRANTED COURT ORDER 

IN NAME DISCLOSURE SUIT 

The American Medical Association was granted a temporary 
restraining order June 5 in its suit against Health, Edu¬ 
cation, and Welfare Secretary Joseph Califano. The class 
action suit seeks to restrain HEW from publicly disclosing 
the names of physicians and the payments they received 
from medicare. The AMA contends that the proposed dis¬ 
closure of such information by Secretary Califano consti¬ 
tutes an abuse of discretion and violates the Privacy Act 
of 1974 and other applicable statutes and regulations. 

The AMA also filed a petition June 8 to intervene in a 
similar suit brought by the Florida Medical Association. 

AMA QUESTIONS FTC RULE 
PREEMPTING STANDARDS 

Further AMA legal action was taken June 8 on the issue 
of trade regulation rules on provision of eyeglasses, 
contact lenses, and eye examinations. The new FTC rule 
preempts state laws on advertising prices for eyeglasses, 
contact lenses, and eye examinations and requires that 
consumers be provided on request with a written prescrip¬ 
tion for eyeglasses or contact lenses. The AMA questions 
the authority of the FTC to preempt state laws and the 
ethical standards of private associations. 

SHEPPARD APPROVES 

MED PRO RATE HIKE 

Pennsylvania Insurance Commissioner William J. Sheppard 
has approved a Medical Protective request for increased 
malpractice insurance rates. Premium increases for the 
6,400 physicians range from 30 percent for surgical 
specialists to 66 percent for general practitioners 
who perform minor surgery, assist in major surgery, 
or do no surgery. Commissioner Sheppard also announced 
that "effective immediately" Med Pro must give equal 
consideration for coverage to osteopaths and must adopt 
a four territory rating system. 

STATE LEGISLATION 

FAVORS SOCIETY STAND 

The state legislature in June acted on several bills of 
interest to PMS. In a 46-0 vote, the Senate approved 
H-1934, which reduces the physician arbitration fee from 
$50 to $25. Governor Shapp is expected to sign the bill. 
SB-752, which gives immunity to physicians issuing instruc 
tions in "good faith" to emergency medical technicians, 
was okayed in the Senate and is awaiting House action. 

A House vote of 192-3 passed an amended SB-586 permitting 
the State Board of Medical Education and Licensure to 
certify physicians’ assistants. The amendments would 
prevent PAs from charging fee for service, independently 
prescribing or dispensing drugs, and performing certain 
eye tests. The Senate must now concur on the bill. 

FRANKSTON WILL HEAD 

ARBITRATION OFFICE 

Arthur S. Frankston, a Dickinson School of Law professor, 
has been named by Governor Milton Shapp to serve as admin¬ 
istrator of the State Arbitration Panels for Health Care. 
Frankston, of Carlisle, succeeds Paul F. Abrams, who 
resigned from the position in May. 
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FTC SUBPOENAS 

SOCIETY RECORDS 

The Federal Trade Commission on May 10 subpoenaed all 

State Society records relating to Blue Shield and mandated 
delivery of the documents to FTC attorneys by July 31. 
According to the FTC, the purpose of the investigation is, 
M To determine whether control of the National Association 
of Blue Shield plans, or participation in such control, by 
physicians, medical societies, and/or the American Medical 
Association may constitute unfair methods of competition 
and/or unfair acts or practices, including price fixing, in 
violation of Section 5 of the Federal Trade Commission Act." 

PMS is complying with the request for information, which 
extends to peer review, utilization review, fee reviews, 
articles discussing Blue Shield, the PMS Charter, the 
Constitution and Bylaws, membership records, correspondence, 
all publications, and all other documents which relate to 
the formation of Blue Shield, some going back forty years. 

SOCIETY JOINS AMA 

IN JAIL HEALTH EFFORT 

Pennsylvania is one of nine states recently named to par¬ 
ticipate in the AMA’s Program to Improve Medical Care and 
Health Services in Jails. The program attempts to develop 
national standards for health care delivery in jails and 
operates an accreditation system for those that meet stand¬ 
ards. The PMS Council on Education and Science has sent 
letters to sheriffs and medical societies to determine 
interest in entering the program. Selection of the first 
five jails to begin the program must be completed by July 21 

SECOND OPINION PROGRAM 

TO BEGIN IN SEPTEMBER 

A voluntary program for second opinions on elective surgery 
for medicare and medicaid is being initiated by HEW Region 
III officials. The program, expected to begin in mid- 
September, must have voluntary participation from doctors 
to succeed. HEW has recommended that Professional Stand¬ 
ards Review Organizations might best develop and hold 
physician referral lists. The agency is contacting PSROs 
and state medical societies for assistance in starting the 
program. 

McCOY DECISION 

EXPECTED SOON 

State Society legal counsel expects a decision by fall in 
the case of Orlo G. McCoy, M.D., of Canton. Dr. McCoy’s 
case was heard June 7 in Commonwealth Court. He is chal¬ 
lenging the constitutionality of the mandatory malpractice 
insurance requirement of Act 111. 

MRS. BERGNES ASSUMES 
AUXILIARY PRESIDENCY 

Mrs. Manuel A. Bergnes, of Norristown (Montgomery County), 
was installed as 1978-79 AMA Auxiliary president at the 
AMA/AMA Auxiliary convention in St. Louis June 21. Mrs. 
Bergnes is the seventh AMAA president from Pennsylvania 
and the second from Montgomery County. Mrs. Spencer J. 
Servoss, of Williamsport (Lycoming County), took office 
as AMAA Eastern Regional Legislative chairman at the 
convention. 

NEW CO-OP CATALOG 

ISSUED FOR SUMMER 

4 

The Pennsylvania Medical Cooperative Catalog for summer . 

1978 was mailed the last week in June to State Society 
members as a reminder that all PMS members may now buy 
from the Co-op. Orders may be placed by calling the 

Co-op toll free at 800-382-1377. 
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lOO mg. Darvon-N' (propoxyphene napsytate) 

650 mg. acetaminophen 
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Tax Deferred 


(If you’re over the 35% bracket, SECURINUITY* 
could be useful for future retirement benefits.) 


If you’re one of the hard working 
people in an over 35% tax bracket, 
you deserve a great deal of credit for 
your success. You also deserve some 
sympathy. Because it’s hard for the 
heavily taxed to put money away for 
the future. You may have tried 
annuities and watched your sales 
charges insure someone else’s future. 
Fortunately, Paine Webber* now has 
an annuity with an opportunity to 
accumulate on a tax-deferred basis; 
here are the highlights. 

You are guaranteed 6 3 /4% + for 7 
years. If you select an annuity 
option, you are guaranteed 7%% for 
the first 7 years. Your original pur¬ 
chase payment is 100% guaranteed.** 

You will like our choice of 5 
options. Here’s one example of an 
annuity option you may select. 


ACCUMULATION 

(7 veais at l x /-z%) 

PAYOUT 

(10 year designated period) 

$100,000.00 grows 
to $165,729 

$1,742 per month 
$20,902 per year 
$10,000 tax 
excludable per year. 


$209,020 Total Return 


The above illustration is net of all administrative fees and is 
based on an annuity purchase rate of $10.51 per $1,000 of annuity 
value. All figures are rounded to the nearest dollar. 


There are many other plans, 
depending on your age and financial 
strategy. Send in the coupon for 
more information on Paine Webber’s 
SECURINUITY. Your life has been 
a success story. Make sure it has a 
happy ending. 

'Through its network of subsidiaries and licensed insurance 
agents. 

** Issued and guaranteed by The Capitol Life Insurance 
Company, Denver, Colorado. 

* Subject to certain charges and administrative fees. 


\ 

i 

\ 
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For more information on SECURINUITY," please mail this coupon, 
or contact your local Paine Webber broker. 

Mr. Arthur F. Kalbhenn 
PWJC Insurance Sales Incorporated 
4 Penn Center Plaza, Philadelphia, PA 19103 
(215) 972-8812 

NAME (Please Print) 


BUSINESS PHONE 


HOME PHONE 


l 

\ 

\ 
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If presently a Paine Webber client, please 
include your broker's name and office: 


Talk to us now.You could thank us later. 

PaineWebber 















newsfronts 


Child abuse report proves value of Act 124 


Reports of suspected child abuse 
increased 102 percent—to 12,939 
in 1977—according to the state 
Department of Public Welfare’s 
1977 Child Abuse Annual Report. 

State Public Welfare Secretary 
Aldo Colautti, in a letter submit¬ 
ted to the Governor with the re¬ 
port, stated, "I am saddened to re¬ 
port that during 1977, 4,498 chil¬ 
dren were found to have been seri¬ 
ously abused under the definitions 
of Act 124 (the Child Protective 
Services Act). This is more than 
the total number of children found 
to have been abused under the 
previous statute for the six-year 
period 1968 through 1974.” 

The suspicious deaths of 26 
children were referred for investi¬ 
gation to county child welfare 
agencies in 1977, an increase of 
one case over 1976. 

"It is believed that more chil¬ 
dren died as a result of abuse but 
were not referred to either 
ChildLine (the toll-free statewide 
hotline for reporting suspected 
child abuse or serious neglect) or 
the county child protective service 
units for investigation, as they 
were processed through the crimi¬ 
nal system,” the report stated. The 
ChildLine number is 800-932- 
0313. 

Among other highlights of the 
annual report are: 

• Of the total number of reports 
received, 5,136 were sufficiently 
serious to warrant referral to a 


State Board of Medical Education and 
Licensure statistics as of April 1978 
indicate that of the 29,511 physicians 
licensed to practice in the state, 20,127 
hold Pennsylvania addresses, 9,215 
hold addresses outside Pennsylvania, 
and 169 hold addresses outside the 
United States. 


Child Protective Services worker 
within 24 hours of the initial re¬ 
port. 

• In at least 405 reports, 
charges were brought against the 
perpetrator. 

• Reports investigated ranged 
from a low of three in Fulton 


County to a high of 3,973 in 
Philadelphia County. 

Single copies of the 64-page an¬ 
nual report may be obtained from 
the Pennsylvania Department of 
Public Welfare, Bureau of Public 
Education, PO Box 2675, Harris¬ 
burg, PA 17120. 


Dr. Collins president elect of ASIM 


James A. Collins, Jr., M.D., of 
Riverside, was named president 
elect of the American Society of 
Internal Medicine at its annual 
meeting in May. ASIM, a national 
federation of 51 component 
societies representing more than 
15,000 internists, is concerned 
with the social, political, and 
economic aspects of medical care. 

Dr. Collins, a past president of 
the Pennsylvania Society of 
Internal Medicine, has been a 
member of the ASIM board of 
trustees since 1972 and has served 
on many committees. 

As a member of the Pennsylva¬ 
nia Medical Society’s Council on 
Education and Science for six 
years and as its chairman for three 
years, Dr. Collins was an impor¬ 
tant force behind implementation 
of continuing medical education 
requirements in the state. 

Since 1974 Dr. Collins has 
chaired the Division of Medical 
Services at Geisinger Medical 
Center in Danville. From 1958 to 
1974 he was director of the cen¬ 
ter’s department of internal medi¬ 
cine and he continues to serve as 
director of the internal medicine 
residency program. He was re¬ 
cently elected president of 
Geisinger’s Institute for Medical 
Education and Research. 

He is on the board of directors of 
Pennsylvania Blue Shield and re¬ 
cently was elected to another 
three-year term. 


A native of Hazleton, Dr. Col¬ 
lins received his medical degree 
from Jefferson Medical College in 
1941. He completed his internship 
and residency at Geisinger Memo¬ 
rial Hospital and was certified by 
the American Board of Internal 
Medicine in 1956. 

JCAH mandates study 

The PMS Commission on Ac¬ 
creditation at its May meeting re¬ 
viewed the February 1978 edition 
of the JCAH Accreditation Man¬ 
ual for Hospitals and endorsed 
several new aspects of the manu¬ 
al’s Standard V requiring that 
". . . the medical staff shall par¬ 
ticipate in a program of continu¬ 
ing education.” 

In addition to outlining ele¬ 
ments that should be included in 
hospital-sponsored continuing 
education programs, Standard V 
mandates that physicians partici¬ 
pate in continuing education pro¬ 
grams outside their hospitals and 
that documentation of participa¬ 
tion is added to the staff member’s 
credentials file for evaluation at 
the time of reappointment. 

The Standard further calls for 
participation in local or regional 
medical society or association pro¬ 
grams; credit for professional pa¬ 
pers and lectures; participation in 
self-assessment programs; and 
training and qualification in basic 
cardiopulmonary resuscitation 
techniques. 
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Specialty news 

Emergency physicians install chapter officers 


Three new members were elect¬ 
ed to the board of directors of the 
Pennsylvania Chapter, American 
College of Emergency Physicians 
at its annual meeting in Philadel¬ 
phia on May 9. 

They are: J. Ward Donovan, 
M.D., assistant professor of medi¬ 
cine, Emergency Medicine Divi¬ 
sion, Hershey Medical Center; 
William O. Robinson, M.D., di¬ 
rector of emergency services, 
Mercy Hospital, Pittsburgh; and 
Jesse A. Weigel, M.D., medical di¬ 
rector of the Emergency Medical 
Services Institute, Pittsburgh. Ro¬ 
land T. Keddie, M.D., J.D., was 
re-elected for a second term on the 
board. 

Joseph A. Fortuna, M.D., di¬ 
rector of emergency services at the 
Medical Center of Beaver County, 
Rochester Unit, Rochester, as¬ 
sumed the duties of president of 
PaACEP. He succeeds William W. 
Resinger, M.D., of Titusville. 

Charles L. Swisher, II, M.D., 
Scranton, was named president 
elect of the chapter. Other officers 
are: Richard S. Evans, M.D., 
Pittsburgh, secretary; John R. 

Board revokes license 

The State Board of Medical Ed¬ 
ucation and Licensure has re¬ 
voked the license of Jack F. Oster- 
gaard, M.D., of Bethel Park, as a 
result of Dr. Ostergaard’s convic¬ 
tion in September 1976 in Califor¬ 
nia on one count of violating the 
California Health and Safety 
Code. 

Dr. Ostergaard was convicted of 
unlawfully obtaining a controlled 
substance by fraud and deceit. The 
Medical Practices Act of 1974 pro¬ 
vides that conviction of a felony 
and/or revocation of a license by 
another state is sufficient grounds 
for revocation of a physician’s 
license in Pennsylvania. 


Paluso, M.D., Washington, trea¬ 
surer; and Roland T. Keddie, 
M.D., J.D., member-at-large. 

Remaining directors are John 
W. Becher, D.O., Philadelphia; 
William F. Blank, M.D., Altoona; 
Cataldo F. Corrado, M.D., 


Dr. Frayer heads PAOO 



Dr. Frayer 


William C. Frayer, M.D., 
Philadelphia eye physician, was 
installed May 18 as president of 
the Pennsylvania Academy of 
Ophthalmology and Otolaryngol¬ 
ogy. New officers also were elected 
at the Academy’s 34th annual 
convention and scientific meet¬ 
ings. 

Dr. Frayer, who was elected to a 
one-year term, succeeds Silvio H. 
DeBlasio, M.D., Natrona Heights 
otolaryngologist. The new presi¬ 
dent is acting chairman and pro¬ 
fessor of ophthalmology at the 
University of Pennsylvania 
School of Medicine and acting di¬ 
rector of ophthalmology at Pres¬ 
byterian Hospital’s Scheie Eye In¬ 
stitute. 

Two other Philadelphia physi¬ 
cians also were elected to high of¬ 
fices. Eugene B. Rex, M.D., an 
otolaryngologist, was named pres¬ 
ident elect; and Max L. Ronis, 
M.D., also an otolaryngologist, 
was elected second vice president. 


Uniontown; Volney G. Patton, 
M.D., Bethel Park; and H. 
William Stewart, M.D., Alexan¬ 
dria. 

The PaACEP Chapter office is 
located at 20 Erford Road, 
Lemoyne, PA 17043. 


Elected first vice president was 
James L. Curtis, M.D., a Danville 
ophthalmologist. 

Two Pittsburgh physicians also 
serving as officers are: George J. 
Gerneth, M.D., elected third vice 
president; and Donald B. Ka- 
merer, M.D., reelected secretary. 
Donald T. Burns, M.D., Wyomis- 
sing, was reelected secretary for 
education. 

Guest of honor at the meeting 
was Raymond E. Jordan, M.D., 
professor emeritus of otolaryn¬ 
gology at the University of 
Pittsburgh School of Medicine. 
William J. Kelly, M.D., of 
Pittsburgh, immediate past presi¬ 
dent of the Pennsylvania Medical 
Society, was an honored guest. 

AMA-ERF grants made 

Pennsylvania’s medical schools 
received $59,310 in individual 
grants this spring through the 
American Medical Association’s 
Education and Research Founda¬ 
tion. 

Amounts received by each 
Pennsylvania school are: Temple 
University School of Medicine— 
$14,535; University of Pennsyl¬ 
vania School of Medicine— 
$11,301; Jefferson Medical 
College—$10,647; Hahnemann 
Medical College—$9,014; Univer¬ 
sity of Pittsburgh School of 
Medicine—$8,910; Pennsylvania 
State University College of 
Medicine—$2,510; and Medical 
College of Pennsylvania—$2,389. 
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Legal counsel reports 


Constitution guarantees right to confront accusers 

Fred Speaker, Esq. 


The Pennsylvania Superior 
Court recently published a case 1 
which represents the collision of 
an acknowledged exception to the 
rule against hearsay evidence 
with the Constitution. In the case, 
the Commonwealth sought to es¬ 
tablish delinquency based on pos¬ 
session of a controlled substance 
by the defendant who was at 
Western Psychiatric Institute and 
Clinic. 

At the hearing, a report by the 
defendant’s psychiatrist, stating 
that he had observed the defen¬ 
dant instructing another patient 
in the use of morphine and that 
the defendant had admitted pos¬ 
session of the morphine was read 
by another physician. The defen¬ 
dant’s psychiatrist did not appear. 
The trial court admitted the report 
over the defendant’s objection as a 


hearsay exception under the Uni¬ 
form Business Records as Evi¬ 
dence Act. 2 

The Superior Court noted that 
the Act had been used to make 

Mr. Speaker is a partner in the firm of 
Pepper, Hamilton & Scheetz, which 
serves as the Society's legal counsel. 

admissible facts of hospitaliza¬ 
tion, symptoms, and treatment. It 
also reported, however, that ex¬ 
pert medical opinion contained in 
reports is not admissible unless 
the author is available for cross- 
examination. Holding that "the 
doctor’s statement identifying the 
drug was an opinion reporting a 
conclusion that a lay person is not 
competent to make,” 3 it stated 
that the report was not admissi¬ 
ble. Furthermore, even if it were 
held that the report identifying 


the drug was not opinion evidence, 
its admission was held to be con¬ 
stitution error: 

To preclude appellant from 
cross-examining the only tes¬ 
timony supporting his convic¬ 
tion is to deny him the right to 
confront his accusers as guar¬ 
anteed by the Sixth Amend¬ 
ment of the United States 
Constitution and Article 1, § 9 
of the Pennsylvania Constitu¬ 
tion. 4 


1 Commonwealth v. McNaughton, 381 A.2d 929 (Pa. 
Super. 1977). 

2 28 PS. §9/6. which provides: "A record of an act, condi¬ 
tion or event shall, in so far as relevant, be competent 
evidence if the custodian or other qualified witness tes¬ 
tifies to its identity and the mode of its preparation, and if 
it was made in the regular course of business at or near 
the time of the act, condition, or event and if, in the 
opinion of the court, the sources of information, method, 
and time of preparation were such as to justify its admis¬ 
sion.” 

3 Commonwealth v. McNaughton, supra at 931. 

4 Id. at 932. 


Army Medicine 
wants more doctors 
who specialize* 

If you’re a physician specializing in pediatrics, anesthesiology, radiology, or 
internal medicine, we’ve got a full range of career opportunities for you. 

These opportunities are available in a setting that’s about as free from non¬ 
medical distractions as it’s possible for a practice to be. If you’re a doctor who’s 
more interested in practicing medicine than the running of a practice, Army 
Medicine could be perfect for you. Just call your local Army Medical Counselor, 
and he will discuss specific assignment opportunities with you. 

Captain James Whitmire 609-562-2663 
or 

Major Robert Sellards 412-644-3484 

Army Medicine. The practice that’s practically all medicine. 







nospiTais 
complete EEG 
aboratory 




P 0- Drawer 152, Gambier, OH 43022 
Telephone: 614-427-4577 


Daneman Laboratories’ space-age 
electronics technology and two long-distance 
telephone calls will provide your hospital with 
same-day EEG and ECHO readings by a 
qualified neurologist. Even instantaneous 
reports can be provided if needed. And we pay 
for the phone calls! 

This service has wide benefits for both 
hospital and patient: 

• Fully effective 

• Safe and comfortable 

• Professionally-administered 

• Easily performed 

• Inexpensive 

• Fail-safe reporting procedures 

• Already in operation nationwide 

For a copy of cur easy-to- 

understand, no-obligation proposal, 
please call or write Business 
Manager Jean Murphy. 
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DESCRIPTION: Methyltestosterone is 17/f-Hydroxy- 
17-Methylandrost-4-en-3-one ACTIONS: Methyltesto¬ 
sterone is an oil soluble androgenic hormone. 
INDICATIONS: In the male: 1. Eunuchoidism and 
eunichism. 2. Male climacteric symptoms when these are 
secondary to androgen deficiency. 3. Impotence due to 
androgenic deficiency. 4. Post-puberal cryptochidism 
with evidence of hypogonadism. Cholestatic hepatitis 
with jaundice and altered liver function tests, such as 
increased BSP retention, and rises in SGOT levels, have 
been reported after Methyltestosterone. These changes 
appear to be related to dosage of the drug. Therefore, in 
the presence of any changes in liver function tests, drug 
should be discontinued. PRECAUTIONS: Prolonged 
dosage of androgen may result in sodium and fluid 
retention. This may present a problem, especially in 
patients with compromised cardiac reserve or renal 
disease. In treating males for symptoms of climacteric, 


avoid stimulation to the point of increasing the nervous, 
mental, and physical activities beyond the patient's 
cardiovascular capacity. CONTRAINDICATIONS: 
Contraindicated in persons with known or suspected 
carcinoma of the prostate and in carcinoma of the male 
breast. Contraindicated in the presence of severe liver 
damage. WARNINGS: If priapism or other signs of 
excessive sexual stimulation develop, discontinue 
therapy. In the male, prolonged administration or 
excessive dosage may cause inhibition of testicular 
function, with resultant oligospermia and decrease in 
ejaculatory volume. Use cautiously in young boys to 
avoid premature epiphyseal closure or precocious sexual 
development Hypersensitivity and gynecomastia may 
occur rarely. PBI may be decreased in patients taking 
androgens. Hypercalcemia may occur, particularly during 
therapy for metastatic breast carcinoma. If this occurs, 
the drug should be discontinued. ADVERSE 


REACTIONS: Cholestatic jaundice • Oligospermia and 
decreased ejaculatory volume • Hypercalcemia 
particularly in patients with metastatic breast carcinoma. 
This usually indicates progression of bone metastases • 
Sodium and water retention • Priapism • Virilization in 
female patients • Hypersensitivity and gynecomastia. 
DOSAGE AND ADMINISTRATION: Dosage must be 
strictly individualized, as patients vary widely in 
requirements. Daily requirements are best administered 
in divided doses. The following is suggested as an 
average daily dosage guide. In the male: Eunuchoidism 
and eunuchism, 10 to 40 mg ; Male climacteric symptoms 
and impotence due to androgen deficiency, 10 to 40 mg.; 
Postpuberal cryptorchism, 30 mg. REFERENCE: R. B. 
Greenblatt, M.D.;R.Witherington,! M.D.;I. B. Sipahioglu, 
M.D.: Hormones for Improved Sexuality in the Male 
and the Female Climacteric. Drug Therapy, Sept. 1976. 
SUPPLIED: 5, 10, 25 mg. in bottles of 60, 250. Rx only. 


When - 

impotence 

is due tolandrogenic deficiency. 



Methyltestosterone U.S.R Tablets 

A well absorbed oral androgen. 


Additional indications: Replacement therapy. When androgen deficiency is the cause of: 
male climacteric/eunuchoidism, eunuchism/post-puberal cryptorchidism. 




Write for new double-blind study reprints and samples. 

THE BROWN PHARMACEUTICAL CO., INC. 

2500 West Sixth Street, Los Angeles, California 90057 


COLACE prevents hard, dry stools common to constipation . . . 
and does it without laxative stimulation. COLACE assists 
peristalsis by simply letting intestinal water permeate stools. 

COLACE helps to prevent painful straining at stool —particularly 
important in patients with delicate anorectal disorders. 

Safe and non-habit forming . . . COLACE, the simple water way 
to ease constipation from infancy to old age. 


Simple drops of water 
help make COLACE 0 
the most widely used 

stool softener. * 

^ % . 


GOLAGE 

dioctyl sodium sulfosuccinate 



PHARMACEUTICAL DIVISION 



Does it influence 
your choice of a 
peripheral/cerebral 
vasodilator? 

• vasodilan—compatible 
with coexisting diseases 

• vasodilan—compatible 
with concomitant therapy 

• vasodilan—compatible 
with your total regimen 
for vascular insufficiency 


’Indications: Based on a review of this drug by the National Academy of 
Sciences-National Research Council and/or other information, the FDA has 
classified the indications as follows: 

Possibly Effective: 

1. For the relief of symptoms associated with cerebral vascular insufficiency. 

2. In peripheral vascular disease of arteriosclerosis obliterans, throm¬ 
boangiitis obliterans (Buerger’s Disease) and Raynaud’s disease. 

Final classification of the less-than-effective indications requires further in¬ 
vestigation. 


Composition: Vasodilan tablets, isoxsuprine HCI, 10 mg. and 20 mg. 

Vasodilan injection, isoxsuprine HCI, 5 mg., per ml. 

Dosage and Administration: Oral: 10 to 20 mg., three or four times daily. 
Intramuscular: 5 to 10 rng.d or 2 ml.) two or three times daily. Intramuscular 
administration may be used initially in severe or acute conditions. 
Contraindications and Cautions: There are no known contraindications to oral 
use when administered in recommended doses. Should not be given immediately 
postpartum or in the presence of arterial bleeding. 

Parenteral administration is not recommended in the presence of hypotension or 
tachycardia. 

Intravenous administration should not be given because of increased likelihood 
of side effects. 

Adverse Reactions: On rare occasions oral administration of the drug has 
been associated in time with the occurrence of hypotension, tachycardia, 
nausea, vomiting, dizziness, abdominal distress, and severe rash. If rash ap¬ 
pears the drug should be discontinued. 

Although available evidence suggests a temporal association of these reactions 
with isoxsuprine, a causal relationship can be neither confirmed nor refuted. 
Administration of single dose of 10 mg. intramuscularly may result in hypoten¬ 
sion and tachycardia. These symptoms are more pronounced in higher doses. 
For these reasons single intramuscular doses exceeding 10 mg. are not recom¬ 
mended. Repeated administration of 5 to 10 mg. intramuscularly at suitable in¬ 
tervals may be employed. 

Supplied: Tablets, 10 mg., bottles of 100, 1000, 5000 and Unit Dose; Tablets, 

20 mg., bottles of 100, 500,1000, 5000 and Unit Dose; Injection, 10 mg. per 
2 ml. ampul, box of six 2 ml. ampuls. 

U.S. Pat. No. 3,056,836 

Vasodilan 

(ISOXSUPRINE HCI) 

20-mg tablets 



PHARMACEUTICAL DIVISION 
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editorials 


That the healthy may know of their health 


Short-term hospitalizations and crisis-oriented 
medicine, the changed setting in which modern med¬ 
icine is practiced, have created an information vac¬ 
uum which previously did not exist. Expressed con¬ 
cern for the future of the doctor-patient relationship 
is justified. The patient is drifting away from the 
traditional relationship that he had with his physi¬ 
cian, that of complete trust and interaction in all 
aspects of health. Doctors are partially responsible 
for this schism because medical specialization tends 
to look at diseases and organ systems rather than 
whole patients as people. 

Patient management now includes many trained 
health professionals. Dieticians, midwives, nurse 
practitioners, physicians’ assistants, and psy¬ 
chologists, to name a few, have direct patient con¬ 
tact. A number of other professionals contribute 
to the management of patient care but have no pa¬ 
tient contact. There is a trend toward large group 
practices or clinics in which the patient rarely sees 
the same physician twice, or in which he may see a 
physician’s assistant, for routine care. 

A mobile population and large group practices con¬ 
tribute significantly to the breakdown in the doctor- 
patient relationship. 

The importance of patient education in these cir¬ 
cumstances cannot be overemphasized. It becomes 
the responsibility of all health professionals, espe¬ 
cially physicians. The concept of informed consent 
hinges on the patient’s knowledge and understand¬ 
ing of his medical problem. The goals, then, of patient 
education should be (1) the ability of the patient to 
comprehend his medical condition, its possible com¬ 
plications and prognosis; and (2) the ability of the 


patient to participate in the treatment program pre¬ 
scribed for his condition. 

Hospitals, at the American Hospital Association’s 
urging, have begun to develop patient education pro¬ 
grams using trained personnel, classes, visual aids, 
etc. The AHA’s "Statement of the role and responsi¬ 
bilities of hospitals and other health-care institu¬ 
tions in personal and community health education,” 
published in May 1974, advised, "Health education, 
that is designed to maintain the good health of the 
community at large and to prevent illness, should be 
viewed as a service to the community.” 

Physicians too have begun to realize the need for 
patient education, if only to prevent further escala¬ 
tion of malpractice. Whatever the motivation, the 
result seems to be beneficial. The old attitude—that 
only the doctor should "know”—is passe. 

If efforts at patient education are pursued on a 
continuing basis, improved quality of health care 
through better patient management should result. 
At the same time, health care costs should be reduced 
by better use of hospital facilities, shortened length of 
stay for admissions, and increased use of outpatient 
services. As the one to one doctor-patient relation¬ 
ship declines, physicians must accept the responsi¬ 
bility for education to insure that the individual pa¬ 
tient can cope with his medical problem. Perhaps, in 
time, Thomas Carlyle’s observation, "The healthy 
know not of their health, but only the sick. . .” will no 
longer be valid and we will all know and understand 
the principles of maintenance of good health. 

David A. Smith, M.D. 

Medical Editor 



in my opinion 


Patient package inserts—a good 


Twelve years ago in a review of the AMA’s second 
edition of New Drugs (Ann. Intern. Med. 65:619-620, 
1966) I asked whether the medical profession was 
ready for patient package inserts (PPIs). I was con¬ 
cerned that patients weren’t warned sufficiently 
about those hazards only they could avoid, such as 
sunshine while taking photosensitizing drugs and 
driving while using drugs with sedative side effects. 
At that time I wrote: "Since patients are accustomed 
to certain warnings on proprietary preparations and 
most enlightened physicians have accepted the in- 


idea gone bad 

elusion of the name of the drug on the label, are we 
not ready for package inserts cautioning the patient 
against hazards only he can avoid? Such cautions 
could be prepared by the manufacturer, approved by 
the appropriate government agency, and inserted by 
the pharmacist on special notation by the physician.” 

Now another problem has arisen. Congress and the 
FDA plan to extend the role for the PPI (A. Hecht, 
Developing drug information for patients, FDA Con¬ 
sumer 11: 17-19, 1977) beyond its limited use in 
over-the-counter preparations. By flirting in the pro- 
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posed PPIs with two controversial areas—informed 
consent and standards of care—the FDA will encour¬ 
age opportunistic malpractice suits, promote self 
treatment, and increase the costs of medical care. 

"Informed consent,” that indefinable, paranoid 
concept uniquely applied to the medical profession 
(M. Trout, The patient package insert, J. Leg. Med., 2 
(1): 6,1974) has no place in a PPI. By its very nature, 
informed consent is so subjective it invites litigation. 
In our evolving concepts of consent for medical care 
we started with implied consent which, though ade¬ 
quate in most situations, was too subjective to be used 
under all circumstances. Next came expressed con¬ 
sent to be used when the patient’s attention had to be 
focused on some decision, such as surgery. Out of the 
very special situations presented by clinical investi¬ 
gation came informed consent which, when backed 
by human experimentation committees and other 
safeguards, proved adequate. The application of in¬ 
formed consent to PPIs is clearly a case of overkill. 

That the FDA can set standards of care through the 


PPI simply by the choice of words is clear. Even a 
statement as seemingly benign as recommending an 
annual physical examination is setting a standard of 
care. Mentioning that a drug might, under certain 
circumstances, produce an anemia does not set a 
standard of care, while suggesting blood counts at 
certain intervals does. I have serious doubts about 
including suggested tests and frequencies of visits in 
package inserts designed for physicians. 

If in fact a flood of PPIs is to inundate the American 
public, who is going to write the PPIs? I hope that it 
would not be the regulator. (We don’t need the referee 
playing in the game.) Instead, a broad-based, non¬ 
governmental agency, such as the United States 
Pharmacopeial Convention, would be preferable to 
both the FDA and the pharmaceutical manufactur¬ 
ers. 

By forcing the PPI to do more than it should a good 
idea has gone bad. 

Robert H. Rough, M.D. 

Contributing Editor 


With government, less is best 


I am firmly convinced that the deep frustration 
most Americans feel toward their government stems 
from the feeling that they have lost control over the 
political forces that control their lives. 

Too many decisions which should be made by state 
or local government are instead being made by the 
federal grovernment. These federal personages have 
come to believe there is a federal solution—that "big 
government can do anything bigger or better than 
anybody else.” This is a singular Potomac disease 
which has caused untold grief in the last 40 years. 

Big government has displayed its might in the 
entire spectrum of human affairs, from what is best 
for you and me to eat to the enactment of moral 
principles that have become the law of the land. 

And this same government has made blunder after 
blunder. Witness their foreign policy decisions, their 
management of government bureaus such as the U.S. 
Postal Service and Social Security Administration, 
their ineffectiveness in halting inflation, and on and 
on. 

Can we believe in a government that cannot bal¬ 
ance a budget, that prints paper money in ever- 
increasing amounts, that enacts laws and regula¬ 
tions that stagnate the individual and businesses 
that contribute to the very heart of government? The 
answer is a resounding no! 

Recent polls show only 19 percent of the people are 
convinced the communications media gives the news 
in an unslanted manner and less than 30 percent of 
all people feel they get their money’s worth from the 


taxes they pay. The disenchantment runs deep. 

People in any type of business, large or small, can 
testify to the number of government forms that must 
be filed or the number of regulations that must be 
obeyed. 

As an example, an American steelmaker must ob¬ 
serve 92 regulations in the making of one ton of 
finished steel. Of course, in its great wisdom, the 
government has left the cost and burden of obeying 
these regulations to the steelmaker. Is there any 
wonder why costs are so high and lack of productivity 
is so evident in the American system? 

Granted, there is need for regulation and confor¬ 
mity but the degree to which the federal government 
imposes its will is less than desirable. 

Maybe we should change the course of thinking of 
the people who go to Washington. Possibly by limit¬ 
ing the tenure of their elective office. By limiting his 
term, it will serve to remind a legislator he is not, by 
virtue of election, a member of some ruling class 
ensconced in Washington, but a citizen on leave to his 
government. With this format, perhaps people in 
lower levels of local and state government would be 
encouraged to "do for themselves” in a more produc¬ 
tive way. 

The solution requires a generalized positive at¬ 
titude—to begin to believe firmly that the best gov¬ 
ernment is that with the least amount of bureau¬ 
cracy. It seems reasonable to begin this process soon. 

Gerald L. Andriole, M.D. 

Twelfth District Trustee 
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^IET%AJfV For PMS members and 
llblli their employees 

THE PMS CREDIT UNION 

It makes sense to join. 

Who can join? 

All PMS members, their families, employees, and employee’s families 
can share in this new PMS benefit. No age limit. 

What does it cost? 

One dollar! (Plus savings) 

That’s right. With just $1 and a savings deposit you are a member of the 
PMS-Credit Union. 

Are my savings protected? 

YES. 

Deposits up to $40,000 per account are insured by the NCUA, an 
independent agency of the U. S. Government. 

Are loans available to anyone? 

NO. Only PMS Credit Union members can borrow from the PMS Credit 
Union. 

Who owns the PMS Credit Union? 

YOU DO. 

The PMS Credit Union is owned and operated by its members on a 
non-profit basis. 


YOUR PMS 
CREDIT UNION 



PENNSYLVANIA MEDICAL SOCIETY CREDIT UNION 
20 Erford Rd., Lemoyne, PA 17043 
Phone (717) 763-7151 

Yes, I am interested in the PMS Credit Union. Please send 
me more information today. 

I know_other persons who also want information 

about the PMS Credit Union. 

NAME:_ 

ADDRESS: _ 

CITY: _STATE: _ZIP: _ 

For more information fill out coupon and mail today! 





















For county medical societies 

Public service, education equal good public relations 


Robert L. Lamb 

Director of Communications 


T he public relations of organized 
medicine suffers from neglect— 
either too little or nothing is done 
about it. Efforts to improve physician 
public relations all too often consist of 
throwing money at the problem. 

Between these extremes of doing 
nothing or spending lavishly are a 
surprising number of practical meas¬ 
ures that can be taken. Many of these 
ideas require minimal investment of 
time and money. Some have been tried 
with success by county medical 
societies and auxiliaries across the 
state. This article proposes to transmit 
this information in hopes that physi¬ 
cian public relations will receive the 
necessary attention. 

What the polls say 

There is no shortage of polls regard¬ 
ing the public’s attitude toward the 
medical profession. Some indicate 
that physicians still rank at the top of 
the professionals’ list in public esteem. 
Others say doctors are well trained 
and efficient. Most polls show high pa¬ 
tient satisfaction with the respon¬ 
dent’s private physician but disen¬ 
chantment with the medical profes¬ 
sion collectively. 

A survey conducted by the Pennsyl¬ 
vania Medical Society several years 
ago confirmed a Salt Lake City poll 
which saw doctors as overworked, in¬ 
accessible, overpaid, and disinter¬ 
ested. Pennsylvanians found physi¬ 
cians less interested in their patients 
and more concerned about fees. 

Generally, the polls indicate that 
physician compassion, not physician 
competency, is on trial. The public 
senses that physicians are growing 
callous and insensitive to their pa¬ 
tients’ feelings. 

Making county societies count 

When press releases are substituted 


for public action, public relations pro¬ 
grams frequently fail. Nowhere is the 
cliche "actions speak louder than 
words” more appropriate than in pub¬ 
lic relations. Public relations, accord¬ 
ing to one textbook definition, is "do¬ 
ing good and getting credit for it.” 

Physicians should not expect to se¬ 
cure public recognition as a special 
group by performing their jobs well 
and saving lives. 

Physicians as a group must go be¬ 
yond these duties. 

Good physician PR depends on the 
county medical society which provides 
a forum where groups of doctors can 
perform humanitarian services for the 
community and receive public recog¬ 
nition. 

Choosing the service to be per¬ 
formed is the crux of the dilemma. 
Members of a county medical society 
must have the time and funds to per¬ 
form a project in which the community 
has expressed an interest and for 
which the society gets proper recogni¬ 
tion. Periodic perusal of the local 
newspaper through PR glasses should 
soon reveal community problems 
suitable for county medical society ac¬ 
tion. 

Some ideas for your county society 
are: 

• Prison health—The AMA has 
taken the lead by launching an inves¬ 
tigation into health conditions in our 
jails. Local follow-up is needed. 

• TV violence—Motherhood and the 
AMA unite in the battle against TV 
violence, and county medical societies 
can join the ranks by providing speak¬ 
ers to local parent/teacher organi¬ 
zations and other interested groups. 

• Immunization—Public regard for 
state physicians was never higher 
than during the polio vaccination pro¬ 
grams. County medical societies pro¬ 
vided volunteer physicians to assist in 
the public’s immunization. Immuni¬ 
zation (swine flu notwithstanding) 
remains an activity with high public 


relations potential. 

• Emergency medicine—The pub¬ 
lic’s understanding and expectation of 
emergency care has changed dramat¬ 
ically from the World War II image of 
Red Cross first aid courses. Most per- 



Radio and television are media with which 
physicians can work. David A. Smith, 
M.D., medical editor of PENNSYLVANIA 
MEDICINE, is shown above taping his 
weekly five minute radio show. Below, 
Thomas F. Fletcher, Jr., M.D., president of 
the Dauphin County Medical Society, and 
Bernard Margolis, M.D., immediate past 
president, prepare for the live broadcast 
of “Medicall,” a project of the Dauphin 
CMS and WITF-TV. 
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emment, and civic organizations are 
looking for bona fide leadership in 
physical fitness. County medical 
societies can provide that leadership. 

Public school market 

The Pennsylvania Department of 
Education requires health instruction 
in our schools. In the elementary 
grades, the textbook giants of the na¬ 
tion provide a comprehensive series of 
books. But at the junior and senior 
high school levels, teachers must 
create their own instructional materi¬ 
als. Many requests which have come 
to PMS indicate that secondary teach¬ 
ers would welcome county medical so¬ 
ciety help. 

School officials also tell us that the 
need for good teaching materials on 
drugs and VD is extremely high. This 
demand comes at a time when, be¬ 
cause of cost considerations, the Penn¬ 
sylvania Department of Health has 
abolished its film library. County 
medical societies are in an ideal posi¬ 
tion to provide the financial support to 
purchase audiovisual materials relat¬ 
ing to VD and drugs. 

Many school libraries are inade¬ 
quately stocked with health resource 
materials. Without the necessary 
funds, they cannot purchase subscrip¬ 
tions to health periodicals. Again, 
county medical societies may provide 
the literature or the funds to equip the 
libraries with these materials. 

School nurse seminars 

As responsibility for school health 
shifts to school nurses, the need for 
greater liaison and communication 
with school nurses grows. Mercer 
County Medical Society held a re¬ 
gional seminar for school nurses last 
year. School nurses from Mercer and 
surrounding counties and Mercer 

Continued on page 24 


sons today are aware of the newer life 
saving techniques, such as CPR. Vol¬ 
unteer ambulance crews, selected 
school classes, and members of the 
general public seek emergency train¬ 
ing. The county medical society can 


provide qualified emergency medical 
leadership, which unfortunately has 
fallen to non-physicians in some in¬ 
stances. 

• Physical fitness—America is on a 
fitness kick. Local news media, gov- 


The Benjamin Rush Awards Program historically has given county societies good PR. 
Shown above, Mrs. Doris Stetler receives the award of the Delaware County Medical 
Society from Richard J. Morris, M.D. Below is a new PR tool available from the State 
Society for use by county societies at health fairs, shopping malls, etc. 


Pennsylvania Medicine, July 1978 


19 



AS A DOCTOR 
DO YOU 

HAVE TIME FOR THIS? 


It's not all 
fun and games, 
but a Navy 
Doctor has the 
opportunity to 
make of it what 
he can. 

This could be 
you! 


FOR COMPLETE DETAILS, SEE 
YOUR LOCAL NAVY RECRUITER, 
OR CALL THE MEDICAL 
RECRUITER, TOLL-FREE, AT 
800 - 841 - 8000 . 



practice management 


Financial facts of life a must for physicians 

Leif C. Beck, LL.B., C.P.B.C. 

Vasilios J. Kalogredis, J.D. 


T he medical profession provides a 
great service but it is also a busi¬ 
ness, a fact which physicians in pri¬ 
vate practice should not ignore. 

We are amazed by the number of 
physicians in private practice who 
have no interest in or knowledge of the 
most basic financial aspects of their 
practices. In many cases this lack of 
interest is due to the fact that medi¬ 
cine is a high-income profession. As 
many physicians will admit, it is 
routine for doctors to earn a 
comfortable living "in spite of 
themselves” as far as financial and 
business management is concerned. 

As the cost of living continues to 
rise and governmental and insurance 
contraints proliferate, however, there 
will be increasing pressure on 
physicians to become more informed 
about their practice finances and 
efficiencies. 

This two-part series focuses on the 
financial data a physician should 
expect to receive on a regular basis. 

Monday morning report 

A physician should receive weekly 
information on the practice’s more 
important figures. A sample of a 
"Monday morning report” is included 
as Figure 1. On the report, space is 
provided for eight weekly summaries 
in order that comparisons may be 
made. Many physicians have found it 
useful to punch holes in these sheets 
and place them in a looseleaf notebook 
for easy reference and comparison. 

The summaries may aid in spotting 
trends and warding off difficulties be¬ 
fore they become serious. Too often the 
problems inherent in a practice have 
gone unnoticed for a long time because 
weekly or monthly financial reports 
were not prepared or made available 

The authors are the principal 
consultants of Management Con¬ 
sulting for Professionals, Inc., Bala 
Cynwyd. 


to the physician and his advisors. 
When the problem does surface, it is of 
crisis proportions and more difficult to 
resolve. 

The sample report lists cash in the 
bank and on hand as of the beginning 
of business on Monday morning and 
an estimation of receipts for the 
coming week. Bills payable also are 
summarized so the doctor will know 
where the practice stands. Many find 
it appropriate to attach separately a 
list of bills outstanding. From this the 
doctor may establish a payment pri¬ 
ority list in light of estimated income 
for that week. 

An accounts receivable figure is 
included on the sample report. Many 
practices do not legitimately know 
what this figure is, and physicians 
often are shocked when they find out 
how large it is. When the figure is seen 
by the physician every week, unusu¬ 
ally large increases or decreases in re¬ 
ceivables are clearly noticeable. Any 
necessary corrective action can be 
taken promptly, in a timely and 
informed way, before the situation 
gets further out of hand. 

Insurance forms pending also is an 
important category. Included within 
this is the number of forms to be 


completed, the date of the oldest, and 
the approximate value of such pend¬ 
ing insurance forms. This is another 
area in which medical practices are 
often poorly informed. 

The "Monday morning report” may 
be tailored to the practice’s needs and 
should reflect information that is most 
relevant and helpful to it. Such 
information may include numbers of 
people admitted to the hospital, 
numbers of different types of visits, 
and the like. 

Monthly accounting statement 

An unfortunately large number of 
medical practices receive financial 
statements only on a quarterly, semi¬ 
annual, or annual basis. To make mat¬ 
ters worse, the reports often end up 
in the physician’s hands many months 
after the fact, thus becoming histori¬ 
cal documents rather than timely and 
effective management tools. This sit¬ 
uation must be remedied. 

Most accountants prepare formal 
financial statements for small medical 
practices. They generally provide a 
balance sheet setting forth the 
practice’s assets and liabilities, and an 
income and expense statement 


FIGURE 1 


Monday Morning Report 



II II II 

/ / 

Cash in bank and on hand 

$...- ----- 


Estimated receipts (week) 



Total 

$ ----- 


Accounts payable: 



Payroll for week 

$ 


Installments or loans 



Other current 



Total 

$ - 


Total accounts receivable 



Insurance forms pending 
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showing the financial progress during 
the period from a profit and loss point 
of view. 

Although helpful, these formal 
statements often do not contain the 
kind of information physicians and 
their advisors need for practice busi¬ 
ness decisions. In addition, their 
infrequency (and in many cases, de¬ 
lay) and form (often lengthy and indi¬ 
gestible) tend to make them less than 
helpful. Such formal accountant’s 
statements should be augmented by 
less official, more relevant, and more 
timely internal reports. 

In-office monthly financial 
statements should be prepared for 
large practices and solo practitioners 
alike. This is best accomplished by 
charging the practice’s bookkeeper 


larly unfortunate in his case because 
the problems that had developed 
might have been averted, or at least 
diminished, if he had had more 
current information. Such data would 
have "sounded the alarm” for correct¬ 
ive action before a crisis occurred. 

Virtually all the information neces¬ 
sary to prepare an in-house monthly 
financial statement is already pro¬ 
duced by most practice bookkeepers. 
An accountant or consultant usually 
trains the bookkeeper to summarize 
all receipts and to categorize all ex¬ 
penditures. A pegboard checkwriting 
system is particularly helpful and 
convenient in making the expense 
breakdowns in-house. The cost of 
preparing the in-house statement 
doesn’t require the accountant’s 


Doctors must be aware of the financial status of their 
practices at all times, the authors maintain. In this article 
they demonstrate a method for achieving this goal. 


with the responsibility of providing an 
informal monthly statement. The 
bookkeeper should submit the state¬ 
ment within the first few days of any 
month (usually by the 10th) so that it 
can serve as a timely piece of 
information for quick review by the 
physicians, the office manager (if in¬ 
volved at this level of management), 
and the practice’s advisors. 

Group practices should hold regu¬ 
larly scheduled monthly meetings to 
discuss practice management and fi¬ 
nancial matters. The financial state¬ 
ment serves as an important agenda 
item at each meeting and helps 
physicians and advisors avoid making 
decisions in a vacuum. Never should 
physicians be expected to discuss 
practice matters without being aware 
of all relevant information. 

We are amazed by the number of 
medical offices whose most recent fi¬ 
nancial information is a year or more 
old. In March, for instance, we visited 
a solo unincorporated physician whose 
only financial information available 
for review was his practice’s 1976 tax 
return. Obviously, it is difficult to deal 
with practice matters without more 
current information. It was particu¬ 


training and is well within the capa¬ 
bilities of the typical bookkeeper. 

The office should work closely with 
its accountant or consultant for assis¬ 
tance in preparing the monthly 
information form. In addition, a copy 
of the form should be sent each month 
to the accountant, consultant, and/or 
attorney as a useful method of keeping 
them informed and involved in the 
practice. 

The statement form should be 
designed for quick, concise, and 
complete presentation of information 
on a single sheet of paper. Most busy 
doctors have little time for or interest 
in reviewing complex and lengthy fi¬ 
nancial reports. 

Offices that have a computer ser¬ 
vice which provides a breakdown of 
charge, receipt, and expense items by 
categories should still produce a single 
summary sheet of important items 
from that computer printout. A simple 
reference sheet is more practical and 
useful to a busy physician than are 
reams of computer sheets. 

A suggested style for such an in- 
house monthly financial statement 
will be included as part of next 
month’s article. □ 


Librax 

Each capsule contains 5 mg 
chlordiazepoxide HCI and 2.5 mg clidinium Br. 

Please consult complete prescribing informa¬ 
tion, a summary of which follows: 

Indications: Based on a review of this drug 
by the National Academy of Sciences— 

National Research Council and/or other in¬ 
formation, FDA has classified the indications 
as follows: 

“Possibly” effective: as adjunctive therapy in 
the treatment of peptic ulcer and in the 
treatment of the irritable bowel syndrome 
(irritable colon, spastic colon, mucous colitis) 
and acute enterocolitis. 

Final classification of the less-than-effective 
indications requires further investigation. 

Contraindications: Glaucoma; prostatic hyper¬ 
trophy, benign bladder neck obstruction; hyper¬ 
sensitivity to chlordiazepoxide HCI and/or 
clidinium Br. 

Warnings: Caution patients about possible com¬ 
bined effects with alcohol and other CNS depres¬ 
sants, and against hazardous occupations requir¬ 
ing complete mental alertness (e.g., operating 
machinery, driving). Physical and psychological 
dependence rarely reported on recommended 
doses, but use caution in administering Librium® 
(chlordiazepoxide HCI) to known addiction-prone 
individuals or those who might increase dosage; 
withdrawal symptoms (including convulsions) re¬ 
ported following discontinuation of the drug. 

Usage in Pregnancy: Use of minor tran¬ 
quilizers during first trimester should 
almost always be avoided because of 
increased risk of congenital malforma¬ 
tions as suggested in several studies. 
Consider possibility of pregnancy when 
instituting therapy. Advise patients to 
discuss therapy if they intend to or do 
become pregnant. 

As with all anticholinergics, inhibition of lactation 
may occur. 

Precautions: In elderly and debilitated, limit dos¬ 
age to smallest effective amount to preclude 
ataxia, oversedation, confusion (no more than 2 
capsules/day initially; increase gradually as 
needed and tolerated). Though generally not rec¬ 
ommended, if combination therapy with other 
psychotropics seems indicated, carefully consider 
pharmacology of agents, particularly potentiating 
drugs such as MAO inhibitors, phenothiazines. 
Observe usual precautions in presence of im¬ 
paired renal or hepatic function. Paradoxical reac¬ 
tions reported in psychiatric patients. Employ 
usual precautions in treating anxiety states with 
evidence of impending depression; suicidal ten¬ 
dencies may be present and protective measures 
necessary. Variable effects on blood coagulation 
reported very rarely in patients receiving the drug 
and oral anticoagulants; causal relationship not 
established. 

Adverse Reactions: No side effects or manifesta¬ 
tions not seen with either compound alone re¬ 
ported with Librax. When chlordiazepoxide HCI is 
used alone, drowsiness, ataxia, confusion may 
occur, especially in elderly and debilitated; avoid¬ 
able in most cases by proper dosage adjustment, 
but also occasionally observed at lower dosage 
ranges. Syncope reported in a few instances. 

Also encountered: isolated instances of skin erup¬ 
tions, edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal symp¬ 
toms, increased and decreased libido—all infre¬ 
quent, generally controlled with dosage reduction; 
changes in EEG patterns may appear during and 
after treatment; blood dyscrasias (including agran¬ 
ulocytosis), jaundice, hepatic dysfunction re¬ 
ported occasionally with chlordiazepoxide HCI, 
making periodic blood counts and liver function 
tests advisable during protracted therapy. Ad¬ 
verse effects reported with Librax typical of, 
anticholinergic agents, i.e., dryness of mouth, 
blurring of vision, urinary hesitancy, constipation. 
Constipation has occurred most often when 
Librax therapy is combined with other spasmo¬ 
lytics and/or low residue diets. 
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In treating irritable bowel syndrome 


Enhance your therapeutic expectations 

with 

Librax 


Each capsule contains 
mg chlordiazepoxide HC1 
and 2.5 mg clidinium Br. 


antianxiety/antispasmodic/antimotility 


Librax is unique among G.I. medications 
in providing tne specific antianxiety action of 
LIBRIUM ’fchlotdiazepoxide HC1) as well as the potent 
antispasmodic and antimotility actions of 
QUARZAN (clidinium Br) for adjunctive therapy 
of irritable bowel syndrome. 



Librax has been evaluated as possibly effective for this indication. 
Please see brief summary of prescribing information on preceding page. 


Public service equals good PR 



one tablet usually brings 
gentle, overnight relief 


WARREN-TEED 

LABORATORIES, INC. 

DIVISION OF ADRIA LABORATORIES INC. 

COLUMBUS, OHIO 43215 


Continued from page 19 

County physicians joined at the all 
day meeting. Physicians spoke about 
visual evaluation of school children, 
hearing evaluation, nutrition, 
immunizations, musculoskeletal 
problems, infections, and emotional 
problems. According to Mercer 
County Medical Society president 
Theodore Yarboro, M.D., the program 
paid for itself and formed the basis for 
future nurse seminars. 

Media coverage 

Newspapers —In the absence of a 
planned PR approach to the public 
media (newspapers, radio, TV), most 
county medical societies become pub¬ 
lic relations firefighters. The Society 
remains silent until a problem comes 
up. An alternative to this passive rela¬ 
tionship is provided by the State Soci¬ 
ety. Weekly health columns produced 
by the Society offer the means to es¬ 
tablish an ongoing, active relation¬ 
ship with local newspapers. 

Radio —The State Society also pro¬ 
duces a weekly five minute radio pro¬ 
gram which reviews health issues and 
is heard on stations throughout the 
state. 

Television —Nowhere is the power of 
television better illustrated than in 
the world of politics where the prize 
goes to the contender who projects the 
best image. Accordingly, in 1976, the 
Pennsylvania Medical Society spon¬ 
sored its first television training sem¬ 
inar for leaders of organized medicine. 
Physicians who completed the two- 
day course report that it has been in¬ 
valuable to them in improving their 
presentations on the air. The State So¬ 
ciety plans more TV training semi¬ 
nars. 

Awards program —Under the Coun¬ 
cil on Professional Relations and Ser¬ 
vices, the Society continues to sponsor 
a comprehensive awards program. 
Properly administered, awards can 
secure favorable press coverage. 

• Benjamin Rush Awards—Every 
county medical society is encouraged 
to hold a local Benjamin Rush Awards 
program. The awards are presented to 
lay individuals and groups for out¬ 
standing volunteer service. Par¬ 
ticipating on the local level makes the 


county society eligible for the 
statewide contest. 

• Fifty Year Award—Some of the 
best newspaper coverage has occurred 
with the presentation of the Fifty Year 
Award to a beloved community physi¬ 
cian. Properly planned award cere¬ 
monies have the potential to become 
good stories with photo coverage. 

• Environmental Improvement 
Award—Conservation and other en¬ 
vironmental concerns rate high with 
the public. This award demonstrates 
organized medicine’s concerns for the 
community as well as the individual. 
Another advantage of the award is 
that it offers the county societies the 
opportunity to recognize industries 
and volunteer groups. The state envi¬ 
ronmental award program also offers 
additional coverage to local winners. 

• Centenarian Award—County 
medical societies present this award to 
Pennsylvania citizens who are cele¬ 
brating their 100th birthdays. Awards 
are supplied to county societies free of 
charge on request. 

Exhibits —Even in this electronic 
age, fairs continue to be popular. 
County fairs, health fairs, profes¬ 
sional and trade association meetings, 
shopping centers, hospital lobbies, or 
any location with high pedestrian 
traffic is a potential site for an exhibit. 
The State Society has developed an 
exhibit which includes recorded 
health information that is available 
free of charge from PMS. The exhibit 
is professional in appearance and has 
been well received. It fits into four car¬ 
rying cases for ease of shipment. 
Physician directories —A frequent 
criticism from the public is that physi¬ 
cians are hard to find. New families 
moving into an area experience this 
difficulty most severely. Organized 
medicine has executed a relatively 
new concept, the physician directory. 
Outstanding examples in our state 
come from the Allegheny County Med¬ 
ical Society and the Lancaster County 
Medical Society. 

This is just the tip of the iceberg. 
Many county medical societies and 
auxiliaries have successful public re¬ 
lations programs. Tell us about yours, 
today, so that we can spread the 
news. □ 


A Difference in 
TheophyllineTherapy 


micro- pulverized 

BRONKODYL Capsules 

brand of theophylline, USP anhydrous 





Blood levels as fast as an elixir 


■ With minimal gastric irritation* 


*Please see complete prescribing information, a summary of which follows. 


■DESCRIPTION: 

Each green and white hard gelatin capsule contains theophylline USP anhy¬ 
drous, 200 mg., in a micro-pulverized form. Each brown and white hard gelatin 
capsule contains 100 mg. The elixir contains 80 mg. theophylline per 15 ml. 
in a 20% alcohol elixir (approximately 20 calories, 0.9 gm carbohydrate per 
tablespoonful). 

ACTION: Theophylline is a methylxanthine which relaxes the smooth muscu¬ 
lature of the bronchioles through its inhibition of the conversion of cyclic 
adenosine monophosphate to adenosine monophosphate by phosphodiester¬ 
ase. It also has diuretic, cardiotonic, and CNS stimulant effects. 

INDICATIONS: Bronkodyl is indicated for symptomatic relaxation of bronchiolar 
spasm in the chronic obstructive bronchopulmonary diseases: e.g., bronchial 
asthma, chronic bronchitis and pulmonary emphysema. 

CONTRAINDICATIONS: Bronkodyl is contraindicated in persons known to 
have had serious idiosyncratic responses to theophylline, its salts, or the other 
methylxanthines, theobromine, or caffeine and may be contraindicated in peptic 
ulcer. 

WARNINGS: All methylxanthines should be used with caution in children and in 
others who are currently taking bronchodilator products, especially in rectal 
dosage form, which may contain theophylline or related drugs. 

USAGE IN PREGNANCY: Although theophylline has been used for many 
years, with no evidence of adverse fetal effect or teratogenicity, its safety in 
pregnancy has not been established. Therefore use of Bronkodyl during lacta¬ 
tion or in women of childbearing potential requires that possible benefits of the 
drug be weighed against possible hazards to fetus or child. 

PRECAUTIONS: Bronkodyl should be used with caution in patients with cardiac 
or circulatory disease. 


ADVERSE REACTIONS: Gastrointestinal: Epigastric distress, nausea, vomit¬ 
ing. Cardiovascular: palpitations. CNS: Insomnia, restlessness, irritability, con¬ 
vulsion. 

DOSAGE AND ADMINISTRATION: Adults: Usual dosage of Bronkodyl is 200 
mg. every 6 hours (four doses in each 24 hours). This dosage may be adjusted 
to reflect individual clinical response as an indication of slow or rapid metab¬ 
olism of the drug. If adverse reactions are encountered, each dose may be 
reduced, or the interval between doses may be lengthened, or both. If clinical 
response is not satisfactory, indicating possible rapid inactivation of the drug, 
dosage may be gradually increased to achieve the desired response. In some 
instances of either too slow or too rapid metabolism, plasma levels of theo¬ 
phylline should be determined and dosage adjusted accordingly to achieve 
levels above 10 mcg/ml, but not to exceed 20 mcg/ml. 

Dosage in Children: Usual dosage should be based on administration of 10 mg 
per kg per 24 hours, divided in 4 doses per day, given every 6 hours. As this may 
not be possible with use of the capsules, Bronkodyl elixir may be used. Theo¬ 
phylline saliva levels (approximately 60% of simultaneous blood levels), may 
facilitate dosage adjustments, especially in children, to obtain appropriate 
response. 

HOW SUPPLIED: 

Bronkodyl 100 mg., brown and white capsules in 100's, Code #1831. 

Bronkodyl 200 mg., green and white capsules in 100's, Code #1833. 

Bronkodyl Elixir, 80 mg. per 15 ml, in pints. Code #1835. 
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Time is the test of all things 



BRIEF SUMMARY 

Indications: Oral potassium therapy for the prevention and treatment of 
hypokalemia which may occur secondary to diuretic or corticosteroid 
administration. May be used in the treatment of cardiac arrhythmias due 
to digitalis intoxication. 

Contraindications: Severe renal impairment with oliguria or azotemia, 
untreated Addison's disease, adynamia episodica hereditaria, acute 
dehydration, heat cramps and hyperkalemia from any cause. 
Precautions: Potassium intoxication by oral administration 
rarely occurs in patients with normal kidney function, however, 
potassium supplements must be administered with caution, 
since the amount of the deficiency or daily dosage is not 
accurately known. Frequent checks of the clinical status of 
the patient, and periodic ECG and/or serum potassium 
levels should be made. High serum concentrations of 
potassium ion may cause death through cardiac 
depression, arrhythmias or arrest. This drug should 
be used with caution in the presence of cardiac 
disease. 

In hypokalemic states, especially in pa¬ 
tients on a low-salt diet, hypochloremic 
alkalosis is a possibility that may require 
chloride as well as potassium 
supplementation. 

Adverse Reactions: Nausea, vomiting, 
diarrhea, and abdominal discomfort 
have been reported. The most se¬ 
vere adverse effect is hyper¬ 
kalemia. 

Overdosage: Potassium intoxica¬ 
tion may result from overdosage 
of potassium or from therapeutic 
dosage in conditions stated under 
“Contraindications”. Hyperkale¬ 
mia. when detected, must be 
treated immediately because le¬ 
thal levels can be reached in a few 
hours. 


Kaon Elixir 

(potassium qluconate) 

20 mEq per 15 ml 
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Commission calls for voluntary improvement 


Physician manpower distribution subject of report 


Geographic and specialty distribu¬ 
tion of physicians is a key problem fac¬ 
ing organized medicine in Pennsylva¬ 
nia, according to a recent report by the 
State Society’s Commission on Educa¬ 
tion and Manpower. 

The Commission concludes: "Dis¬ 
tribution—rather than physician 
shortage or overage—will remain the 
object of state and federal legislation. 
If organized medicine is concerned 
with government manipulation and 
intervention into medical education 
and training, it should undertake con¬ 
certed efforts to resolve problems of 
physician distribution through volun¬ 
tary means.” 

The report, an update of informa¬ 
tion from 1973-74 data last published 
in the March 1975 issue of Pennsyl¬ 
vania Medicine, analyzes physician 
supply and distribution in the Com¬ 
monwealth using 1976 data supplied 
by the state Department of Health. 

The data indicate that: 

• Pennsylvania still ranks high in 
total number of physicians in direct 
patient care. In 1976 Pennsylvania 
ranked sixteenth in the United States 
with one physician for every 778 peo¬ 
ple, compared with eleventh in 1974 
with one for every 627. 

• Geographic centralizing of physi¬ 
cians in urban rather than rural areas 
continues. 

• A shortage of primary care physi¬ 
cians continues. 

In light of the Commission’s find¬ 
ings, the report recommends that: 

• The Pennsylvania Medical Soci¬ 
ety should encourage programs to in¬ 
crease availability of primary care 
physicians. Among these programs 
are the vast number of primary care 
residencies throughout the state. 


• The State Society should encour¬ 
age decentralized medical education 
at graduate and undergraduate levels. 
Current studies suggest that selection 
of rural students and high exposure to 
a rural setting may be effective in in¬ 
fluencing geographic distribution. 

• With improved data collecting 
techniques comes the ability to predict 
physician shortage due to retirement 
and influx of foreign medical gradu¬ 
ates. Early planning is recommended 
to meet possible physician shortages. 

A summary of the Commission re¬ 
port follows. 

Physician distribution 

In November 1976 questionnaires 
accompanying license renewals were 
mailed to all medical doctors licensed 
in Pennsylvania. Ninety-two percent, 
or 23,923 of the 26,035 physicians re¬ 
newing their licenses, responded. 

The data indicate that Pennsylva¬ 
nia’s physician to population ratio has 
improved since 1975 in urban areas 
and Standard Metropolitan Statistical 
Areas. Few counties have seen a de¬ 
cline in the ratio, and in several the 
ratio has improved dramatically due 
to the presence within their borders of 
medical centers, medical schools, and 
teaching institutions. An exceptional 
example is Montour County, in which 
the current ratio of one physician for 
every 98 people reflects the presence of 
a tertiary care medical center which 
draws patients from other counties. 

Shifting physician distribution in 
Pennsylvania is illustrated in Figure 
1, which shows total distribution of 
MDs and DOs, and Table 1, which 
gives individual county statistics. 
Twenty-one counties have lost doc¬ 
tors, forty have gained, and six remain 
unchanged. 


Availability of primary care 

A clear picture of access to medical 
care in Pennsylvania emerges with 
measurement of the number of pri¬ 
mary care physicians available and 
their distribution throughout the 
state. 

Comparison of the new data with 
ratios from the 1975 study indicates 
an overall increase in the availability 
of primary care based, on these statis¬ 
tics. Other factors influencing the 
need for primary care, such as age of 
population, disease prevalence and 
severity, general economics of the 
population, and ability to secure medi¬ 
cal services, are not weighted in this 
study. 

The current ratios include physi¬ 
cians who listed as their primary area 
of practice the following specialties: 
family/general practice, general pre¬ 
ventive medicine, geriatrics, internal 
medicine, obstetrics/gynecology, and 
pediatrics. 

Various study groups have esti¬ 
mated the number of primary care 
physicians necessary to meet the med¬ 
ical needs of a given population. These 
estimates range from one primary 
care physician for every 752 people to 
one for every 1,585. 

A study of the county ratios of 
family/general practice physicians to 
population shows that almost all 
counties in Pennsylvania still fall 
short of an ideal ratio. Most studies 
estimating the need for family physi¬ 
cians place an ideal number at one for 
every 2000-2500 people. Pennsylva¬ 
nia’s overall ratio is one for every 
4,069 people. 

The Commission’s 1975 study indi¬ 
cated a need to increase family/ 
general practitioners by 25 percent. 
Since then the number has increased 
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by 102, from 2,813 to 2,915 (3.2 
percent)—far from the 703 recom¬ 
mended. 

Influences on distribution 

A major influence on specialty dis¬ 
tribution in the past three years is the 
increase in family practice residen¬ 
cies. In 1969 there was one family 
practice residency; this number in¬ 
creased to 18 in 1974 and stood at 29 in 
1976. As of December 1976, 311 resi¬ 
dents, 98 of whom were in their third 


year, participated in the 29 programs. 

Other influences on the supply of 
physicians in direct patient care are 
the age of practicing physicians and 
the number of foreign medical grad¬ 
uates practicing in the state. 

Analysis of the statewide age dis¬ 
tribution of physicians shows that 30 
percent are 55 and over. In 12 
counties—Bedford, Cameron, Clarion, 
Fayette, Forest, Franklin, Indiana, 
McKean, Schuylkill, Sullivan, 
Wayne, and Wyoming—25 percent or 
more of active physicians are over 65. 


Foreign medical graduates (FMGs) 
comprise 19.3 percent of active medi¬ 
cal doctors in the state. Of the total of 
2,040 new licenses granted in 1976 by 
the State Board, 707 were granted to 
foreign medical graduates. Current 
legislation aimed at tightening re¬ 
quirements for entering the United 
States may reduce this source of 
physician manpower. 

The full Commission report is 
available from the PMS Council on 
Education and Science, 20 Erford Rd., 
Lemoyne, PA 17043. 


TABLE 1 

Statistical Profile of Pennsylvania Counties (1976) 
(Total population 11,862,000) 


Physician / Physician/ 



No. MDs 


population 


No. MDs 


population 

County 

12176 

+/-* 

ratio 

County 

12/76 

+/-* 

ratio 

Adams 

31 

-2 

1/2,033 

Lackawanna 

229 

-4 

1/1,028 

Allegheny 

2,542 

+632 

1/590 

Lancaster 

294 

+ 15 

1/1,174 

Armstrong 

35 

+3 

1/2,209 

Lawrence 

76 

-1 

1/1,382 

Beaver 

131 

-8 

1/1,595 

Lebanon 

98 

+ 11 

1/1,092 

Bedford 

20 

-1 

1/2,175 

Lehigh 

380 

+ 101 

1/698 

Berks 

325 

+2 

1/941 

Luzerne 

319 

+ 30 

1/1,078 

Blair 

141 

+ 12 

1/949 

Lycoming 

136 

+32 

1/848 

Bradford 

92 

+20 

1/656 

McKean 

28 

-2 

1/1,850 

Bucks 

314 

+ 20 

1/1,492 

Mercer 

100 

+4 

1/1,283 

Butler 

84 

+8 

1/1,667 

Mifflin 

31 

0 

1/1,426 

Cambria 

83 

+ 17 

1/1,033 

Monroe 

65 

+6 

1/860 

Cameron 

2 

0 

1/3,400 

Montgomery 

1,073 

-133 

1/590 

Carbon 

37 

+ 2 

1/1,411 

Montour 

176 

+82 

1/98 

Centre 

92 

+ 14 

1/1,174 

Northampton 

216 

-24 

1/1,040 

Chester 

295 

+34 

1/1,006 

Northumberland 

42 

-8 

1/2,421 

Clarion 

15 

+4 

1/2,753 

Perry 

7 

0 

1/4,629 

Clearfield 

46 

+4 

1/1,720 

Philadelphia 

4,610 

+ 1,999 

1/394 

Clinton 

24 

-7 

1/1,558 

Pike 

5 

-2 

1/2,900 

Columbia 

40 

-1 

1/1,505 

Potter 

14 

+ 2 

1/1,186 

Crawford 

61 

-5 

1/1,404 

Schuylkill 

117 

0 

1/1,361 

Cumberland 

170 

-20 

1/1,008 

Snyder 

11 

-2 

1/2,873 

Dauphin 

490 

+ 187 

1/459 

Somerset 

39 

+ 5 

1/2,031 

Delaware 

618 

-57 

1/949 

Sullivan 

2 

0 

1/2,950 

Elk 

27 

+ 2 

1/1,374 

Susquehanna 

22 

+3 

1/1,723 

Erie 

240 

+32 

1/1,146 

Tioga 

21 

+ 1 

1/2,038 

Fayette 

80 

-3 

1/1,946 

Union 

26 

+6 

1/1,192 

Forest 

2 

-1 

1/2,650 

Venango 

65 

+ 9 

1/992 

Franklin 

88 

+ 7 

1/1,235 

Warren 

60 

+ 19 

1/787 

Fulton 

3 

+ 1 

1/3,967 

Washington 

162 

+ 24 

1/1,324 

Greene 

22 

+3 

1/1,741 

Wayne 

16 

+4 

1/2,206 

Huntingdon 

22 

-3 

1/1,809 

Westmoreland 

289 

+ 25 

1/1,320 

Indiana 

48 

+3 

1/1,796 

Wyoming 

12 

0 

1/1,967 

Jefferson 

23 

-4 

1/2,017 

York 

245 

+ 27 

1/1,179 

Juniata 

3 

-2 

1/6,033 

Total 

15,232 

Total +3,082 

Average 1/778 


‘Increase or decrease in M.D.s from 1974 statistics. 


28 


Pennsylvania Medicine, July 1978 




Total Physicians (MDs and DOs) in Direct Patient Care 



Pennsylvania Medicine, July 1978 


29 


Adams = County name 

31 (3) Number of MDs (DOs) in county 

1 1844 Ratio of physicians (MD and DO) to population 





































OLBY PROCLAIMS 
WOMAN SUFFRAGE 


Social Security Bill Is Signed; 
Gives Pensions to Aged, Joblei 


igns Certificate of Ratification 
at His'Home Without 
Women Witnesses. 


Roosevelt Approves Message Intended to Benefit 30,000,1 
Persons When States Adopt Cooperating Laws-He Call 
the Measure ‘Cornerstone’of His Economic Program. 


MUTANTS VEXED AT PRIVACY. 


Wanted Movies of Ceremony, 
But Both Factions Are 


Aug. y*mm 

v " x - ** m 



SENATE APPROVES 
18-YEAR OLD VOTE 
IN ALL ELECTIONS 


Amendment to Constitution 
is Sent to House, Where 
Passage is Expected 


WASHINGTON, Aug. 14, 19 
The Social Security Bill, provi< 
a broad program of unemploy?] 
insurance and old age pensi 
and counted upon to benefit s 
20,000,000 persons, became lav 
day when it was signed by Pi 
dent Roosevelt in the presenc 
those chiefly responsible for 
ting it tl *oug) < s. 

Mr. Ro sevelt cal 
“the co erstone 


0 4 


TRUMAN CLOSES 


WASHINGTON,MarchlO, 
1971~The Senate approve 4 

■■fit? A sen I.*” 


'ED NATIONS CONFEREE 


TH PLEA TO TRANSLAT 
CHARTER INTO DEEDS 


NEW WORLD HOPE 


President Hails ‘Great 
Instrument of Peace,’ 
Insists It Be Used 


> HISTORIC LANDMARK 



Pictures Peace Gain 


“If we fail to use it,'’ he declared 
to the solemn final meeting of the 
delegates, ‘we shall, betray all of 
those who have died in order that 
we might meet'here in freedom and 
safety to create it.' 

“If we seek to use it selfishly—for 
the advantage of any one nation or 
any small group of nations—we 
shall be equally guilty of that be- 
trayal.” 

Fervent Interpolation 
The President, speaking in the 
auditorium of the War Memorial 
Opera House, built in memory of 
sons of the Golden Gate city who 
gave their lives in the first World- 
War, in which he himself served, 
seemed to give unconscious expres¬ 
sion to the solemn feeling of the 
occasion when, at the outset of his 
speech, he interpolated the words, 
half a hope, half a prayer: 

“Oh, what a great day this can 
be in history!” ‘. ’ ' a 

Just before the plenary session 
the President accomnanied the 



the Draft 


Ends Nos 


WASHINGTON, Jan. 27, 
1973—“With the signing of 
the peace agreement in 
Paris today, and after re¬ 
ceiving a report from the 
Secretary of the Army that 






















PATIENT PACKAGE INSERTS: A 
CONCEPT WHOSE TIME HAS COME? 


The consumer’s right to know is an ir¬ 
reversible and desirable trend of the 
Seventies. It extends, and properly, to a 
patient’s right to know more about his 
or her prescription medications. One 
way, gaining favor, is through patient 
package inserts. Wisely-prepared and 
properly distributed when medically in¬ 
dicated, they could markedly improve 
patient knowledge and drug therapy— 
laudable goals by anyone’s standards. 

The PMA endorses these goals and 
will work with government, the health 
professions and consumers to achieve 
them. 

_ The Advanta ges_ 

The concept holds promise of benefits: 
better patient understanding of the 
product prescribed, better adherence 
to the treatment plan, and more aware¬ 
ness of possible side reactions. 

Every doctor has had patients 
who fail to finish antibiotic regimens 
because they feel better. Some patients 
assume that if one tranquilizer or 
analgesic is good, two may be twice as 
good. Still others fail to report dizzi¬ 
ness while on antihypertensive therapy 
—and so on. 

Problems like these might arise 
less often if the patient received writ¬ 
ten information in addition to verbal 
instructions. Some studies suggest 
that patients are more receptive to 
such materials, and they more often 
understand the verbal instructions and 
follow them, when inserts are used. 

The Disadvanta ges_ 

There are also some potential prob¬ 
lems. Obviously, the inserts must be 
clearly phrased, without extraneous or 
complex detail. How much information 


is enough? How can it be kept current? 
Should all patients receive the same 
information? Should inserts be in¬ 
cluded with all drugs? Should only 
potential problems be listed or are 
patients better off with a “fair balance” 
presentation that describes usefulness 
as well as drawbacks? 

These and similar questions 
require answers, since model inserts 
have yet to be properly developed and 
tested. Despite the need for these 
studies, the FDA is proceeding pre¬ 
maturely with inserts on selected 
products. We think the Congress is the 
only place where the matter can be 
given the proper legal status and 
direction, particularly since it repre¬ 
sents a conceptual change in the legal, 
medical and social framework of the 
nation’s prescription drug information 
system. 

_ The Solution _ 

The PMA believes that carefully- 
devised pilot studies of various kinds 
of inserts are needed. They should be 
developed and implemented with full 
participation by doctors, pharmacists, 
consumers, communications experts 
and the drug industry. Such studies 
will provide reliable pathways to 
follow, so that inserts will be useful 
aids to medical practice. 

And particularly we think that 
you should be closely involved in this 
debate and in these studies and deci¬ 
sions. Otherwise, people with less 
experience and qualifications may 
control the purposes, content and use 
of a tool with considerable promise for 
improved patient care. It could make a 
difference in your practice tomorrow, 
and more importantly, in the health 
of your patients. 


BWk 

THE PHARMACEUTICAL MANUFACTURERS ASSOCIATION 
1155 FIFTEENTH ST, N. W., WASHINGTON. D. C 20005 











MDs in the news 


Leonard S. Dreifus, M.D., Narberth, 
recently was installed as 27th presi¬ 
dent of the 8,500-member American 
College of Cardiology. Dr. Dreifus is 
chief of cardiovascular diseases at 
Lankenau Hospital and professor of 
medicine at Jefferson Medical Col¬ 
lege. 

Dr. Dreifus and Stanley K. 
Brockman, M.D., professor of 
surgery and director of the division of 
cardiothoracic surgery at Jefferson 
Medical College, recently returned 
from a 17-day lecture tour of Africa. 
Sponsored by the U.S. State Depart¬ 
ment and the American College of 
Cardiology, the two physicians par¬ 
ticipated in an educational program 
on cardiovascular diseases in Nigeria, 
Kenya, and the Sudan. 

Indru T. Khubchandani, M.D., Al¬ 
lentown, has been elected president of 
the Pennsylvania Society of Colon and 
Rectal Surgeons. Dr. Khubchandani is 
president of the medical staff of Allen¬ 
town and Sacred Heart Hospital 
Center, associate director general of 
the International Society of Colon and 
Rectal Surgeons, and immediate past 
president of the Lehigh County Medi¬ 
cal Society. 



Dr. Khubchandani Dr. Parry 


Frazer Parry, M.D., Philadelphia, 
founding director and senior vice pres¬ 
ident of Philadelphia’s Magee Memo¬ 
rial Rehabilitation Center, recently 
received the Charles L. Eby Award 
from the Pennsylvania Rehabilitation 
Association. The award, named for the 
former director of the Pennsylvania 
Bureau for Vocational Rehabilitation, 
was given for Dr. Parry’s years of out¬ 
standing contributions in the field of 
rehabilitation medicine. 


Wesley W. Bare, M.D., chairman of 
obstetrics and gynecology at Method¬ 
ist Hospital in Philadelphia, recently 
was featured on the cover of Parade 
magazine for his efforts to raise safety 
standards for air ambulances. Dr. 
Bare, founder and president of North 
American Air Ambulance, is a clinical 
professor at Jefferson Medical Col¬ 
lege, a licensed pilot, and a medical 
examiner for the Federal Aviation 
Administration. 

Francis E. Rosato, M.D., Gladwyne, 
has been appointed chairman of 
surgery at Jefferson Medical College, 
effective August 1. Dr. Rosato, who 
received his medical training at 
Hahnemann Medical College, returns 
to Philadelphia from Norfolk, Vir¬ 
ginia where he has been chairman of 
surgery at Eastern Virginia Medical 
School. 

The Philadelphia Academy of Family 
Physicians recently elected the follow¬ 
ing officers: Stanley Greenwald, 
M.D., president; Budd E. Axelrod, 
M.D., vice president; Henry G. 
Klinges, M.D., secretary; and Eddie 
Lee Clark, M.D., treasurer. 

New diplomates of the American 
Board of Internal Medicine include: 
Richard E. Lynn, M.D., Con- 
nelsville; and Robert Grunberg, 
M.D., Mark I. Koshar, M.D., A. 
Rashid Makhdomi, M.D., Terry R. 
Pundiak, M.D., and Stanely R. 
Walker, M.D., all of Easton. Other 
physicians recently certified by their 
respective specialty boards are: 
Murat Bankaci, M.D., and Hussain 
G. Malik, M.D., by the American 
Board of Otolaryngology; Mark 
Rader, M.D., and M.P. Lin, M.D., by 
the American Board of Obstetrics and 
Gynecology; Mahendra Matta, M.D., 
Gerald Morrow, M.D., and Kenneth 
W. Graf, M.D., by the American 
Board of Surgery; Wayne Chiavacci, 
M.D., by the American Board of Pe¬ 
diatric Cardiology; and Charles M. 
Maas, Jr., M.D., by the American 
Board of Pathology. 


Norman N. Cohen, M.D., Philadel¬ 
phia, chairman of medicine at the 
Mercy Catholic Medical Center in 
Darby, has been elected president of 
the Delaware Valley Society for Gas¬ 
trointestinal Endoscopy. The society 
promotes education and research in 
the field. 



Dr. Cohen Dr. Cox 


Paul A. Cox, M.D., of Carlisle, re¬ 
cently received the Distinguished 
Service Award of the Pennsylvania 
Academy of Ophthalmology and 
Otolaryngology for his extensive ser¬ 
vice in the specialty. A former presi¬ 
dent of the Academy, Dr. Cox is 
chairman of the Academy’s Ophthal¬ 
mology Legislative Committee. 

Gilbert Grossman, M.D., Jenkin- 
town, has been elected president of the 
medical staff at Rolling Hill Hospital. 
A specialist in internal medicine and 
cardiology, Dr. Grossman is also 
chairman of the hospital’s department 
of medicine. 

Herbert Diamond, M.D., Wynne- 
wood, recently was elected vice presi¬ 
dent of the National Council of Com¬ 
munity Mental Health Centers. Dr. 
Diamond is medical director of the 
West Philadelphia Community Men¬ 
tal Health Consortium, Inc., and asso¬ 
ciate professor of psychiatry at the 
University of Pennsylvania School of 
Medicine. 

William C. Beck, M.D., president of 
the Donald Guthrie Foundation for 
Medical Research and former chair¬ 
man of surgery at the Robert Packer 
Hospital and Guthrie Clinic, Sayre, 
recently was elected president of the 
Association for the Advancement of 
Medical Instrumentation. 
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Office counseling 


Evaluating and treating chronic alcoholism 

Soroush S. Noori, M.D. 

Joseph Adlestein, M.D. 


P hysicians often are consulted 
about management of the alco¬ 
holic patient, either for the alcoholism 
itself or for the medical complications 
resulting from it. This article de¬ 
scribes the physician’s role in manag¬ 
ing the medical aspects of alcoholism, 
counseling the patient and his family, 
referring for specialized services, and 
using community resources. 

Chronic alcoholism 

Alcoholism is a chronic illness that 
is psychic, somatic, or psychosomatic, 
and manifests itself as a disorder of 
behavior. It is characterized by the re¬ 
peated drinking of alcoholic beverages 
to an extent that exceeds customary 
dietary use or compliance with social 
customs of the community, and inter¬ 
feres with the drinker’s health or his 
social or economic functioning. 1 

Prevalence —Of the nearly 100 mil¬ 
lion Americans who drink alcoholic 
beverages, an estimated nine million 
suffer from alcoholism. The illness 
may affect anyone, regardless of social 
class, vocation, sex, age, race, educa¬ 
tion, or intelligence. Only 3.5 percent 
of alcoholics are stereotypes of the 
"skidrow” variety; the typical alco¬ 
holic is employed, married, and living 
with his family. Although alcoholism 
is more prevalent in large cities than 
in rural areas, a physician may en¬ 
counter alcoholics wherever he prac¬ 
tices. 

An estimated five of six alcoholics 
are men between the ages of 35 and 55. 
Many clinicians believe, however, 
that alcoholism equally affects men 
and women. The statistical difference 
appears because the disease is more 
visible in men; women are able to re¬ 


main in their homes and avoid detec¬ 
tion. Other statistics indicate that 
drinking among teenagers is becom¬ 
ing more popular and that teenage al¬ 
coholism is a growing problem. 

Impact on society —Each year al¬ 
coholism costs the nation an estimated 
$75 billion in lost work time, health 
and welfare services, property dam¬ 
age, medical expenses, and law en¬ 
forcement. For each alcoholic, three or 
four "significant others” suffer from 
various degrees of emotional and fi¬ 
nancial stress. According to the Na¬ 
tional Council on Alcoholism, 64 per¬ 
cent of homicides, 41 percent of as¬ 
saults, 34 percent of rapes, 30 percent 
of suicides, and 60 percent of child 
abuse cases are associated with al¬ 
cohol consumption. The National 
Safety Council reports that alcohol 
consumption is related to more than 
50 percent of car accidents fatal to 
drivers and more than one-third of car 
accidents fatal to adult pedestrians. 

Etiology —According to most inves¬ 
tigators in the field, alcoholism results 
from a complicated interplay of psy¬ 
chological, socio-cultural, and biologi¬ 
cal factors. 

Psychological —Through its effects 
on the central nervous system, alcohol 


Dr. Noori is director of the psychiatry 
consultation and liaison service of the 
department of psychiatry at the Penn¬ 
sylvania State University College of 
Medicine, Hershey. Dr. Adlestein is 
chief of psychiatry at Harrisburg Hospi¬ 
tal and director of emergency 
psychiatry services at the hospital’s 
mental health/mental retardation 
center. 


provides relief from hostility, guilt, 
tension, and anxiety. It decreases in¬ 
hibitions, increases the ability to ex¬ 
press aggression, and is used com¬ 
monly as a coping mechanism in deal¬ 
ing with conflicts. The personality 
structure among alcoholics is as var¬ 
ied as the personality structure in 
non-alcoholics; the "typical alcoholic 
personality” is a myth. 

Social —Since alcohol is a drug that 
facilitates social contact, "conforming 
to the group” is often the rationale for 
the early stages of drinking. Poverty, 
social tensions, identification with 
other members of society, and social 
group pressures play a role in the 
manifestation and intensification of 
alcoholism. Certain occupations 
present a significant risk for al¬ 
coholism, including bartending, com¬ 
mercial traveling, and brewery jobs. 

Biological —Evidence strongly indi¬ 
cates biological differences between 
alcoholics and non-alcoholics. There is 
also evidence suggesting a familial 
predisposition to alcoholism. 2 

Recognizing alcoholism 

Early signs of alcoholism are few in 
number and easily overlooked. During 
this phase, the physician’s most valu¬ 
able tools are a high index of suspicion 
and taking a routine "drinking histo¬ 
ry.” In the late phase of illness, the 
signs are numerous and not likely to 
be missed. 

When taking a history for al¬ 
coholism, the physician should be 
aware that: 

• More than 70 percent of the adult 
population drinks on a regular basis. 

• Most alcoholics live with their 
families and superficially do not differ 
from non-alcoholics. 

• An alcoholic patient has a strong 
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TABLE 1 

Signs of Alcoholism 

(Adapted from Seliger, R.V., M.D. 3 ) 


1. Do you need a drink at a definite time every day? 12. 

2. Do you prefer drinking alone? 13. 

3. Do you find yourself getting drunk every time you drink? 14. 

4. When you drink, do you have loss of memory or blackouts? 15. 

5. Do you have the shakes after drinking? 16. 

6. Do you get the inner shakes unless you continue drinking? 17. 

7. Do you hide or sneak your drinks? 18. 

8. Do you have mid-week or weekend drunks? 19. 

9. Do you crave a drink in the morning? 20. 

10. Has drinking made you careless of your family’s welfare? 21. 

11. Do you show marked moodiness as a result of drinking? 22. 


Is it jeopardizing your job, business, or career? 

Has it made you irritable or belligerent? 

Do you become argumentative when drinking? 

Is it making your home life unhappy? 

While drinking are you restless in your sleep? 

Do you drink to relieve feelings of inadequacy? 

Has drinking made you harder to get along with? 

While drinking, have you become extravagant in behavior? 
Has your drinking pattern changed? 

Have you lost any friends or any job as a result of drinking? 
Do you continually seek occasions for drinking? 


TABLE 2 

Suggestions for Families of Alcoholics 

(Adapted 4 ) 


DOs 

1. Learn the facts about alcoholism. Attend meetings of AA and 
Al-Anon family groups. 

2. Develop a positive attitude to match the facts. 

3. Test your attitude toward alcoholism by taking honest, per¬ 
sonal inventory of yourself. 

4. Discuss the situation with someone you trust; if possible, a 
person who has experienced some phase of alcoholism. 

5. Abstain from alcohol. 

6. Establish and maintain a healthy atmosphere in the home, 
with a sympathetic place in the family circle for the alcoholic 
member. 

7. Encourage new interests and participate whenever possible 
in recreational or occupational activities; encourage him to 
see old friends. 

8. Be patient and live one day at a time: recovery doesn’t hap¬ 
pen overnight. Accept setbacks and relapses with equanim¬ 
ity. 

9. Approach the alcoholic about his drinking problem but only 
when he is sober. 

10. Discreetly place injurious objects out of sight, and attempt to 
withhold car keys when the alcoholic becomes intoxicated. 

11. Explain the nature of alcoholism as an illness to children in 
the family; try to spare their seeing the alcoholic parent in an 
extremely intoxicated state. 

12. Advise local bartenders and police, whenever possible, 
about the alcoholic’s condition to help prevent community 
incidents and embarrassments. 


DON’Ts 

1. Don’t preach, nag, lecture, or assume a “holier-than-thou” 
attitude. 

2. Never use emotional appeals like “If you loved me”—they 
increase feelings of guilt and the compulsive need to drink. 

3. Don’t make threats you won’t carry out. 

4. Don't see the alcoholic as a moral weakling or take over his 
responsibilities, leaving him with no sense of importance or 
value. 

5. Don’t shelter the alcoholic from situations in which alcohol is 
present; don't hide bottles or pour liquor down the drain. 

6. Never extract promises or place the alcoholic in a position in 
which he must be deceitful. 

7. Don’t argue or put pressure on the alcoholic when he is 
drinking or intoxicated. 

8. Never be overconfident or expect a recovery that is either 
immediate or complete. 

9. Don’t cover up or make excuses for the alcoholic. 

10. Try not to be a martyr, feel ashamed or at fault. These at¬ 
titudes destroy objectivity. 

11. Avoid passing judgment on the method of recovery selected 
by the alcoholic. 

12. Never use the children as tools or turn them against the 
alcoholic. 
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tendency to deny drinking problems 
and to rationalize drinking. 

• Most alcoholics and non¬ 
alcoholics call themselves "social 
drinkers.” It is important to determine 
exactly how much the patient drinks, 
how often he drinks, and the largest 
amount that he occasionally drinks. If 
answers to these questions suggest a 
drinking problem, the physician speci¬ 
fically asks about effects of the pa¬ 
tient’s drinking on his job, family, and 
social adjustment. Table 1 lists ques¬ 
tions that may confirm the diagnosis 
of alcoholism. 

• Fear of offending a patient does 
not justify avoidance of proper evalua¬ 
tion and treatment of any illness. 

When taking a history, the physi¬ 
cian may note the following warning 
signs of alcoholism: 

1. Frequent drinking sprees and an 
increase in tolerance to alcohol. 

2. Solitary drinking (to relieve anx¬ 
iety, depression, or other symptoms) 
and a tendency to make excuses for 
drinking. 

3. Taking extra drinks before par¬ 
ties, drinking before coming home, or 
drinking during the day. 

4. Avoiding any reference to drink¬ 
ing, or lying about consumption of al¬ 
cohol. 

5. Frequent absenteeism from the 
job, a decline in job status, and recur¬ 
ring problems with the job. 

6. Frequent family and marital 
problems. 

7. A decline in social status and a 
history of arrests for drunken driving 
or other alcohol-related offenses. 

On physical examination of the pa¬ 
tient, the following signs may indicate 
a diagnosis of alcoholism: 

1. Odor of alcohol on breath at time 
of medical appointment. 

2. Tachycardia, flushed face, and 
nocturnal diaphoresis. 

3. Coarse and unexplained hand 
tremor. 

4. Alcoholic facies, vascular en¬ 
gorgement of the face, and red nose. 

5. Ecchymosis on the lower ex¬ 
tremities, arms, or chest. 

6. Cigarette or other bums on the 
hands or chest. 

7. Dehydration and nutritional de¬ 
ficiency. 

8. Increased incidence of infection. 


9. Persistent gastric or duodenal 
ulcer, pancreatitis, or cirrhosis of the 
liver. 

10. Peripheral neuropathy. 

11. Evidence of forgetfulness, emo¬ 
tional lability, and other features of 
organic brain syndrome. 

Managing the alcoholic 

Medical complications —The life 
expectancy for alcoholics is 10 to 12 
years less than average. No organ sys¬ 
tem is safe from the chronic, heavy use 
of alcohol. In the gastrointestinal 
tract, liver damage is the most serious 
problem, followed by bleeding, gastric 
ulcer, gastritis, and diarrhea. Chronic 
alcoholics may also develop car¬ 
diomyopathy, myopathy, throm¬ 
bocytopenia, and anemia. Amblyopia 
may be an effect of retrobulbar 
neuropathy (tobacco-alcohol ambly¬ 
opia). Another important nervous sys¬ 
tem disease is the Wernicke- 
Korsakoff syndrome, of which con¬ 
fabulation and short-term memory 
loss are the most significant features. 

Delirium tremens (DTs) may occur 
during complete or relative absti¬ 
nence from ethanol. The most common 
withdrawal symptom is tremor fol¬ 
lowed by confusion, psychotic man¬ 
ifestations, and clouding of the sen- 
sorium. Finally, alcoholic hallucinosis 
and suicide can be secondary to the 
chronic use of alcohol. 

Complete medical evaluation and 
treatment of all medical complications 
is essential. 

Treating anxiety —When treating 
chronic alcoholism, anti-anxiety 
agents should be used with great cau¬ 
tion. These drugs generally do not im¬ 
prove the patient’s potential for re¬ 
habilitation and may lead to new or 
additional forms of drug dependence. 
All anti-anxiety drugs potentiate the 
effect of ethanol, and most result in 
cross addiction. In a minority of pa¬ 
tients suffering from severe, gen¬ 
eralized, persistent (free floating) anx¬ 
iety, however, there may be benefit 
from the limited use of anti-anxiety 
drugs. Among these drugs the long- 
acting benzodiazepines, such as 
diazepam or chlordiazepoxide, are 
better choices because tolerance is less 
of a problem, and when used alone the 
suicide risk is not high. 


Treating depression —Patients who 
drink because they are endogenously 
or reactively depressed frequently 
benefit from tricyclic antidepressants 
and/or psychotherapy. The physician 
should evaluate and treat these pa¬ 
tients or refer them for psychiatric 
treatment. 

Use of Disulfiram —Certain patients 
benefit from Disulfiram, a phar¬ 
macologic deterrant to drinking. It 
can be used as a major adjunct in the 
treatment of the well-motivated alco¬ 
holic who at times has an impulsive 
craving for alcohol. Disulfiram should 
never be administered to a patient 
who is intoxicated. 

Following alcohol ingestion, this 
drug blocks aldehyde dehydrogenase, 
which results in an accumulation of 
acetaldehyde. Markedly unpleasant 
symptoms, such as flushing of the face, 
a feeling of constriction in the neck, 
spasms of coughing, and labored 
breathing are experienced. With con¬ 
sumption of larger amounts of alcohol, 
the patient soon feels nauseated and 
begins to vomit, flushing is replaced 
by pallor, and the patient becomes 
hypotensive. 

Disulfiram has a long duration of 
action (an average of four days) even 
after it is discontinued. Most patients 
can be maintained on a daily dose of 
125 to 500 mg. 

The patient and his family should be 
instructed about the drug and its in¬ 
teraction with alcohol, and the patient 
also should carry an identification 
card stating that he is under treat¬ 
ment with Disulfiram. The card 
should indicate the name of the physi¬ 
cian and/or institution to be contacted 
in an emergency. 

Disulfiram is contraindicated in pa¬ 
tients with a history of heart disease 
or psychosis, and it is used cautiously 
with many other drugs in order to 
avoid drug interaction. Before pre¬ 
scribing the drug, the physician 
should familiarize himself with the 
indications, contraindications, and 
side effects of Disulfiram. 


Counseling the alcoholic 

A small number of alcoholics suffer 
from major emotional disorders that 
require treatment by a psychiatrist. 
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The majority of alcoholics can be 
treated by the primary care physician, 
especially if he has made the diagnosis 
and has offered medical treatment. 
The physician can use such familiar 
counseling skills as careful listening, 
problem identification, clarification, 
education, guidance, and reassurance. 

Goals of counseling —The physician 
may accomplish several important 
objectives with the effective use of of¬ 
fice counseling: 

• Establish that drinking can be 
discussed and assist the patient in rec¬ 
ognizing that he is an alcoholic and 
needs treatment. Especially impor¬ 
tant is a nonjudgmental, empathetic 
approach and unconditional positive 
regard. 

• Gain the patient’s agreement to 
abstain from alcohol. Abstinence is es¬ 
sential to recovery, even in the face of 
the severe physical and emotional dis¬ 
comfort accompanying its early 
stages. Furthermore, sobriety is criti¬ 
cal for accurate evaluation of possible 
coexisting psychiatric disorders. With 
the help of the physician’s counseling 
at first, and later independently, the 
patient should become able to cope 
with problems without the use of al¬ 
cohol. 

• Assist the patient in coping with 
stresses of living in ways other than 
through the use of alcohol. Many alco¬ 
holics use alcohol to submerge un¬ 
wanted feelings. The physician can 
help to identify these feelings and 
guide the patient to the development 
of alternative coping mechanisms. 

Counseling the family —Alcoholism, 
like many other chronic illnesses, has 
a profound impact on the patient’s 
family. A positive attitude by family 
members can help the patient enter 
and remain in treatment; a negative 
attitude will perpetuate the drinking 
problem. The treatment process can be 
facilitated by careful evaluation of the 
relationship between the patient and 
spouse or family, particularly in a 
joint interview. 

A patient who enters treatment and 
tries to avoid drinking may become 
irritable and depressed. The physician 
can prepare the family for this dif¬ 
ficult but expected transient period 
and encourage discussion of reactions 
and feelings. Table 2 contains some 


helpful advice for family members of 
alcoholics. 

Referring the alcoholic 

In managing the alcoholic patient, 
the physician often must use commu¬ 
nity resources as the principle source 
of treatment or as a significant ad¬ 
junct to his own treatment. A list of 
these resources follows. 

1. Local government programs: 
Each county in Pennsylvania has a 
mandated program, operated as a sep¬ 
arate program for alcohol and drug 
abuse or as a part of the local commu¬ 
nity mental health/mental retarda¬ 
tion program, which can provide com¬ 
prehensive treatment planning and 
services. 

2. Detoxification centers: These 
facilities are concerned with the de¬ 
toxification process and with provid¬ 
ing immediate services to intoxicated 
individuals. The centers allow detoxi¬ 
fication in a therapeutic milieu rather 
than in jail and referral to appropriate 
therapeutic resources in the commu¬ 
nity. 

3. Halfway houses: Many patients 
may quickly resume drinking if they 
have no place to go after detoxifica¬ 
tion. A halfway facility works with the 
patient for an extended period and 
provides shelter, counseling, and re¬ 
ferral to vocational rehabilitation, Al¬ 
coholics Anonymous, etc. 

4. Specialized private facilities: 
Throughout the state there is a net¬ 
work of private rehabilitation pro¬ 
grams offering voluntary residential 
treatment extending over a period of 
30 to 90 days. In many instances, these 
centers operate as a part of the county 
program or as a private facility. 

5. Alcoholics Anonymous (AA): 
Chapters of this organization are 
available in most communities. The 
goal of AA is to help its members to 
help each other. Most local groups are 
listed in the telephone book. For 
additional information, physicians 
can subscribe to AA’s publication, 
"Grapevine.” 

6. AL-ANON and AL-ATEEN: 
These organizations are designed to 
help the non-alcoholic members of the 
alcoholic’s family share experiences 
and increase knowledge and under¬ 
standing of themselves and the alco¬ 
holic. 


Many other organizations, such as 
church groups and local chapters of 
the National Council on Alcoholism, 
offer information and active edu¬ 
cational programs for alcoholics and 
their family members. For specific in¬ 
formation concerning programs and 
services in any area, the physician 
may contact the local county al¬ 
coholism program or the Governor’s 
Council on Drug and Alcohol Abuse. 

Treatment guidelines 

When counseling and treating alco¬ 
holics, the physician should remember 
that: 

• Alcoholism is a chronic illness, 
and relapses are characteristic. 

• Many alcoholics are demanding 
and unrealistic: they often challenge 
the physician’s ability to maintain a 
therapeutic relationship by display¬ 
ing traits of egocentricity, paranoia, 
ambivalence, lack of insight, arro¬ 
gance, defiance, and moods of despair. 

• Frustrating and serious social, vo¬ 
cational, and family problems fre¬ 
quently coexist. Thus the physician 
should become familiar with appro¬ 
priate community agencies and use 
their resources in managing the pa¬ 
tient. 

• Heavy drinking is sometimes 

symptomatic of major psychiatric 
illnesses, such as schizophrenia, 
manic-depressive illness, severe en¬ 
dogenous depression, and involutional 
melancholia, where large amounts of 
alcohol are consumed as self medica¬ 
tion. Symptoms of severe depression, 
suicidal ideation, elated unstable 
moods, hyperactivity, looseness of as¬ 
sociations, hallucinations, inappro¬ 
priate affect, or repetitive outbursts of 
rage with or without alcohol consump¬ 
tion alert the physician to the possi¬ 
bility of an underlying emotional ill¬ 
ness. The physician then can refer 
these patients to psychiatric facilities 
in their community for consultation 
and/or treatment. □ 
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Case report 


Tuberculous-like disease produced by M. scrofulaceum 

Kent R. Aikin, M.D. 

Robert F. Johnston, M.D. 


M ycobacterium scrofulaceum is a 
scotochromogenic acid-alcohol- 
fast bacillus belonging to Group II of 
the Runyon mycobacterial classifica¬ 
tion. The term "scrofulaceum” was 
first used by Prissick and Masson 1 to 
describe the organism isolated largely 
from infected lymph nodes, or 
scrofula, in children. This name has 
been accepted generally and replaces 
the earlier nomenclature, M. 
marianum, proposed by Penso. 2,3 

Most commonly associated with 
childhood adenitis, M. scrofulaceum 
also has been reported as the etiologic 
agent in a variety of other infections. 
In particular, pulmonary disease due 
to this organism is of increasing im¬ 
portance in Pennsylvania. Recent 
epidemiologic data show that M. 
scrofulaceum is a mycobacterium 
other than tuberculosis (MOTT) fre¬ 
quently isolated from patients’ 
sputum in this state. The presented 
case is that of a Bucks County resident 
with pulmonary disease due to M. 
scrofulaceum. 

Case report 

The patient, a 52-year-old male, was 
first admitted to the hospital in De¬ 
cember 1973 because of hemoptysis. 
Skin test for tuberculin (PPD-T) was 
negative with 2 mm of induration. 
Sputum smears were negative, but 
sputum cultures at that time were 
positive for acid-fast bacilli. 

On January 15, 1974, he started 
treatment with isoniazid 300 mg daily 
and ethambutol 1200 mg daily. The 
organism isolated from his sputum 
was later identified as Mycobacterium 


scrofulaceum, which was sensitive to 
isoniazid 1 meg and rifampin 1 and 5 
meg, but moderately resistant to PAS 
5 meg, streptomycin 5 meg, and 
ethambutol 10 meg. He was main¬ 
tained on the drug therapy and his 
chest x-ray showed some improve¬ 
ment. Sputum smears continued to be 
negative, but M. scrofulaceum was iso¬ 
lated from sputum cultures in April 
1974, February 1975, and April 1975. 
Also, two sputum cultures done in 
May 1974 were positive for M. in- 
tracellulare. 

Bronchoscopy was performed in 
July 1975. Blood was seen coming 
from the posterior apical segment of 
the left upper lobe, but no specific 
bleeding source was identified. 

The patient remained asymptom¬ 
atic and his condition was regarded as 
stable. A total of seven sputum cul¬ 
tures obtained between October 1975 
and February 1976 were positive for 
M. scrofulaceum. A Group III 
mycobacterium was isolated from 
three sputum cultures in early 1976 
and Group IV M. fortuitum was iden¬ 
tified from a sputum culture in May 
1976. The stability of the patient’s 
clinical condition and chest x-rays 
prompted discontinuing the isoniazid 
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and ethambutol therapy on August 
25, 1976. 

On December 17, 1976, the patient 
was re-admitted to the hospital with 
complaints of night sweats, increased 
sputum production with occasional 
hemoptysis, some left-sided pleuritic 
chest pain, and a generalized feeling of 
weakness. Pertinent history obtained 
at the time of admission included ciga¬ 
rette smoking, two packs daily for the 
past thirty years. He had lived exclu¬ 
sively in the Philadelphia area and 
travel history was negative. For the 
past fourteen years he worked as a 
laborer in a steel mill, where he some¬ 
times was assigned to burning defects 
from the surface of steel slabs, a job 
which exposed him to concentrated 
dust inhalation. 

On examination he appeared well- 
developed, slightly cachectic, and in 
no acute distress. The temperature 
was 99.8° F. No lymphadenopathy was 
found. The lungs were clear to percus¬ 
sion; ronchi at the right base and a few 
expiratory wheezes at the left apex 
were noted. There was a question of 
minimal clubbing of the fingers. No 
cyanosis was noted. 

Initial laboratory studies showed a 
hemoglobin of 13.1 g with a hemato¬ 
crit of 39.6 percent. The white cell 
count was 7,700 with 70 percent neu¬ 
trophils, 6 percent band forms, 1 per¬ 
cent eosinophils, and 19 percent lym¬ 
phocytes. Pulmonary function studies 
showed a moderate obstructive pat¬ 
tern with hyperinflation, but this 
test’s validity was questionable be¬ 
cause of the patient’s possible subop- 
timal effort. Skin test for tuberculin 
(PPD-T) was positive at 20 mm. 
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Discussion 



Figure 1A. Chest roentgenograph 
taken at time of diagnosis shows 
dense left upper lobe infiltration and 
stranding in right apex. 



Figure IB. Chest roentgenograph 
taken after six months of chemo¬ 
therapy shows clearing of much 
of the left upper lobe disease but 
a cavity shadow persists in the left 
anterior first interspace. There is no 
change in the right upper lobe disease. 


Sputum smears obtained on admis¬ 
sion were positive for acid-fast bacilli, 
and the patient was started on 
chemotherapy in an attempt to control 
his disease. The treatment included: 
ethionamide, 1 g daily; rifampin, 600 
mg daily; pyrazinamide, 3 g daily; and 
streptomycin, 1 g daily for five days a 
week. The symptomatology gradually 
improved and the patient’s temper¬ 
ature decreased to normal during his 
hospital stay. 

The earliest chest roentgenogram 
from December 1973 showed a 



Figure 1C. Chest roentgenograph 
shows spread of disease through the 
superior division of the left upper lobe 
in the inferior division (lingula) and to 
the superior segment of the left lower 
lobe. An oval shaped cavity is present 
beneath the medial end of the left 
clavicle. There has been no definite 
change in right upper lobe disease. 


pneumonic infiltrate in the left upper 
lobe extending in a dense band from 
the left upper hilum to the left lateral 
chest wall. There was also a less prom¬ 
inent infiltrate in the right apex. A 
radiograph taken in July 1974 showed 
resolution of the left upper lobe infil¬ 
trate with formation of a cavity in that 
area. X-rays in October 1975 and 
April 1976 again showed a left upper 
lobe cavity, but otherwise were the 
same. Two months following cessation 
of the isoniazid and ethambutol ther¬ 
apy, an x-ray showed a new pneu¬ 
monic infiltrate in the left apex with 
continued presence of the thick-walled 
left upper lobe cavitation. 

On admission to the hospital in De¬ 
cember 1976, the chest radiograph re¬ 
vealed further increase in the density 
and area of the left upper lobe infil¬ 
trate with extension into the lingula. 
On January 14, 1977 at the time of 
discharge, some probable slight reso¬ 
lution of the infiltrate was observed. 
This was after nearly four weeks of 
therapy with the new drug regimen. 

On the basis of the isolation of M. 
scrofulaceum from 11 of 17 positive 
cultures, that organism is considered 
responsible for the infection in this 
case. The relative infrequency of this 
diagnosis warrants a discussion of this 
mycobacterium and its role in human 
pulmonary disease. 


The pathogenicity of M. scrof¬ 
ulaceum for both man and labora¬ 
tory animals has been demonstrated. 
A study by Demoulin-Brahy 4 showed 
that inoculation of rabbits and mice 
produced morbidity and mortality in 
both animals, especially the rabbits. 
Guinea pigs were relatively resistant 
to infection. 

In man, the organism has classi¬ 
cally been associated with childhood 
adenitis. Hauduroy 5 identified 48 of 51 
strains of mycobacterium isolated 
from infected lymph nodes as M. 
scrofulaceum. 

Reviewing the literature also re¬ 
veals cases of skin and soft tissue 
infections, 5 ' 7 Potts disease, s and over¬ 
whelming systemic infection. 9,10 The 
latter has usually been reported in the 
debilitated host, but Korsak 10 de¬ 
scribed an eleven year old girl in 
whom no immune deficiency was iden¬ 
tified and who at autopsy had lesions 
of skin, gastrointestinal tract, lungs, 
lymph nodes, and bones from which M. 
scrofulaceum was cultured. This pa¬ 
tient survived four years and even 
showed improvement on a varied 
chemotherapeutic regimen, but suc¬ 
cumbed to presumably drug-induced 
cholestatic hepatitis. 

Pulmonary M. scrofulaceum infec¬ 
tions also have been reported. 4 These 
occur predominantly in adults, but at 
least one case has been described in a 
child. 11 An analysis of MOTT pulmo¬ 
nary disease in Japan 12 associated 
long-term exposure to dust or the 
presence of pneumoconiosis with in¬ 
fection in 59 percent of cases caused by 
scotochromogens, whereas these fac¬ 
tors were noted in only 14.4 percent of 
the cases caused by nonphotochro- 
mogenic mycobacteria. 

Interestingly, Wolinsky 15 reported 
scotochromogen pulmonary infection 
in four men whose occupational dust 
exposures were similar to that of the 
case reported here. Two were welders, 
one a grinder, and the fourth an 
acetylene cutter and grinder; all were 
in their fifth decade and all failed to 
respond adequately to chemotherapy 
with PAS, streptomycin, and 
isoniazid. 

The source of M. scrofulaceum for 
human pulmonary disease must be 
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questioned. The organism has been 
isolated from soil, water, 14 and house 
dust. Reznikov etal . 15 found that 12 M. 
intracellulare-M. scrofulaceum se¬ 
rotypes cultured from house dust 
were identical to 53 percent of the 
strains from sputum of patients with 
radiographic evidence of pulmonary 
infection who lived in the area where 
the dust was collected. 

The mouth and upper respiratory 
tract may be the portal of entry, and 
the isolation of Group II mycobacteria 
from expectorated sputum, bronchial 
washings, and gastric lavage supports 
this possibility. However, Warring 1 ' 1 
has cautioned that these organisms 
may be mere contaminants in the 
specimen collection. Wolinsky and 
Rynearson 17 reported M. scrofulaceum 
as the etiologic agent in the majority 
of pulmonary and lymph node infec¬ 
tions that they studied, but the organ¬ 
ism was isolated in only 10 percent of 
positive soil cultures—evidence em¬ 
phasizing the need for further analy¬ 
sis of the source of scrofulaceum dis¬ 
ease. 

The diagnosis of M. scrofulaceum 
pulmonary disease is made by iden¬ 
tification of the organism in cultures 
of specimens obtained from a patient 
with a MOTT pulmonary infection. 
Several authors have proposed 
criteria for the diagnosis of MOTT dis¬ 
ease. 18,19 In the case presented here, 
the diagnosis was based on the criteria 
used by Bates: 20 

(1) Parenchymal pulmonary dis¬ 
ease was demonstrated in chest 
roentgenogram, (2) mycobacteria 
other than M. tuberculosis were 
cultured from sputum, pleural 
fluid, or tissue on two or more oc¬ 
casions, and (3) the mycobacteria 
thus isolated were considered by 
the clinician in charge of the pa¬ 


tient to be the cause of the disease. 

Skin test antigens may be of value 
in differentiating tuberculosis from 
MOTT infections when PPD-T and 
other mycobacterial antigens are used 
concurrently. Due to frequent cross¬ 
reactions to the MOTT antigen prep¬ 
arations, however, they cannot be 
used for specific diagnosis. 21 

Therapeutic management 

Once the diagnosis has been made, 
therapy poses yet another difficult 
question. According to Boisvert, 22 M. 
scrofulaceum is always sensitive to 
cycloserine; variably sensitive to 
ethionamide, ethambutol, and rifam¬ 
pin; usually resistant to streptomycin 
and kanamycin; and always resistant 
to isoniazid, PAS, and viomycin. Pro¬ 
longed therapy with these and other 
drugs often fails to produce more than 
temporary clinical improvement. 
Drug resistance of M. scrofulaceum 
tends to be high, and usually increases 
during treatment even with combina¬ 
tion chemotherapy. 

Korsak 10 isolated L-forms of M. 
scrofulaceum from biopsy and autopsy 
specimens of the patient he reported, 
which raises the possibility of their 
role in the pathogenesis and drug re¬ 
sistance of this infection. The exact 
mechanism of action against my¬ 
cobacteria is not clearly defined for 
all commonly used drugs, but cyclo¬ 
serine and kanamycin are thought 
to inhibit cell wall synthesis or dam¬ 
age the cell wall or membrane. Thus 
L-forms could be less susceptible to 
these drugs. 

When chemotherapy produces 
radiographic improvement and 
sputum conversion occurs or the 
number of organisms excreted di¬ 


minishes, resection should be consid¬ 
ered if the disease is of limited extent. 
With limited disease, resection should 
be considered even if the response to 
chemotherapy is equivocal; operating 
in the presence of positive sputum has 
been successful in this infection which 
is less virulent than tuberculosis. 
Yamamoto et al. vz reported successful 
management in 9 of 10 patients with 
scotochromogenic infection who 
underwent segmental resection. Two 
of the four patients in Wolinsky’s 
series were free of recurrent disease 
four years post-lobectomy. 

It seems reasonable that therapeu¬ 
tic mangement should begin with 
combination chemotherapy, optimally 
based on the results of drug suscepti¬ 
bility studies of the cultured organ¬ 
isms. Resectional surgery should be 
used more aggressively than it is with 
tuberculosis. Patients need not be iso¬ 
lated, even if sputum smears remain 
positive for acid-fast bacilli. Person- 
to-person transmission of M. 
scrofulaceum pulmonary infection has 
not been shown to occur. 

Epidemiologic data for Pennsylva¬ 
nia 23 (Table 1) show that M. 
scrofulaceum is identified by sputum 
culture. From 1973 to 1975, M. 
scrofulaceum was isolated from an 
annual mean of 42.2 percent of those 
patients with cultures that were posi¬ 
tive for either this organism or M. 
kansasii, M. fortuitum, or Group III 
organisms. While the occurrence of ac¬ 
tual pulmonary disease is uncertain, 
the data indicate the potential clinical 
importance of M. scrofulaceum. Fur¬ 
thermore, the declining incidence of 
tuberculosis magnifies the problem 
posed by this highly drug-resistant 
organism. 

In summary, M. scrofulaceum is a 
scotochromogenic organism with dis¬ 
tinct microbacteriologic charac¬ 
teristics. Its ability to produce human 
disease, such as the pulmonary infec¬ 
tion reported here, is well known. The 
organism’s mechanisms of patho¬ 
genicity and drug resistance 
remain uncertain, and further re¬ 
search, including better definition of 
the source of infection and the role of 
L-forms, is warranted. Meanwhile, 
combined chemotherapy with surgical 
resection when indicated remains the 
therapeutic approach to this pulmo¬ 
nary disease. □ 





TABLE 1 




Number of Patients with Sputum Cultures Positive for 



Atypical Mycobacteria in Pennsylvania 28 




M. kansasii 

I/I. scrofulaceum 

Group III 

M. fortuitum 

Total 


1973 

21 

113 

71 

19 

224 


1974 

17 

96 

83 

25 

221 


1975 

22 

60 

93 

19 

194 

Average 

1973-75 


20 

89.7 

82.3 

21 

213 


40 
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COMPOUN 
c COD0N6 


Each tablet contains: aspirin, 227 mg; phenacetin,162 
mg; and caffeine, 32 mg; plus codeine phosphate in 
one of the following strengths: *4-60 mg(gr 1); 
*3-30 mg (gr'/2);*2-15 mg (gr'/»); and *1-7.5 ff||| 
mg (gr Vs), (Warning—may be habit-forming). 



Wellcome 


Burroughs Wellcome Co. 
Research Triangle Park 
North Carolina 27709 











COLD FEET 

LEG CRAMPS 

TINNITUS 

DISCOMFORT 
ON STANDING 




LIP 


-NICIN 


VASODILATOR 


IMMEDIATE °r GRADUAL 


nicotinic acid therapy 


IMMEDIATE RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid .100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-l) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6) 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100. 500, 
1000. 


LIPO-NICIN/250 mg. 

Each yellow tablet contains: 


Nicotinic Acid .250 mg. 

Niacinamide 75 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (B-l) 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


GRADUAL 

RELEASE 


LIPO-NICIN/300 mg. 

Each time-release capsule con¬ 
tains: 

Nicotinic Acid .300 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (H-l) . 25 mg. 

Riboflavin (B-2) . 2 mg 

Pyridoxine HCL (B-6). 10 mg. 

In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: For use as a vasodilator in the symp¬ 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins. The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur. Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. 


(BKoWlim THE BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 
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TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 


APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 



Cerebro- 

^ ■■ ■ ® 

Nicin 

A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid . .. 100 mg 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write for literature and samples . . . 

(b*$E3D THE brown PHARMACEUTICAL CO. 

i 2500 W. 6th St., Los Angeles, Calif. 90057 
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Residency 

in 

physical medicine 
and 

rehabilitation 

Dynamic, young program with balanced 
academic and clinical emphasis under the 
supervision of ten physiatrists. Three year pro¬ 
gram and integrated internship residency with 
opportunity for research and pursuit of special 
interests both in medical school and private 
hospital settings. One year’s credit for four 
years of general practice experience or train¬ 
ing in another specialty. Stipendsfrom $13,300 
to $15,200 depending on qualifications.We 
will pay for visits in selected cases. 

Equal Opportunity/Affirmative Action employer. 

Telephone or write for information to: 

John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 829-6573 













































classifieds 


PHYSICIANS WANTED 

Anesthesiologist —Position available for board certified or board 
eligible, 184-bed hospital in western Pennsylvania. Send 
curriculum vitae or call St. Francis Hospital of New Castle, S. 
Mercer at Philips St., New Castle, PA 16101; (412) 658-3511, J. S. 
Noviello, President. 

Internist —Needed to take over practice situated in Philadelphia 
suburban community. Doctor moving. Write Department 784, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

Radiologist —Board certified or eligible for busy department in 
modern 145-bed community hospital working with second 
radiologist. Active and progressive medical staff. University town 
in central Pennsylvania with excellent schools and recreational 
activities. Please contact Michael Daniloff, Administrator, 
Evangelical Community Hospital, 1 Hospital Drive, Lewisburg, PA 
17837; (717) 523-1241, ext. 226. 

FP/GP —For new family health center in southern West Virginia. 
Starting salary and fringe benefits at $46,000, malpractice insur¬ 
ance coverage. National Health Services Corps recruitment site. 
Rural, coal mining region. Call collect (304) 683-3318 or write Gulf 
Area Health Association, PO Box 279, Midway, W. VA. 25878. 

Psychiatrist —Board certified or board eligible. Mental hospital in 
metropolitan area. Easy access to New York, Philadelphia, and 
close to Pocono resort area. Good salary with excellent fringe 
and retirement benefits. Residence available. Pennsylvania 
license required. Contact Henry Buxbaum, M.D., Superintendent, 
Clarks Summit State Hospital, Clarks Summit, PA 18411; (717) 
586-2011. 

Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Physicians: General Practice —Openings in areas of medical 
care in a large psychiatric hospital which is fully integrated with 
community agencies, hospitals, and base service units. Conve¬ 
niently located near city of Pittsbu rgh. Accredited by J.C.A.H. and 
meets standards for medicare, medicaid, and medical assistance. 
Salaries range to $33,350 with excellent fringe benefits including 
opportunities for continuing medical education. Pennsylvania 
license required. Contact Dr. Betty H. Bradley, Clinical Director of 
Medical/Surgical Services, Mayview State Hospital, Bridgeville, 
PA 15017; (412) 343-2700, ext. 500. 

Physician —Department of Emergency Medicine in a 270-bed 
general hospital with an established minimum guarantee, mal¬ 
practice, and other benefits for a competitive program of com¬ 
pensation. The community offers a fine living environment with 
easy access to Washington, Baltimore, Philadelphia, and 
Pittsburgh. If interested, please contact The Chambersburg Hos¬ 
pital, 7th and King Sts., Chambersburg, PA 17201. An equal op¬ 
portunity employer. 

Radiologist —Full-time with group serving two hospitals, one to 
be replaced with totally new facility May 1978. Experienced in 
neuroradiology, CT and all phases of angiography. Curriculum 
vitae to Ralph J. Lowder, Jr., M.D., Forbes Health System, 
Pittsburgh Health Center, 6655 Frankstown Ave., Pittsburgh, PA 
15206. 


Physicians —Consider a real change of pace! Accept a commis¬ 
sion as an officer of the Pennsylvania Army National Guard. Serve 
one weekend each month and two weeks this summer. Benefits 
include continuing professional education, non-contributory re¬ 
tirement plan, full military pay, and a great deal of enjoyment and 
satisfaction. Let the “Guard” become your hobby. Contact Major 
Gene Klynoot, Department of Military Affairs, Annville, PA 17003; 
(717) 783-3420. 

Anesthesiologist —Associate, licensed in Pennsylvania. Board 
eligible or certified. 212-bed general hospital in western Pennsyl¬ 
vania. Extremely active surgical service. Competitive compensa¬ 
tion plus comprehensive benefit program, including liability in¬ 
surance, educational leave, etc. Mail resume to Mr. Robert L. 
Engel, Administrator, Armstrong County Memorial Hospital, Kit- 
taning, PA 16201. 

Physicians —Licensed generalists and specialists needed for mil¬ 
itary medical officer positions at 58 worldwide Army hospitals. 
Guaranteed position location. Excellent practice environment, 
salaries, and unexcelled benefits, including malpractice cover¬ 
age. Contact Captain Whitmire, AMEDD Personnel Counselor, 
Building 5515, Room 309, Fort Dix, NJ 08640, or call collect (609) 
562-2663. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 per year plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 

Emergency Medicine Positions —Available with fee-for-service 
group throughout Pennsylvania, New York, New Jersey, and 
southeastern U.S. including all suburban, rural, and metropolitan 
areas. Minimum guarantee provided. Malpractice paid. Physician 
directors also desired. Send resume to NEEMA Emergency Medi¬ 
cal Associates, 500 Spruce St., Philadelphia, PA, 19106; (215) 
925-3511. 

Primary Care Physician —Wanted for McAlisterville clinic in rural 
northern Juniata County, 45 minutes from Harrisburg, Pennsyl¬ 
vania. Income guarantee and malpractice; rent free office avail¬ 
able. Associated with a university affiliated teaching program. 
Subspecialty support and other institutional resources provided 
on a rotating basis. Contact David A. Smith, M.D., Polyclinic 
Medical Center, 2601 N. Third St., Harrisburg, PA 17105; (717) 
782-4130. 

Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after one year. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 

POSITIONS WANTED 

Adolescent Medicine and Adolescent Psychiatry —Age 38, mar¬ 
ried, two children, board eligible in pediatrics and psychiatry. 
Seeking a community with a teenage population that needs and 
would support an adolescent practice. Group or solo. Also would 
like part-time work in a school, clinic, or hospital. Available July 
1979. R. S. Smith, M.D., 39 Fairlane Dr., Wethersfield, CT 06109. 

If You Need —A partner or associate; a physician to continue your 
practice upon your retirement; or a specialty physician for your 
hospital staff, contact PMS Physician Placement Service, Donna 
F. Wenger, Assistant Director Educational Activities, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., Lemoyne, PA 17043; (717) 
763-7151. 
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FOR SALE 


Practice in Hazleton, Pennsylvania —Recent death creates out¬ 
standing opportunity for ophthalmologist. Fully equipped of¬ 
fices. Must be sold immediately. Contact Jess Blatstein, (215) 
885-2710. 

Dictaphone endless loop system ideal forsmall hospital or health 
center, includes eight dictator stations and three transcriber sta¬ 
tions. Call (215) 236-3700, ext. 335. 

Active Eye Clinic —With 30 years background. Suitable as asso¬ 
ciate clinic for large medical institution or large industrial com¬ 
plex, also for HMO complex. Available at once. Call (215) 425- 
8343. 


MISCELLANEOUS 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 143 North 9th St., Lebanon, PA 
17042. 


CONTINUING EDUCATION 

Emergency Medicine Practice Tract Program —New Philadelphia 
area program offers opportunity for interested physicians to 
combine FSS clinical activities with documented practice tract 
credit. Included are CME hours, A.C.L.S., certification of proce¬ 
dures leading to application for board examination in emergency 
medicine. Competitive income and clinical medical school fac¬ 
ulty appointment available. Contact Dr. R. J. Murphy at (215) 
242-4707 for further details or write PO Box 192, Flourtown, PA 
19031. 


Sixth Official 

Postgraduate Acupuncture 
Course 

September 22-24 

The NEW YORK SOCIETY OF 
ACUPUNCTURE FOR PHYSICIANS 
AND DENTISTS, INC. will give its sixth 
Postgraduate Course and Workshop in 
Acupuncture for advanced and beginner 
students at the Barbizon Plaza Hotel, 
New York City. Approved by the New York 
State Boards for Medicine and Dentistry 
for 25 credit hours. 

For information and application contact: 
S. J. Yue, M.D., Secretary 
New York Society of Acupuncture 
For Physicians & Dentists, Inc. 

115 East 61 st Street 
New York, New York 10021 
(212) 870-6671 
Mon. to Fri. 9 AM to 3 PM 


ASSISTANT 
MEDICAL DIRECTOR 

Blue Cross of New Jersey has a growth opportu¬ 
nity for a Physician with medical practice 
background. General surgery experience is a 
plus. The administrative post is responsible for 
utilization review, claims review, medical under¬ 
writing and external professional relations. 

The position is conveniently located at the 
Newark, New Jersey Headquarters Office with 
excellent commuting accessibility. We offer a 
comprehensive salary program and company- 
paid benefits including an attractive pension 
program. Interested candidates may direct 
curriculum vitae to: 

M. VanHise 

Manager, Executive Placement 

Blue Cross 
Blue Shield 


An Equal Opportunity/Affirmative 
Action Employer M/F 


OF NEW JERSEY 
33 WASHINGTON ST 

NEWARK, NJ 07102 


PHYSIATRIST 


320-bed progressive community hospital in 
southcentral Pennsylvania seeking a dy¬ 
namic Physiatrist. 

Electromyography, rehabilitation unit, phys¬ 
ical therapy and occupational therapy. 

Pleasant community near major eastern 
cities. Competitive salary and benefit pro¬ 
gram. 

Send CV to Box 785, PENNSYLVANIA MEDI¬ 
CINE, 20 Erford Rd., Lemoyne, PA 17043. 
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AMERICAN MEDICAL LABORATORIES, INC. 

(formerly Northern Virginia Pathology Laboratories, Inc.) 


11091 Main Street 
Fairfax, Virginia 22030 
Phone: (703) 273-7400 


DIAGNOSTIC IMMUNOLOGY 


American Medical Laboratories, Inc. announces its expanded immunology services as sup¬ 
port to researchers and clinicians. 


VIRAL SEROLOGY FUNGAL TESTING 


Adenovirus Group 
California encephalitis 
Coxsackie A1-A24 
Coxsackie B1-B6 
CMV 

Eastern equine encephalitis 
Echovirus Typing 
Epstein-Barr-VC A 
Herpes simplex Type 1 and 2 
Influenza Type A, B, C 
Japanese B encephalitis 
Lymphocytic Choriomeningitis 
Mumps - soluble and viral 


Mycoplasma pneumoniae 
Parainfluenza 1, 2, 3 
Poliovirus 1, 2, 3 
Psittacosis-Ornithosis-LGV 
Reovirus Group 
Respiratory Syncytial Virus 
Rubeola 

St. Louis encephalitis 

Vaccinia 

Varicella 

Venezuelan equine encephalitis 
Western equine encephalitis 


Aspergillus 

Blastomyces 

Coccidioides 

Histoplasma 

Candida 

RICKETTSIAL AGENTS 

Rocky Mt. Spotted fever 
Rickettsial pox 
Murine typhus 
Epidemic typhus 
Q-Fever, phase I & II 


Our laboratory can also provide customized services for special requirements of 
individual investigators. 

AML is a full-service laboratory with an extended courier service, dedicated to providing 
prompt and accurate results. The immunology laboratory and its staff of experienced 
technologists, is pathologist supervised and CDC and CAP certified. 


GENTLEMEN: Please send me additional information on: 

□ Capabilities 

□ Supporting services 


NAME 


ADDRESS 
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STATE MEDICAL BOARD 

TO CERTIFY ASSISTANTS 

The State Board of Medical Education and Licensure will 
certify and control the activities of Physicians' 

Assistants under legislation signed into law by Governor 
Milton J. Shapp. Act 79 of 1978 becomes effective 

January 1, 1979. The state medical board already has a 
working draft of rules and regulations and expects to 
have them ready for publication after the board's 

September meeting. 

COMMITTEE ON IMPAIRED 
PHYSICIAN APPOINTED 

George A. Rowland, M.D., chairman of the Board of Trustees, 
has appointed the following physicians to the new Committee 
on Impaired Physicians: Betty L. Cottle, M.D., Altoona; 
Allen J. Kogan, M.D., Philadelphia; Edward J. Resnick, 

M.D., Philadelphia; Alfred P. Trescott, M.D., Wellsboro; 
and Abraham J. Twerski, M.D., chairman, Pittsburgh. A 
confidential telephone system with a special taping device 
takes messages directly from callers to physicians on 
the committee. The telephone number is 717-763-7937. 

GOVERNOR SIGNS BILL 
AMENDING WORKMEN’S COMP 

H.B. 711, amending the Workmen's Compensation Act, was 
signed into law by the governor in July. For the first 
time employes of businesses which have employer appointed 
panels of physicians will be permitted to be treated by 
their personal doctors after 14 days of treatment by a 
member of management's panel. Also for the first time, 
employers may name chiropractors to the panels. Chiro¬ 
practors opposed the bill because, as a result of a 
court decision last year, injured workers wishing to 
consult a chiropractor could do so and be compensated 
even if there were an employer appointed panel since 
the law did not permit the appointment of "other duly 
licensed practitioners" to the panels. The Act becomes 
effective September 1, 1978. 

STATE MEDICAL BOARD 
STAFFING CONTINUES 

The State Board of Medical Education and Licensure has 
announced the selection of seven attorneys who will act 
as hearing officers for the board. They are James H. 
Rowland, Sr., and Isadore Kranzel, Harrisburg; Daniel 

Segal, Garnita Selby, and Louis E. Seltzer, Philadelphia; 
and Richard T. Wently and Joy Conti, Pittsburgh. The 

Board has three full time attorneys, one as general 
counsel and two as prosecutors. Twelve medical investi¬ 
gators who recently completed a special training program 
at Shippensburg State College are in the field collecting 
data on a two-year backlog of complaints received by 
the medical board. All of this activity occurred after 

PMS filed suit against the state for failing to enforce 
the new Medical Practice Act. 

:arter signs law 

)N HOME DIALYSIS 

President Carter has signed legislation permitting 
federal reimbursement for kidney dialysis performed 
at home as well as in hospitals and dialysis centers. 
Previously only medical center dialysis was covered by 
federal programs. The State Society has long advocated 
home dialysis reimbursement. 
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COST COMMITTEE ANNOUNCES 
WORK PLAN FOR STATE 


WELFARE DEPARTMENT'S PLAN 
ON COSTS EFFECTIVE JULY 1 


COMMITTEE ON MA PROGRAM 
TO BEGIN QUALITY REVIEW 


The Pennsylvania Voluntary Health Care Cost Containment 
Committee (PAVE) unveiled its work plan for cost contain¬ 
ment July 19. The plan calls for at least a two percent 
reduction in the annual rate of increase in Pennsylvania 
hospitals' aggregate expenditures during the fiscal year 
which ends June 30, 1979. The voluntary cost containment 
effort in Pennsylvania is part of the national Voluntary 
Effort program launched by the American Hospital Associa¬ 
tion, the American Medical Association, and the Federation 
of American Hospitals. 

The Department of Public Welfare put into effect July 1, 

1978, the Shapp administration's plan to keep hospital cost 
increases to within 12 percent in the 1978-79 fiscal year. 
Public Welfare Secretary Aldo Colautti announced the effec¬ 
tive date after Governor Shapp vetoed S.B. 292, which was 
amended in the legislature specifically to prevent the 
welfare department from promulgating regulations limiting 
the state's payments to hospitals for the care of Medical 
Assistance patients. The legislature is in recess until 
September, but it is expected to consider a bill to override 
the veto at that time. 

An Ad Hoc Committee on Medical Assistance Program Improve¬ 
ment Project (MAPIP) was recently named by PMS Board Chairman 
George Rowland, M.D. The committee will analyze the state 
medical assistance program and develop recommendations to 
improve administration, financing, and quality control. 
Committee members are: Chairman Henry H. Fetterman, M.D., 
Allentown; Paul F. Kase, M.D., Harrisburg; George R. Fisher, 
III, M.D., and Bernard Zamostien, M.D., both of Philadelphia; 
A. Linn Weigel, M.D., Pittsburgh; James C. Miller, D.O., 
Pennsylvania Osteopathic Medical Association; Claude E. 
Nichols, M.D., Keystone Medical Society; and 0. K. Stephenson 
M.D., Department of Public Welfare. 


TWENTY-THIRD ANNUAL PMGA TOURNAMENT will be held September 11, 1978, at the Toftrees 
Country Club, State College, Pennsylvania. Complete package for $70 (non-PMGA members add 
$5.00 one-time membership fee). Includes buffet luncheon, greens fee, cart, hors d'oeuvres 
dinner, gratuities, flight prize, door prizes. 

Buffet - 11:30 a.m. - 12:30 p.m. - Shotgun start - 12:45 p.m. 

Hors d'oeuvres and cocktails (cash bar) - 5:00 p.m. - Dinner - 6:30 p.m. 


Limited to 128 golfers Entry deadline August 31, 1978 

Name ___ 

Address _ 

City__ 

Other members of foursome: 


(Not necessary to submit foursome - single entries acceptable.) 
Make check payable to PMGA, 20 Erford Road, Lemoyne, PA 17043 
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newsfronts 


Board approves new council on socioeconomics 


The State Society Board of 
Trustees on May 17 approved 
changes in the accountabilities of 
councils and formation of a new 
administrative council to handle 
socioeconomic issues. The fifth 
council, designated the Council on 
Health Planning and Facilities, is 
accountable for problems of hospi¬ 
tal health care delivery, including 
services to hospital medical staffs, 
long term care, health planning 
(health systems agencies), and 
health care costs. 

Formation of the new council 
was recommended by the Ad Hoc 
Committee to Study Society 
Structure to relieve the "over¬ 
whelming” accountabilities of the 
Council on Medical Service. That 
council, now designated the Coun¬ 
cil on Medical Economics, retains 
responsibility for professional lia¬ 
bility insurance, relations with 
third party payers, the state’s 
medical assistance program, and 
the Pennsylvania medical care 
program (peer review commit¬ 
tees). 

Several additional recommen¬ 


dations changing the account¬ 
abilities of councils were approved 
by the Board. The Commission 
on Health Planning will function 
under the new Council on Health 
Planning and Facilities. All in¬ 
surance benefits programs for 
members with the exception of 
professional liability insurance 
will be administered under the 
Council on Member Services (for¬ 
merly Professional Relations and 
Services). Also renamed is the 
Council on Legislation (formerly 
Governmental Relations). The 
Council on Education and Science 


remains the same. 

Members of the Council on 
Health Planning and Facilities 
are: Paul F. Kase, M.D. (Dauphin), 
chairman; Henry H. Fetterman, 
M.D. (Lehigh), vice chairman; 

Also, Joseph V. Caliguiri, M.D. (Al¬ 
legheny); Betty L. Cottle, M.D. (Blair); 
George R. Fisher, III, M.D. (Philadelphia); 
Webb S. Hersperger, M.D. (Cumberland); 
George W. Katter, M.D. (Cambria); John R. 
Mazero, M.D. (Westmoreland); John P. 
Mraz, M.D. (Erie); Robert Poole, III, M.D. 
(Chester); Robert M. Pilewski, M.D. (Ven¬ 
ango); Ray G. Sarver, M.D. (Westmore¬ 
land); Robert D. Snyder, M.D. (Montour); 
John L. Steigerwalt, M.D. (Montgomery). 



The Pennsylvania Delegation to the AMA caucused early each morning during the AMA 
meeting in St. Louis. Above, R. Robert Tyson, M.D., who was appointed to the AMA 
Council on Continuing Physician Education at the St. Louis meeting, speaks to his 
fellow delegates. John B. Lovette, M.D., of Johnstown, is chairman of the Pennsylvania 
Delegation. 


Genetic counseling films available 


"Bioethics in Genetic Counsel¬ 
ing,” a series of three slide tape 
programs, is now available from 
the Pennsylvania Medical Soci¬ 
ety. Each 20-minute film is de¬ 
signed to stimulate discussion of 
the major ethical considerations 
faced by physicians when counsel¬ 
ing patients on abortion, am¬ 
niocentesis, genetic screening, 
sterilization, or artificial insemi¬ 
nation. 

Supported by a grant from the 
Pennsylvania Medical Society’s 
Commission on Medicine, Re¬ 
ligion and Bioethics, the pre¬ 
sentations were prepared by 
Garrett E. Bergman, M.D., and 


John H. Sorenson, Th.M., M.S.W., 
codirectors of the teaching pro¬ 
gram in human values in medi¬ 
cine at the Medical College of 
Pennsylvania, Philadelphia. 

The films are available free to 
all county medical societies. Medi¬ 
cal schools, hospitals, theological 
seminaries, and out-of-state medi¬ 
cal societies will be charged $5 for 
postage and handling. Each slide 
tape presentation may be pur¬ 
chased for $50; $150 for the entire 
series. For more information con¬ 
tact the Director of Educational 
Activities, Pennsylvania Medical 
Society, 20 Erford Rd., Lemoyne, 
PA 17043. 



George A. Rowland, M.D., Millville family 
physician, was elected to the AMA Board 
of Trustees at the St. Louis meeting of the 
House of Delegates. Dr. Rowland 
currently serves as chairman of the PMS 
Board. William Y. Rial, M.D., of Swarth- 
more, was re-elected speaker of the AMA 
House of Delegates at the meeting. 
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Pennsylvania schools 

Some 1046 new M.D.s grad¬ 
uated from Pennsylvania’s seven 
medical schools in 1978, an in¬ 
crease of 27 over 1977. A summary 
of each school’s commencement 
exercises is given below. 

Hahnemann Medical College 

Sixteen of the 162 men and 
women who received medical de¬ 
grees from Hahnemann Medical 
College June 1 are the first grad¬ 
uates of the school’s special pro¬ 
gram to prepare primary care 
physicians to practice in medically 
underserved areas of Pennsylva¬ 
nia. Earlier this year they re¬ 
ceived baccalaureate degrees from 
Wilkes College, Wilkes-Barre. 

It appears that more than half of 
this first MD/Pa class are commit¬ 
ted to serving northeastern Penn¬ 
sylvania and that more than 
three-quarters will become pri¬ 
mary care physicians. 

Jefferson Medical College 

The 154th commencement exer¬ 
cises of Jefferson Medical College 
on June 9 saw the awarding of 
medical degrees to 230 graduates, 
more than half of whom are Penn¬ 
sylvania residents. William F. 
Kellow, M.D., dean and vice presi¬ 
dent, presented diplomas to grad¬ 
uates. 

MCP 

June 3 commencement exer¬ 
cises at the Medical College of 
Pennsylvania saw the awarding of 
medical degrees to 105 graduates 
by Robert E. Cooke, M.D., MCP 
president. Edithe J. Levit, M.D., 
president of the National Board of 
Medical Examiners and an 
alumna of MCP, gave the com¬ 
mencement address. 

Pennsylvania State University 

The Pennsylvania State Uni¬ 
versity College of Medicine at the 


graduate 1046 M.D.s 

Milton S. Hershey Medical Center 
passed the 500 mark in M.D. de¬ 
grees and the 600 mark in total 
degrees awarded at the school’s 
eighth commencement ceremo¬ 
nies May 20. 

Eighty-four new physicians 
raised the total of M.D. degrees 
awarded at Pennsylvania’s new¬ 
est medical school to 511. 

University of Pittsburgh 

The University of Pittsburgh 
School of Medicine held com¬ 
mencement exercises May 25 at 
Carnegie Music Hall. Medical de¬ 
grees were conferred on 133 grad¬ 
uating seniors by Gerhard 
Werner, M.D., dean of the school of 
medicine, and Frances L. Drew, 
M.D., associate dean for student 
affairs. 

University of Pennsylvania 

The University of Pennsylvania 
School of Medicine awarded medi¬ 
cal degrees to 108 men and 46 
women during ceremonies May 22 
at the Civic Center auditorium. 

Edward J. Stemmier, M.D., 
dean of the school, gave opening 
remarks and awarded diplomas 
and prizes. Farewell remarks 
were given by Jonathan E. 
Rhoads, M.D., professor of 
surgery. 

Temple University 

The largest single group of mi¬ 
nority students to graduate from a 
Pennsylvania medical school re¬ 
ceived degrees May 25 from Tem¬ 
ple University School of Medicine. 
The school conferred degrees on 
27 students from minority 
backgrounds, 21 of whom will 
enter primary care specialties. 

The graduating class of 178 in¬ 
cludes 43 women. Of the grad¬ 
uates 98 will serve residencies in 
Pennsylvania, 67 in other parts of 
the United States, and 11 in mili¬ 
tary or public health. 


INVESTMENT 



Your purchase of a fine Oriental 
Rug from Rittenhouse 
offers more than meets the eye. 
It is a superbly wise investment 
at an unusually attractive price. 
For Oriental Rugs often 
increase in value as they 
mature. Offering many lifetimes 
of pleasure. The rugs from 
our collection are of unequalled 
quality. In fascinating designs. 
Intricate patterns. Rich colors. 

Come to the Oriental Rug 
Gallery at Rittenhouse. Select 
a beautiful rug from our 
collection. Add the beauty of 
an Oriental Rug to your home... 
your office... and to your future. 

Add an Oriental Rug 
to your investment portfolio. 


RITTENHOUSE 
ORIENTAL. RUG GALLERY 

1712 Walnut Street • Telephone 215-546-7575 
Free Parking Always 
Enter trom 1710 Chancellor St 
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Legal counsel reports 


Commonwealth Court narrowly construes Act III purpose 


Fred Speaker, Esq. 

Act 111 1 has now reached the 
Commonwealth Court and has re¬ 
ceived its first decision. The case 
specifically involves the extent of 
authority under the Act to reach 
non-health care providers. It 
began in a rather routine way—a 
snowball fight between two 
brothers. One brother was struck 
on the side of the head by a snow¬ 
ball and early the next morning 
awoke with head pains and began 
vomiting. His parents rushed him 
to an emergency room where his 
condition deteriorated, and that 
evening he lapsed into uncon¬ 
sciousness and later died. 

Later in the year the boy’s par¬ 
ents began arbitration pro¬ 
ceedings under Act 111 against 
the health care center, the profes¬ 
sional association staffing the 
emergency room facilities, and Dr. 
Gillette. Dr. Gillette filed a com¬ 
plaint to join the surviving 
brother as an additional defen¬ 
dant, stating that his act of throw¬ 
ing the snowball was the sole 
cause of his brother’s death. Pre¬ 
liminary objections were filed 
against the addition of the brother 
as a defendant, the Arbitration 
Administrator agreed that he 
should not be joined, and Dr. Gil¬ 
lette appealed to the Common¬ 
wealth Court. 

The Court noted that the section 
of the Act describing the proce¬ 
dure for filing claims states that "a 
patient or his representative, hav¬ 
ing a claim for loss or damages 
from the furnishing of medical 
services which were or which 
should have been provided shall 
file with the Administrator a com¬ 
plaint. . . .” 2 The Act also provides 

Mr. Speaker is a partner in the firm of 

Pepper, Hamilton & Scheetz, which 

serves as the Society’s legal counsel. 


that additional parties who are 
not health care providers may be 
joined: 

At any time up to the selec¬ 
tion of the panel members, a 
party may join any additional 
party who may be necessary 
and proper to a just determi¬ 
nation of the claim. The arbi¬ 
tration panel shall have 
jurisdiction over such ad¬ 
ditional parties whether 
they be health care providers 
or non-health care providers. 3 
Dr. Gillette’s argument was 
that since the person throwing the 
snowball was necessary to a just 
determination of the claim and 
since the Act provides that "any 
additional party” may be joined, it 
was appropriate to join the 
brother. The counter argument 
was that the purpose of Act 111 was 
to provide a method of adjudica¬ 
tion of claims of medical malprac¬ 
tice and not for claims based on 
other tortious conduct. The Com¬ 
monwealth Court concluded that 
the Legislature never intended 


the arbitration panels to deal with 
questions other than medical 
malpractice. It stated that: 

The only issue before the 
panel is that of the alleged 
failure by the defendants to 
properly treat an existing in¬ 
jury. The question of how the 
injury was caused may, and 
probably would, be germane 
to that issue, and the person 
who allegedly caused the in¬ 
jury would properly be called 
to testify; but the question of 
that person’s liability is irrel¬ 
evant. 4 

Thus, the Commonwealth Court 
initially establishes that the pur¬ 
pose of Act 111 is to be narrowly 
construed to deal with medical 
malpractice claims and is not to be 
extended to include other types of 
personal injury liability. 


1 Health Care Services Malpractice Act, 40 P.S. §§ 
1301.101 et seq. 

2 40 P.S. § 1301.401. 

3 40 P.S. § 1301.502. 

4 Gillette, M.D. v. Redinger, et al., 383 Ap.2d 1295,1298 
(Commw. Ct. 1978) 


Course in Abdominal Laparoscopy 

October 25, 1978 Philadelphia 

The Delaware Valley Society for Gastrointestinal Endoscopy will spon¬ 
sor a Category 1, 4V2 credit-hour course “Abdominal Laparoscopy in 
Diagnosis and Management of Abdominal Disease” on Wednesday after¬ 
noon, October 25, 1978, at the Philadelphia County Medical Society, 
2100 Spring Garden Street, Philadelphia, PA. 

The course, under the direction of Barbara Balis Frank, M.D., will be 
conducted by a distinguished faculty of speakers and panelists from 
prestigious medical centers in Pennsylvania, New York, Maryland and 
Washington, D.C. 

The course will focus on the value of laparoscopy in clinical diagnosis; 
instrumentation and techniques; indications, contraindications and 
complications; laparoscopic pathologic findings and their interpretation. 

For further information, contact Barbara B. Frank, M.D., Crozer-Chester 
Medical Center, 15th and Upland Avenue, Upland, Chester, PA 19013. 
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Resident physicians section 


‘More effective profession’ goal of young M.D.s 

Brenda Baumann, M.D. 

Patrick Jonas, M.D. 



Pennsylvania delegates to the AMA Resident Physicians Section joined their peers 
from throughout the country at the AMA meeting in St. Louis in June. Shown above 
are (I. to r.): A. Patrick Jonas, M.D., Alan Sooho, M.D., Jerris Hedges, M.D., and Diehl 
Snyder, M.D. Also attending were Robert Snyder, M.D., and J. Pat Tokarz, M.D., 
1977-78 chairman of the AMA-RPS. 


Today’s physician must be a 
teacher—of himself, his patients, and 
his colleagues. The AMA’s Resident 
Physicians Section established a work 
group on teaching skills of resident 
physicians to "determine the appro¬ 
priate approaches to improving teach¬ 
ing skills of residents.” Its findings 
were presented at the AMA-RPS 
meeting in St. Louis in June. Resi¬ 
dents from Hershey, Stanford Univer¬ 
sity Hospital in California, Riverside 
Methodist Hospital in Ohio, and 
Maricopa County General Hospital in 
Arizona were in the work group. 

Their presentation in St. Louis em¬ 
phasized that development of teaching 
skills should be required of every resi¬ 
dent physician. If the present trend of 
continuing medical education (CME) 
continues, virtually all physicians 
will have to participate at some time 
in the development and design of CME 
courses. 

The presentation placed emphasis 
on acquiring good interpersonal skills, 
which are seen as the "basic science” of 
being a good teacher, a good physician, 
a good parent, a good spouse, a good 
learner. The work group identified a 
program for training physicians in 
those inter-personal skills necessary 
to facilitate learning. 

The group is now writing an article 
for resident physicians entitled "How 
to Approach Your Role as a Teacher.” 
The article will be directed at resident 
physicians who are given responsi¬ 
bility for providing quality teaching to 
medical students and junior residents. 

The group also is developing an 
ideal "teaching skills resource center” 
bibliography which lists books, audio 


Dr. Baumann, a resident in the depart¬ 
ment of family medicine at Harrisburg 
Hospital, is a member of the Governing 
Council of the PMS-RPS. Dr. Jonas, a 
family practice resident at Milton S. 
Hershey Medical Center, is chairman of 
the PMS Resident Physicians Section, 
and participated in preparing the pro¬ 
gram on the physician as teacher. 


and visual tapes, slides, and articles 
about teaching. 

The residents suggested to the AMA 
that continuing education courses on 
teaching skills development in physi¬ 
cians be offered. Specific topics in¬ 
clude: how to plan and prepare a con¬ 
ference; the learning process; com¬ 
munications skills for the practicing 
physician; how to prepare patient edu¬ 
cation materials; how to pick and get 
the most out of CME courses; optimal 
use of self-evaluation courses; re¬ 
source file organization; speed read¬ 
ing; how to approach your role as a 
teacher of your patients and col¬ 
leagues; and the role of the consultant 


as an educator of the referring physi¬ 
cian. 

Most of the plans and suggestions 
put forth stress the physician’s role as 
a teacher of his colleagues and his pa¬ 
tients. More important, however, is 
the physician’s ability to continue 
teaching himself. Graduate medical 
education must stress "facilitative 
learning,” a new phrase for participat¬ 
ing in self education and in the educa¬ 
tion of others. The RPS work group 
hopes that resident and practicing 
physicians can be influenced to be bet¬ 
ter able to facilitate their own learn¬ 
ing, as well as that of their patients 
and colleagues. 
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This aslhmalic 

isn’t worried about his next breath... 



he's active 
he's effectively 
maintained on 



Each capsule or tablespoon (15 ml) elixir 
contains theophylline (anhydrous) 150 mg 
and glyceryl guoiocolote (guaifenesin) 

90 mg. Elixir: alcohol 15% 


• theophylline for effective 
around-the-clock 
bronchodilator therapy 

• 100% free theophylline 

Indications: For the symptomatic relief of bronchosposric 
conditions such os bronchial asthma, chronic bronchitis, and 
pulmonary emphysema. 

Warnings: Do nor administer more frequently than every 
6 hours, or within 12 hours after rectal dose of any prep¬ 
aration containing theophylline or aminophylline. Do nor 
give other compounds containing xanthine derivatives 
concurrently. 

Precautions: Use with caution in patients with cardiac 
disease, hepatic or renal impairment. Concurrent adminis¬ 
tration with certain anribiorics, i.e. clindamycin, erythromy¬ 
cin, rroleondomycin, may result in higher serum levels of 
theophylline. Plasma prothrombin and factor V may 
increase, bur any clinical effect is likely to be small. Metabo¬ 
lites of guaifenesin may contribute to increased urinary 
5-hydroxyindoleaceric acid readings, when determined 
with nirrosonaphrol reagent. Safe use in pregnancy has nor 
been established. Use in case of pregnancy only when 
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Adverse Reactions: Theophylline may exert some stimulat¬ 
ing effect on the central nervous system. Its administration 
may cause local irritation of the gastric mucosa, with possi¬ 
ble gastric discomfort, nausea, and vomiting. The frequency 
of adverse reactions is related to the serum theophylline 
level ond is nor usually a problem or serum theophylline 
levels below 20 /xg/ml. 

How Supplied: Capsules in bottles of 100 ond 1000 ond 
unit-dose packs of 100; Elixir in bottles of 1 pint and 1 gallon. 
See oocko a e insert for complete prescribin g information . 
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Health care in Pennsylvania —1978 


This is the Pennsylvania Medical Society’s position regard¬ 
ing the health care needs of the Commonwealth’s citizens in 
this election year. It was adopted by the Society’s Board of 
Trustees in June 1978. 


Overview 

Pennsylvania’s gubernatorial election provides a timely occa¬ 
sion on which to reassess the major health care needs of citizens 
of the Commonwealth and to offer concrete recommendations to 
both political parties. The Pennsylvania Medical Society, the 
state’s largest doctor organization representing nearly 15,000 
physicians, urges the next state administration to give priority to 
the following health needs of the people of the Commonwealth: 

1. Develop a strong Health Department under an able medical 
leader. 

2. Develop and implement creative programs to publicize and 
improve physician distribution by specialty. 

3. Adequately fund medical education. 

4. Give necessary administrative support to the State Board of 
Medical Education and Licensure. 

5. Totally revamp the medical assistance program so that it 
becomes an investment in improving the health of disadvan¬ 


taged Pennsylvanians rather than a deepening financial 
burden. 

6. Eradicate drug abuse in the MA program. 

7. Provide proper professional medical leadership for the 
state’s mental health programs. 

8. Provide equal opportunity for doctors to form HMOs. 

9. Work for improvements in the state’s malpractice reform 
law. 

10. Enact legislation to protect the confidentiality of patients’ 
medical records. 

11. Join with the private sector in containing health care costs. 

12. Protect physicians who report suspected incidents of child 
abuse. 

13. Crack-down on drug abuse. 

14. Prevent industrial waste dumping. 

15. Compensate workers afflicted by asbestosis. 

16. Implement the Nursing Home Ombudsman Project, includ¬ 
ing its recommendations on boarding homes. 


Strong Department of Health 

Fundamental to the health of citizens of the Common¬ 
wealth is the establishment and maintenance of an effec¬ 
tive Department of Health. Since 1948 the Pennsylvania 
Medical Society has advocated a stronger Department of 
Health. 

All health services operated by the Commonwealth (in¬ 
cluding state general hospitals, mental health/mental re¬ 
tardation programs, and medical assistance programs) 
should be returned to the jurisdiction of the Department 
and should be adequately staffed by health professionals. 
The office of the Secretary of Health should not be a politi¬ 
cal plum. It is a vital link in supporting the health and 
welfare of people of the Commonwealth. The Secretary, a 
medical doctor skilled in administration, should not only 
implement health programs but also provide a bridge to 
health professionals in the state. The Secretary should be 
the Governor’s advisor on health matters. 

The Secretary of Health should be given broad responsi¬ 
bility to coordinate all health-related activities within 
state government. The Pennsylvania Medical Society 
urges that the Department of Health be given the funding 
and the Office of the Secretary be given the authority to 
support the health of the Commonwealth’s citizens. 


Several responsibilities of the Department of Health re¬ 
quire improvement. Among these is the implementation of 
an effective statewide communicable disease reporting sys¬ 
tem that can provide the Secretary of Health with real-time 
data on the development of epidemics and other hazardous 
health conditions. 

Physician manpower 

A shortage of identified primary care doctors persists in 
Pennsylvania, according to the Pennsylvania Medical So¬ 
ciety’s latest study on physician manpower (1978). The new 
PMS report is based on statistics gathered by a state Health 
Department survey attached to the 1977 license renewals 
of medical doctors. 

Although Pennsylvania’s ratio of doctors to population 
remains high, in the top third of the states, distribution of 
physicians by specialty and geographic location remains 
unbalanced. Pennsylvania has more family practice resi¬ 
dency training programs (29) than any other state, but it 
appears that new doctors are not staying in the state. Many 
rural areas are still short of primary care physicians. In¬ 
centives are needed to keep these physicians in Pennsylva¬ 
nia. The Society makes these proposals: 

1. The Society recommends encouragement of decen- 
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tralized quality medical education at undergraduate and 
graduate levels. 

2. Programs for primary care physicians should be en¬ 
couraged and included in core curricula of Pennsylvania 
medical schools. Primary care residency programs should 
be encouraged throughout the Commonwealth. 

3. Improved statistical reporting can help predict which 
counties are in jeopardy regarding physician availability. 
Early local planning is recommended to meet possible 
physician shortages. 

4. Medical school admissions committees should give 
special consideration to Pennsylvania residents who are 
prospective family physicians and especially to those from 
rural areas. Tuition should be higher for out-of-state 
students. 

5. All Pennsylvania medical schools should have family 
practice departments to recognize organizationally the im¬ 
portance of family practice curricula. 

6. Efforts should be made to expose medical school stu¬ 
dents to community medicine in their undergraduate 
years. Elective community medicine courses in selected 
community hospitals should be encouraged. 

7. The proportion of graduate medical education slots 
available to train family practice residents should be in¬ 
creased. Medical schools should affiliate with appropriate 
community hospitals to continue the redistribution of res¬ 
idencies in the state. Community hospitals should seek 
educational affiliation with medical schools. 

8. The legislature should provide short term demonstra¬ 
tion money to start family practice residencies in need 
areas and to promote Pennsylvania as a good place to live 
and practice. 

9. Rural physicians and medical schools should provide 
more experience for resident physicians by allowing them 
to fill in for physicians on temporary leave. 

10. Medical schools should increase enrollment in all 
years and provide places for transferring American bom 
foreign medical students. 

Financing 

The Pennsylvania Medical Society recognizes that medi¬ 
cal degrees are the most costly of graduate degrees. In 
recent years the cost of a medical education has mirrored 
the rise in medical costs. This fall at Hahnemann Medical 
College, for example, the tuition for freshman medical stu¬ 
dents will be $10,000, an increase of 64 percent in one year. 

The Pennsylvania Medical Society is trying to help. 
Since 1950 its Educational and Scientific Trust has pro¬ 
vided more than $2.5 million to some 1,200 medical stu¬ 
dents. But the problepi is too big for private funding alone. 

The PMS believes the most equitable approach to financ¬ 
ing Pennsylvania medical students is through a public 
direct low-interest loan program large enough to cover at 
least tuition. The program should require a service 
commitment in Pennsylvania’s physician shortage areas 
and provide a severe financial penalty if the obligation is 
not fulfilled. The Pennsylvania Higher Education Assis¬ 
tance Agency could administer the program. The Society 
favors additional direct state support of educational oppor¬ 
tunities to those Pennsylvania medical schools responsive 
to the Commonwealth’s physician manpower needs. 


State Board of Medical Education and Licensure 

"Broken promises” summarizes the history of the State 
Board of Medical Education and Licensure. In the past the 
Board has been a mere shell which has promised consumer 
protection but failed to deliver because of inadequate fund¬ 
ing, staff, and supervision. Today there is hope that the 
State Board of Medical Education and Licensure will per¬ 
form effectively. This is true mainly because of the follow¬ 
ing actions taken by the Pennsylvania Medical Society on 
behalf of citizens of the Commonwealth: 

1. Twice in the past 15 years PMS has persuaded the 
General Assembly to update the Medical Practice Act. 

2. In the most recent revision of the Medical Practice 
Act (1974), the Society engineered tough disciplinary lan¬ 
guage. 

3. The Society secured passage of the Peer Review Pro¬ 
tection Act, which provides legal protection to hospital 
medical staffs and other physician committees which re¬ 
view the work of doctors. 

4. The State Society had included in Act 111, the state’s 
Malpractice Reform Act, language which returns to the 
State Medical Board the money it raises from licensing 
doctors. This act also calls for the hiring of enough inves¬ 
tigators, hearing officers, staff, and attorneys to implement 
the disciplinary provisions of the Medical Practice Act. 

5. After 24 months of stalling by the current administra¬ 
tion, the Pennsylvania Medical Society sued the state on 
January 11, 1978 to force it to carry out the provisions of 
the law. The State Medical Board has the legal authority to 
oversee and approve medical education in Pennsylvania. 
Only the state has the legal authority to restrict and/or 
revoke a doctor’s right to practice medicine. When the state 
abdicates its responsibility, both the profession and the 
public are hurt. The Pennsylvania Medical Society urges 
that all health-related boards be given the funds and per¬ 
sonnel necessary to carry out the laws and to protect the 
public from incompetent and unlicensed practitioners. The 
Society also urges that bureaucratic obstructions be re¬ 
moved in order that the Board and its professional staff 
may carry out their work. 

Related to incompetency is the physician who is disabled 
by alcoholism, drug addiction, mental illness, or other 
physical or mental conditions. The Pennsylvania Medical 
Society has developed an impaired physician program 
through which the disabled physician may seek and receive 
therapy. The goal is rehabilitation. The state should recog¬ 
nize and support the Society’s program to rehabilitate im¬ 
paired physicians. 

Physicians’ assistants 

Specially trained personnel can, with proper supervi¬ 
sion, help a physician give comprehensive medical care 
and, in some cases, increase the number of patients served. 
While the efficacy of physicians’ assistants still is being 
tested, the Pennsylvania Medical Society believes the way 
should be cleared for physicians to explore the use of vari¬ 
ous kinds of assisting personnel. 

For this reason the Pennsylvania Medical Society urged 
passage of Act 79 of 1978, which gives the State Board of 
Medical Education and Licensure legal authority to regu¬ 
late physicians’ assistants. The Society does not advocate 
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licensing of physicians’ assistants, but supports the recog¬ 
nition and supervision of PAs through rules and regula¬ 
tions approved by the State Medical Board. 

Continuing education 

The Pennsylvania Medical Society is a leader in continu¬ 
ing medical education. By amending its Bylaws in 1971, 
PMS became the second state medical society in the coun¬ 
try to require of its members evidence of continuing educa¬ 
tion. With the publication in 1977 of the Pennsylvania 
Insurance Department’s risk management requirements, 
the Society’s privately sponsored continuing education 
program became part of state law. The Insurance Depart¬ 
ment’s risk program requires that insureds qualify for the 
continuing education program of the Pennsylvania Medi¬ 
cal Society or its equivalent. 

Continuing education is the most readily available in¬ 
strument to demonstrate a commitment to maintaining 
competency. The Society, however, is investigating other 
techniques and pledges to maintain leadership in the quest 
to retain competence and skills. 

Medical assistance program 

Because the legislature has viewed the welfare program 
as an expense rather than an investment, it continues to 
absorb vast amounts of money with no measurable 
improvement for its clients. Funded at the lowest possible 
levels, particularly in the area of medical assistance, the 
welfare program succeeds only in perpetuating itself at 
increasing cost. While living conditions and nutrition 
probably have more long-term impact on health than any 
service a doctor or hospital can provide, the program 
lurches along with allotments at the subsistence level. 

In the medical assistance portion of the welfare program, 
too, the state remains penny wise and pound foolish. It 
pours more and more money into hospital care, the most 
expensive type of medical care, while actually reducing the 
amount it pays doctors. It’s little wonder that physicians 
are reluctant to participate in the MA program. 

Drug abuse in the MA program 

The Department of Public Welfare has been unable to 
police the MA drug program. The Pennsylvania Medical 
Society, through its Medical Care Foundation, has oper¬ 
ated a Professional Drug Utilization and Quality Appraisal 
Program under contract with Capital Blue Cross. Since 
July 1977 Capital Blue Cross has forwarded the names of 
hundreds of MA recipients who appear to be abusing the 
MA drug program. Available information tends to indicate 
that DPW has taken little or no corrective action. 

Certainly fraud and abuse are not limited to MA recipi¬ 
ents. The Society has consistently urged the Department of 
Public Welfare to prosecute known cases of physician fraud 
and/or abuse and to report them to the State Board of 
Medical Education and Licensure. 

At the same time, the Society has cautioned against guilt 
by innuendo. The mere fact that medicaid pays a signifi¬ 
cant amount to a particular physician does not necessarily 
mean the physician is abusing the program. 

Pennsylvania’s medical assistance program is a failure. 


Many doctors do not participate in the program because of 
its cumbersome administration and grossly inadequate 
reimbursement levels. Clinic reimbursement exceeds of¬ 
fice visit reimbursement. At $6.00 per visit, office overhead 
quickly overrides medical assistance income. 

Fees notwithstanding, the program is a failure because 
of its disincentives to participation: 

1. Only 82 procedures have been reimbursed on an out¬ 
patient basis (clearly an encouragement for patients to 
demand hospital admission); 

2. Physicians must complete a separate invoice for each 
patient even when several members of a family are treated 
at the same time; 

3. Forms are invasive and burdensome; 

4. Invoices must be typed to insure more prompt pay¬ 
ment; 

5. Medicare/medicaid cross-over claims are difficult and 
time-consuming; 

6. Payment vouchers do not identify the patient in¬ 
volved; 

7. Physicians continue to be referred to as "vendors”; 

8. Some college students appear to be abusing the pro¬ 
gram. 

MA program reform: PMS recommendations 

The goals of the next administration should be to: 

1. Place the medical assistance program in the Health 
Department. Limit Department of Public Welfare’s re¬ 
sponsibility to eligibility determination, enrollment, regis¬ 
tration, and those functions that require a welfare orienta¬ 
tion. 

2. Make Blue Shield the fiscal intermediary for the 
Pennsylvania program. Medicaid recipients should be 
given Blue Cross/Blue Shield cards so they may truly be 
equal with other citizens in the medical marketplace. Blue 
Shield serves two-thirds of the state’s residents, more than 
8 million persons, and possesses a massive technical and 
computer capability. It currently processes nearly 11 mil¬ 
lion claims a year, including the in-hospital portion of 
medicaid. 

3. Improve MA administration by adopting rational 
regulations which recognize both the needs and demands of 
medical assistance recipients and the professional and 
business aspects of medical practice; 

4. Establish reasonable levels of reimbursement for 
physicians’ services so that medical assistance recipients 
have the same opportunity as other citizens to receive the 
services of a private practitioner. 

5. Provide for a viable plan for financing the costs of the 
MA program consistent with the Commonwealth’s 
commitment to provide disadvantaged citizens with an 
equal opportunity to seek and receive quality medical care 
available to the general population; 

6. Establish professionally developed cost and quality 
controls to assure that services are provided in the most 
efficient manner and least expensive setting, consistent 
with quality medical care; 

7. Increase number of out-patient procedures covered by 
medical assistance to help reduce the number of hospital 
admissions; 
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8. Redefine medical assistance eligibility to eliminate 
abuses; 

9. At a minimum, the administration should fund pilot 
projects in alternate methods of financing and delivery of 
medical assistance. It should test patient response to ade¬ 
quate physician reimbursement, particularly in the office 
setting. 

Because the welfare problem will be with us for a long 
time, we should view it as an opportunity to improve lives 
rather than as an ever increasing burden. 

Hospital costs 

The rising cost of hospital care is a national problem. The 
Pennsylvania Medical Society endorses the American 
Medical Association and the American Hospital Associa¬ 
tion in their quest for a voluntary cost containment pro¬ 
gram. PMS has joined the Hospital Association of Pennsyl¬ 
vania in the formation of a statewide committee to imple¬ 
ment the voluntary cost containment program. The Com¬ 
mittee seeks to reduce hospital costs two percent per year 
for two years. 

Hospitals are already one of the most regulated indus¬ 
tries in the country. Thus far, no one has been able to design 
legislation which deals equitably with the cost problem in 
every type of hospital. The voluntary effort places 
maximum responsibility for lowering costs at the local 
level. 

The Pennsylvania Medical Society again urges state 
government to get out of the general short-term hospital 
business. The state-owned general hospitals should be 
turned back to the communities. As a business manager 
the state has not done a good job. Costs are higher than in 
the private sector and the institutions are not responsive to 
the quality and occupancy pressures of the private market¬ 
place. 

Health planning 

Duplication of underutilized medical facilities imposes 
an unacceptable burden on the economic resources of the 
Commonwealth. Thus, the Society supports hospital certif¬ 
icate of need legislation and uniform standards for finan¬ 
cial reporting of hospitals. Health planning legislation, 
rules, and regulations must allow for local medical input to 
guard against reduction in the quality of care. 

Mental health 

The Society is deeply concerned about the administra¬ 
tion and program development of the office of mental 
health within the Department of Public Welfare. More 
than one million Pennsylvanians affected by the state’s 
mental health programs are not receiving proper attention. 
The program lacks adequate professional medical input 
and is oriented to cost rather than to quality of care. 

The Society urges passage of amendments to the current 
Mental Health Procedures Act which make available 
treatment for persons in whom the need is great and in 
whom it is likely that lack of treatment would result in 
serious consequences. Current procedures require at¬ 
tempts of harm to self or others before even involuntary 
care can be secured. 


Many state mental health programs do not have or do not 
encourage adequate medical supervision. To assure quality 
care, the Society urges that all psychiatric aspects of men¬ 
tal health programs be under physician supervision. 

Emergency medical services 

Today Pennsylvania is on the way to having a well- 
planned, coordinated statewide emergency medical sys¬ 
tem. The foundation for this system was the white paper on 
emergency medical care published by the Pennsylvania 
Medical Society in 1971. The paper later was adopted by 
Governor Shapp and his administration and became the 
foundation for the development of the current emergency 
medical system in Pennsylvania. While most of its recom¬ 
mendations have been implemented, a few still await ac¬ 
tion. Senate Bill 339, for example, would provide minimum 
standards for all state ambulance services. It has passed 
the Senate and is in House Committee. 

Health Maintenance Organizations 

We believe the primary objective of state government 
and of the Pennsylvania Medical Society should be to sup¬ 
port quality medical care to all Pennsylvanians at a rea¬ 
sonable cost. To achieve this, all forms of physician service 
should be allowed to compete freely. 

Legislation now exists favoring the creation and opera¬ 
tion of health maintenance organizations (HMOs) organ¬ 
ized and directed by non-physicians with government sub¬ 
sidy. 

Legislation which permits the organization and opera¬ 
tion of physician majority HMOs also is needed in Pennsyl¬ 
vania. Only when all parties have an equal opportunity to 
compete in the marketplace to provide medical service will 
the citizens of the Commonwealth be best served. 

Malpractice 

The malpractice problem, while no longer front page 
news, continues to be serious. What began in late 1974 as a 
crisis for the medical profession has now become a serious 
threat to the legal and other professions, and to corpora¬ 
tions in the area of product liability. 

With the passage in late 1975 of Act 111, the state’s new 
malpractice reform act, a base was established for manag¬ 
ing the medical malpractice problem in Pennsylvania. 
While cases testing the constitutionality of various por¬ 
tions of Act 111 continue, the Office of Medical Malpractice 
Arbitration gathers accurate statistics on the incidence of 
malpractice claims in Pennsylvania. 

Unfortunately the "reform” portions of Act 111 are 
mostly cosmetic. To address the fundamental problems of 
the malpractice insurance crisis, the Society urges the 
passage of the following amendments to Act 111: 

1. Permit Pennsylvania professional corporations to be 
covered under the Catastrophe Loss Fund; 

2. Enact a two-year statute of limitations with only one 
additional year for late discovery; 

3. Limit payment for pain and suffering to "grievous 
impairment;” 

4. Send "punitive damages” to the State Board of Medi¬ 
cal Education and Licensure; 
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5. Provide the option to elect binding arbitration with¬ 
out appeal to the court; 

6. Eliminate PSRO norms, standards, and criteria; 

7. Allow "periodic payments” of malpractice awards. 

Health fraud 

It is ironic in this age of so-called "miracle” medicine that 
merchants of fraud and chicanery still flourish. Every few 
weeks another easy method to maintain or restore health 
appears. The method may be rooted in acupuncture or 
laetrile or megavitamins or B-17; the list is endless. 

The protocol for scientific validity requires duplicate 
findings in many laboratories. This established system 
should not be bypassed by the legislature. 

Confidentiality 

One of the cornerstones of medical treatment is the bond 
of confidentiality which exists between physician and pa¬ 
tient. Recently the intrusion of third-party payers into the 
physician/patient relationship has threatened to shatter 
that bond and expose confidential medical information. 
This threat has become imminent with the advent of the 
computer. 

The Pennsylvania Medical Society is preparing a bill on 
confidentiality of health care information. The Society 
views this as a serious matter which requires immediate 
attention. 

Medical costs: PMS action 

The Pennsylvania Medical Society, deeply concerned 
about the rising cost of medical care, has taken the follow¬ 
ing actions: 

1. It has joined the national voluntary effort to contain 
hospital costs. 

2. It is cosponsoring with the Hospital Association of 
Pennsylvania and the Pennsylvania Osteopathic Medical 
Association an intensive two-day seminar to bring together 
leaders of business, industry, labor, and the professions to 
develop cost-saving strategies acceptable to all. 

3. As early as 1976 it supported home hemodialysis, 
noting that institutional dialysis can be three times as 
expensive. President Carter signed into law in 1978 a 
provision permitting reimbursement for home he¬ 
modialysis. The Society reiterates its call to the Secre¬ 
tary of Health and other state officials to revise their reim¬ 
bursement policies to encourage home dialysis. 

4. In September 1977 the Society urged its members to 
use home health care as another way to reduce costs. A 
widely reprinted Society white paper on home health care 
has helped raise physician awareness of the advantages 
and feasibility of home health care. Studies have shown 
that when home health care services are available, costs 
are competitive with nursing homes and can help relieve 
the shortage of nursing home beds. 

5. In May 1978 the Society published a major scientific 
paper entitled "A Comprehensive Plan for Spinal Cord 
Injury Services in Pennsylvania—Report of a Special 
Committee.” The paper, prepared under auspices of the 
Pennsylvania Department of Health, brought together for 
the first time in Pennsylvania comprehensive data on spi¬ 


nal cord injury. It is hoped the paper will generate in¬ 
creased emphasis on treatment and rehabilitation of spinal 
cord injury patients. Secretary of Health Leonard 
Bachman, M.D., in a forward to the paper said, "Spinal cord 
damage resulting in paralysis constitutes one of the most 
devastating illnesses known to man.... The astronomical 
monies involved in maintaining helpless victims must be 
transferred to providing the care that will return them to 
fulfilling and productive lives ...” 

6. The Society has sponsored more than 50 practice 
management seminars during the past decade to train 
physicians in managing their offices more efficiently. Ac¬ 
cording to one calculation, if all physicians improved their 
efficiency 4 percent it would be like adding another grad¬ 
uating class of physicians. 

7. The Society cooperates fully with the Department of 
Health in the implementation of the generic drug law. The 
Society uses its communications network to alert physi¬ 
cians to the requirements of the generic prescribing law 
and keep them informed of changes in the state formulary. 

8. The Society’s cost containment activities actually 
predate the national effort. The Board of Trustees autho¬ 
rized publication of a white paper on health care costs in the 
August 1977 issue of Pennsylvania Medicine. The paper 
listed specific areas in which physicians, hospitals, and the 
Medical Society could begin cost-saving activities. 

9. More and more we are recognizing that many of to¬ 
day’s illnesses are related to lifestyle. For this reason the 
Society has increased its emphasis on health education. In 
addition to its weekly radio programs and health columns, 
the Society has supported educational ventures such as 
Tel-Med, a telephone health education program endorsed 
by local county medical societies. The Society’s health ex¬ 
hibit, keyed to physical fitness, has been used extensively 
by county societies and auxiliaries at health fairs promot¬ 
ing preventive medicine. 

Medical cost reduction recommendations 

Although eliminating unneeded hospital admissions 
through out-patient surgery is commendable, as is the 
shortening of hospital stays, the prevention of illness would 
be even more economical. To this end we urge consideration 
of the total health environment. Pursuing preventive health 
in our total environment requires action in many areas. We 
recommend: 

1. Greater emphasis on adult physical conditioning 
through lifetime sports. 

2. More investments by the Commonwealth and local 
communities in neighborhood and school recreational 
facilities, particularly close to high density population cen¬ 
ters. 

3. Increased attention to effective school nutritional and 
fitness programs. 

4. Maintaining the drinking age in Pennsylvania at 21. 

5. Requiring helmets for motorcyclists. This recommen¬ 
dation is made on the basis of statistics of the injury rate to 
persons without protective headgear involved in motorcy¬ 
cle accidents. 

6. Continuation of the hypertension screening program 
of the Department of Health and the American Heart Asso¬ 
ciation, Pennsylvania Affiliate. 
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7. Programs designed to improve the living conditions of 
the indigent. Such programs might be the most effective 
way to reduce medical assistance costs (See section on med¬ 
ical assistance). 

8. Using cigarette tax monies for recognized research as 
long as implementation of this recommendation does not 
create a new bureaucracy. 

9. Reducing health costs by effective preventive health 
measures to reduce pollution, discover and treat high blood 
pressure, immunize youngsters, reduce obesity, and curtail 
smoking and excessive drinking. 

The Society advocates consolidation of hospital inspec¬ 
tions. Hospitals are already one of the most regulated in¬ 
dustries in the nation. Consolidation would produce signif¬ 
icant cost savings. To that end we support HB-1783 which 
calls for elimination of duplicate inspection of hospitals by 
state government. 

The Society supports the AMA’s universal claim form 
because it could cut paper processing costs in government 
programs such as medicaid and medicare. An example of 
the government paper blizzard is the form prepared by the 
Medical Assistance Management Information System of 
the Department of Public Welfare. DPW’s intent is laud¬ 
able but the form serves only to increase paperwork and is 
not cost effective. 

Uniform anatomical gift 

We are pleased that our initiative in seeking passage of 
the uniform anatomical gift act has culminated, with Soci¬ 
ety assistance, in the distribution of the anatomical donor 
card with driver’s license renewal applications. 

The Society urges that sufficient state funds be provided 
to the Humanities Gift Registry so that it can be ade¬ 
quately staffed and so that an effective means of coordinat¬ 
ing, collecting, and transporting donor material to needed 
facilities can be established. 

Child abuse 

The Society enthusiastically supported passage of the 
Child Protective Services Act 124 of 1975. The law extends 
immunity from guilt to physicians, who are required to 
report suspected cases of child abuse. Subsequently, how¬ 
ever, some physicians have been sued for complying with 
the law. The Society urges relief for physicians who comply 
with the reporting requirements of the law. We believe the 
Commonwealth should defend these physicians if they are 
sued for making mandated reports. 

Drug abuse 

The Society continues to be concerned about drug abuse 
in Pennsylvania. Because some drugs enter the illicit mar¬ 
ket through the misguided activity of a handful of physi¬ 
cians, the Society has pledged to cooperate in the 
crackdown on physician offenders. We cooperate by rec¬ 
ommending expert witnesses to testify for law enforcement 
officials in those cases in which responsible charges are 
brought against a physician for illegally prescribing or 
dispensing drugs. The Society also is cooperating with drug 
enforcement officials in making available to county medi¬ 


cal societies and hospital medical staffs programs to train 
doctors in drug abuse prevention. 

Occupational health and the environment 

While Pennsylvania’s Department of Environmental 
Resources has provided leadership in the fight against 
pollution, there are legal loopholes which need further 
attention. Illegal dumping of industrial chemical wastes is 
an increasing threat. In Pennsylvania, chemical product 
companies apparently are not required to report their dis¬ 
posal plans and procedures with any specificity, nor are 
waste haulers required to register. The Delaware and 
Schuylkill rivers already have been sites of industrial 
waste incidents. We urge action to stop industrial waste 
dumping. 

Belatedly government has recognized the serious long¬ 
term health threat caused by asbestos dust. Workers ex¬ 
posed to asbestos are at greater risk of contracting 
asbestos-related diseases, including cancers of the lung, 
stomach, colon, and rectum. In 1972 the legislature 
amended Pennsylvania’s Workmen’s Compensation Act to 
include asbestosis and related diseases. To collect 
maximum benefits, however, the worker must prove expo¬ 
sure to asbestos after 1973, an almost impossible feat be¬ 
cause most contractors ceased using it in 1972. Senate Bill 
1022 recognizes the lead time of as much as 25 years in 
developing and diagnosing the disease and would provide 
full benefits to Pennsylvania workers who have contracted 
asbestos-related diseases on the job. We believe Pennsyl¬ 
vania workers who can document their prolonged exposure 
to asbestos should receive fair compensation. 

Nursing and boarding homes 

As the average life span of Pennsylvanians has grown, so 
have the problems of the elderly. With the fragmentation of 
the family, an increasing number of the elderly are being 
placed in nursing homes. Conditions in nursing homes 
range from excellent to deplorable. 

In 1976 the Pennsylvania Medical Society endorsed the 
findings and recommendations of the Nursing Home 
Ombudsman Project and urged the Governor to implement 
them. Subsequently the project was caught in the budget 
squeeze and was not funded in 1978. 

While the current Secretary of Health is to be com¬ 
mended for his emphasis on nursing homes and their 
licensing, additional work still must be done. The Society 
urges that the Ombudsman Project be properly funded and 
staffed and that its recommendations be carried out. 

Equally shocking are the scandalous conditions that 
exist in some personal-care boarding homes. As early as 
1971 the Pennsylvania Medical Society called for executive 
and legislative action, including licensing and inspection, 
to improve quality in substandard public boarding homes. 
Two bills (HB-500 and SB-456) which address this issue are 
now before the legislature. We urge action by state gov¬ 
ernment to assure that the elderly and mental patients in 
boarding homes funded by tax monies are not exploited. 

National health insurance 

National health insurance per se is not a state issue, but 
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it is important that the Pennsylvania Medical Society’s 
position be known. PMS supports HB-1818, the Com¬ 
prehensive Health Care Insurance Act of 1977. 

This national health insurance bill, or any bill which 
PMS would support, should contain the following princi¬ 
ples: 

1. All citizens should have equal access to quality medi¬ 
cal care through a uniform and comprehensive health in¬ 
surance plan. 

2. It must provide protection against the cost of cata¬ 
strophic illness without limit. 

3. It should rely on the private insurance sector to the 
greatest extent possible to tap existing capacity and exper¬ 
tise. 

4. The federal government should be responsible for es¬ 
tablishing minimum national standards for eligibility de¬ 
termination, premium structure, program administration, 
benefit coverage, and other basic policy provisions. 

5. All citizens must have the option of selecting physi¬ 
cians and hospitals of their choice. 

6. Federal financing should be limited to paying pre¬ 
miums for the aged, medically indigent, and unemployed. 

7. Cost sharing by insureds should be included. 

National health insurance is not a cure-all but it can 

assure that everyone, regardless of income, has access to 
quality medical care through a uniform and comprehensive 
insurance plan and to guaranteed protection against cata¬ 
strophic medical costs. 

Summary 

The Pennsylvania Medical Society believes the next 


state administration should give priority to the following 
health needs in the Commonwealth: 

1. Develop a strong Health Department under an able 
medical leader. 

2. Develop and implement creative programs to pub¬ 
licize and improve physician distribution by specialty. 

3. Adequately fund medical education. 

4. Give necessary administrative support to the State 
Board of Medical Education and Licensure. 

5. Totally revamp the medical assistance program so 
that it becomes an investment in improving the health of 
disadvantaged Pennsylvanians rather than a deepening 
financial burden. 

6. Correct drug abuse in the medicaid program. 

7. Provide proper professional medical leadership for 
the state’s mental health programs. 

8. Provide equal opportunity for physicians to form 
HMOs. 

9. Work for improvements in the state’s malpractice re¬ 
form law. 

10. Enact legislation to protect the confidentiality of 
patients’ medical records. 

11. Join with the private sector in containing health 
care costs. 

12. Protect physicians who report suspected incidents of 
child abuse. 

13. Crack down on drug abuse. 

14. Prevent industrial waste dumping. 

15. Compensate workers afflicted by asbestosis. 

16. Implement the Nursing Home Ombudsman Project, 
including its recommendations on boarding homes. 


Continuing Education Programs 1978-1979 

Institute for Medical Education and Research 
Geisinger Medical Center 


Management of Rheumatic Diseases - Update 
Wednesday, September 20, 1978 
9 a.m. to 5 p.m. Tuition: $40 

Common Problems in Neurology 

Wednesday, October 4, 1978 
9 a.m. to 5 p.m. Tuition: $40 
4th Annual Emergency Medicine Seminar 
Wednesday, October 18, 1978 
9 a.m. to 5 p.m. Tuition $40 
Clinical Update in Gynecology 
Wednesday, October 25, 1978 
9 a.m. to 5 p.m. Tuition $40 
Ophthalmology Update for Family Physicians 
Wednesday, November 1, 1978 
1 p.m. to 5 p.m. Tuition: $25 
Clinical Advances in Pediatrics 
Wednesday, November 15, 1978 
1 p.m. to 5 p.m. Tuition: $25 
Advances in Clinical Practice - 1979* 

Saturday, Sunday, February 10, 11, 1979 
9 a.m. to 5 p.m. Tuition $105 
Office Treatment for Common Problems in 
Otolaryngology 
Wednesday March 7, 1979 
9 a.m. to 5 p.m. Tuition: $40 


Endocrine Disorders of Pituitary, Pancreas 

& Parathyroid 

Wednesday, March 21, 1979 
9 a.m. to 5 p.m. Tuition: $40 

Current Topics in Surgery 
Wednesday, April 4, 1979 
9 a.m. to 5 p.m. Tuition: $40 

Advances in Dermatology for the 
Practitioner 

Wednesday, April 18, 1979 
1 p.m. to 5 p.m. Tuition: $25 

As an organization accredited for continuing medi¬ 
cal education, the Geisinger Medical Center cer¬ 
tifies that these activities meet the criteria for credit 
hours in Category I of the Physician’s Recognition 
Award of the American Medical Association. (Refer 
to each program — full day - 7 hours credit and V 2 
day - 4 hours credit). 

For further information write to: 

Millie K. Fleetwood, Ph.D. 

Geisinger Medical Center 
Danville, Pennsylvania 17821 
or telephone (717) 275-6333 





Before prescribing, see complete prescribing informa¬ 
tion in SK&F Co. literature or PDR. A brief summary 
follows: 


Warning 

This drug is not indicated for initial therapy of edema 
or hypertension. Edema or hypertension requires 
therapy titrated to the individual. If this combination 
represents the dosage so determined, its use may 
be more convenient in patient management. Treat¬ 
ment of hypertension and edema is not static, but 
must be reevaluated as conditions in each patient 
warrant. 


Contraindications: Further use in anuria, progressive 
renal or hepatic dysfunction, hyperkalemia. Pre-existing 
elevated serum potassium. Hypersensitivity to either 
component or other sulfonamide-derived drugs. 
Warnings: Do not use potassium supplements, dietary 
or otherwise, unless hypokalemia develops or dietary 
intake of potassium is markedly impaired. If supple¬ 
mentary potassium is needed, potassium tablets should 
not be used Hyperkalemia can occur, and has been 
associated with cardiac irregularities. It is more likely in 
the severely ill, with urine volume less than one liter/day, 
the elderly and diabetics with suspected or confirmed 
renal insufficiency. Periodically, serum K+ levels should 
be determined. If hyperkalemia develops, substitute a 
thiazide alone, restrict K + intake Associated widened 
QRS complex or arrhythmia requires prompt additional 
therapy. Thiazides cross the placental barrier and appear 
in cord blood. Use in pregnancy requires weighing 
anticipated benefits against possible hazards, including 
fetal or neonatal jaundice, thrombocytopenia, other 
adverse reactions seen in adults. Thiazides appear and 
triamterene may appear in breast milk. If their use is 
essential, the patient should stop nursing. Adequate 
information on use in children is not available. 
Precautions: Do periodic serum electrolyte determina¬ 
tions (particularly important in patients vomiting exces¬ 
sively or receiving parenteral fluids). Periodic BUN and 
serum creatinine determinations should be made, 
especially in the elderly, diabetics or those with sus¬ 
pected or confirmed renal insufficiency. Watch for signs 
of impending coma in severe liver disease. If spiro¬ 
nolactone is used concomitantly, determine serum K+ 
frequently; both can cause K+ retention and elevated 
serum K + . Two deaths have been reported with such 
concomitant therapy (in one, recommended dosage was 
exceeded, in the other serum electrolytes were not 
properly monitored). Observe regularly for possible 
blood dyscrasias, liver damage, other idiosyncratic 
reactions. Blood dyscrasias have been reported in 
patients receiving triamterene, and leukopenia, throm¬ 
bocytopenia, agranulocytosis, and aplastic anemia have 
been reported with thiazides. Triamterene is a weak folic 
acid antagonist. Do periodic blood studies in cirrhotics 
with splenomegaly Antihypertensive effect may be 
enhanced in post-sympathectomy patients. Use cau¬ 
tiously in surgical patients. The following may occur: 
transient elevated BUN or creatinine or both, hyper¬ 
glycemia and glycosuria (diabetic insulin requirements 
may be altered), hyperuricemia and gout, digitalis 
intoxication (in hypokalemia), decreasing alkali reserve 
with possible metabolic acidosis. Dyazide' interferes 
with fluorescent measurement of quinidine. 

Adverse Reactions: Muscle cramps, weakness, dizzi¬ 
ness, headache, dry mouth; anaphylaxis, rash, urticaria, 
photosensitivity, purpura, other dermatological condi¬ 
tions; nausea and vomiting, diarrhea, constipation, other 
gastrointestinal disturbances. Necrotizing vasculitis, 
paresthesias, icterus, pancreatitis, xanthopsia and, rarely, 
allergic pneumonitis have occurred with thiazides alone 
Supplied: Bottles of 100 and 1000 capsules; Single Unit 
Packages of 100 (intended for institutional use only). 


SK&F CO. 

a SmithKIme company 

Carolina, P R. 00630 























































































dark night of the soul 
ys three o'clock in the morning 

-F. SCOTT FITZGERALD 
THE CRACK UP, 1936 


Insomnia 

a shade of blue that often 
accompanies depression 

And, in anxiety/depression, Adapin® (doxepin HC1) often 
helps restore disturbed sleep patterns, such as early morning 
awakening, with a sin g le daily dose at bedtime! Adapin quickly 
relieves the patient’s anxiety, gradually brightens his mood and 
outlook, with optimal antidepressant response usually evident 
within two to three weeks. 

1. Goldberg HL, Finnerty RJ, Cole JO: Doxepin: Is a single daily dose enough? AmJPsychiatry 131:1027-1029,1974. 


Brief Summary of Prescribing Information 
ADAPIN® (doxepin HCI) Capsules 

Indications —Relief of symptoms of anxiety and depression. 

Contraindications —Glaucoma, tendency toward urinary retention, or 
hypersensitivity to doxepin. 

Warnings —Adapin has not been evaluated for safety in pregnancy. No 
evidence of harm to the animal fetus has been shown in reproductive 
studies. There are no data concerning secretion in human milk, nor on 
effect in nursing infants. 

Usage in children under 12 years of age is not recommended. MAO 
inhibitors should be discontinued at least two weeks prior to the 
cautious initiation of therapy with this drug, as serious side-effects and 
death have been reported with the concomitant use of certain drugs 
and MAO inhibitors. 

In patients who may use alcohol excessively potentiation may in¬ 
crease the danger inherent in any suicide attempt or overdosage. 



Precautions —Drowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery. Since 
suicide is an inherent risk in depressed patients they should be closely 
supervised while receiving treatment. Although Adapin has shown ef¬ 
fective tranquilizing activity, the possibility of activating or unmasking 
latent psychotic symptoms should be kept in mind. 

Adverse Reactions —Dry mouth, blurred vision and constipation 
have been reported. Drowsiness has also been observed. 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal reactions, secretory effects such as 
sweating, tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, 
photophobia, decreased libido, rash and pruritus may also occur. 

Dosage and Administration —In mild to moderate anxiety and/or 
depression: 25 mg t.i.d. Increase or decrease the dosage according 
to individual response. Daily dosage, up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage is 
75 mg to 150 mg per day not to exceed 300 mg per day. 

Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks. 

How Supplied —Each capsule contains doxepin, as the hydro¬ 
chloride: 10 mg, 25 mg, 50 mg and 100 mg capsules in bottles of 100 
and 1000. 

For complete prescribing information please see package 
insert or PDR. 


When they see life 

in shades of blue... 
help them see life 
in all its colors. 

Adapin 

fcjcwapn HCI) 

single daily dose recommended h.s. 

10 mg capsules SsPENYWUJ 



25 mg capsules 
50 mg capsules 
NEW 100 mg capsules 


Pennwalt Prescription Products 
Pharmaceutical Division 
Pennwalt Corporation 
Rochester, New York 14603 






For PMS members and 
their employees 

THE PMS CREDIT UNION 

It makes sense to join. 

Who can join? 

All PMS members, their families, employees, and employee’s families 
can share in this new PMS benefit. No age limit. 

What does it cost? 

One dollar! (Plus savings) 

That’s right. With just $1 and a savings deposit you are a member of the 
PMS Credit Union. 

Are my savings protected? 

YES. 

Deposits up to $40,000 per account are insured by the NCUA, an 
independent agency of the U. S. Government. 

Are loans available to anyone? 

NO. Only PMS Credit Union members can borrow from the PMS Credit 
Union. 

Who owns the PMS Credit Union? 

YOU DO. 

The PMS Credit Union is owned and operated by its members on a 
non-profit basis. 


YOUR PMS 
CREDIT UNION 



PENNSYLVANIA MEDICAL SOCIETY CREDIT UNION 

20 Erford Rd., Lemoyne, PA 17043 
Phone (717) 763-7151 

Yes, I am interested in the PMS Credit Union. Please send 
me more information today. 

I know_other persons who also want information 

about the PMS Credit Union. 

NAME:_ 

ADDRESS: _ 

CITY: _STATE: _ZIP: _ 

For more information fill out coupon and mail today! 


NEW! 




















NEW YORK UNIVERSITY 
POST-GRADUATE MEDICAL SCHOOL 


Sept. 22-24 Clinical Anesthesia Today Fee: $270 

(CAT IV) 

New clinical developments in neurologic, obstetric, and neonatal anesthesia; 
muscle relaxants, neuromuscular transmission; cardiac drugs; special tech¬ 
niques. Includes workshop on cardiac problems. (21 hrs. AMA Cat. I; AANA) 


Sept. 22-24 Adolescent Medicine Fee: $180 

A wide range of carefully selected clinically oriented topics and workshops for 
physicians with adolescent patients. (18 hrs. AMA Cat. I; AAFP prescribed 
hours) 

Sept. 25-29 General Diagnostic Radiology Fee: $320 

A broadly based clinical review of neurologic, urologic, chest, cardiac, Gl, 
bone and joint radiology including CAT scanning. (28 hours AMA Cat. I) 

Oct. 18-Dec. 20 Consultations In Fee: $350 

Internal Medicine 

New departure in clinical problem solving relating exclusively to complex 
diagnostic problems and therapeutic options in internal medicine. For the 
experienced internist. (Wednesdays, 4-7 p.m.) (30 hrs. AMA Cat. I; AAFP 
prescribed hours) 


Oct. 19-20 Sherlockian Dermatopathology Fee: $225 

Application to dermatopathology and pathology of the methods of deductive 
and analytic logic practiced by the world’s most famous consulting 
detective—Sherlock Holmes. (14 hrs. AMA Cat. I; 12V2 AAD pending) 

Oct. 21-22 Robert S. Hotchkiss Fee: $200 

Symposium—Male infertility 

An update on the science underlying a rational clinical approach to diagnosis 
and treatment of male infertility problems. (14 hours AMA Cat. I) 


Oct. 28-29 Office Management Of Fee: $180 

Common Orthopedic Problems 

For emergency room and primary care physicians. Emphasis on approaches 
to neck and shoulder pain, low back pain and disc disease, common frac¬ 
tures, the painful knee and sprained ankle. Treatment workshops in splinting, 
casting, strapping. (14 hours AMA Cat. I; ACEP; AAFP prescribed hours) 

Oct. 30-Nov. 1 Clinical Rheumatology Fee: $240 

For Primary Physicians 

Intensive clinical course for internists and family physicians. Lectures, case 
studies and workshop on physical diagnosis. (21 hours AMA Cat. I; AAFP 
prescribed hours) 


Nov. 2-4 Echocardiography Fee: $160; $80 

Nov. 2, 3 —An introduction to fundamentals for better understanding of 
indications, limitations and interpretation of echocardiograms in the clinical 
literature and patient records. Nov. 4 —Intensive practice sessions on in¬ 
terpretation of echocardiograms using the case study method and self as¬ 
sessment evaluations. (21 hours AMA Cat. I; AAFP prescribed hours) 


December 2-3 Practicum In Psychiatry Fee: $160 

& Criminal Law 

For psychiatrists who may function in the legal arena: tests of competency, 
insanity as a defense, pre-sentence consultation and the psychiatrist as expert 
witness. (14 hours AMA Cat. I) 


Dec. 7-8 Diagnosis Of Fee: $160 

Muscular Diseases 

Intensive practical review of essential methodology and advanced techniques 
in the diagnosis of neuromuscular diseases for neurologists, neuro¬ 
physiologists and physiatrists. (14 hours AMA Cat. I) 

Dec. 9-10 Psychiatry For Primary Fee: $185 

Care Physicians 

Identification and management of crisis and emergency situations in office 
practice: depression, anxiety attacks, acute psychotic states, hysteria, 
psychosomatic complaints, suicide threats and drug abuse. Guidelines for 
using common psychoactive drugs. (14 hours AMA Cat. I; AAFP prescribed 
hours) 


Dec. 11-12 Clinical Electrodiagnosis Of Fee: $160 

Neuromuscular Diseases 

Presents advanced and unusual techniques of electromyography and nerve 
stimulation studies. For clinical neurophysiologists, neurologists, neurosur¬ 
geons, orthopedists and physiatrists. (14 hours AMA Cat. I) 


Dec. 11-15 Neurosurgery/New York City 1978 Fee: $385 

Combines the resources and faculties of the Departments of Neurosurgery in 
the seven NYC medical schools. Features state-of-art lectures, clinical 
presentations, video-tape programs on operative techniques, informal ses¬ 
sions with faculty and a program at the Neurological Institute (Columbia). (34 
hours AMA Cat. I; PRA in Neurosurgery) 


Jan. 3-May 30, 1979 Internal Medicine Fee: $485 

An In-Depth Review 

A sophisticated, current review of internal medicine. Major attention to 
disease mechanisms and advances in diagnosis and therapeutics with heavy 
clinical orientation. Helpful for ABIM and AAFP exam review. (Wednesday, 
4-7 p.m.) (66 hours AMA Cat. I; AAFP) 


Fees and dates subject to change. For information 
or course brochure, write or phone: Registration 
Dept., NYU Post-Graduate Medical School, 550 
First Avenue, New York, NY 10016; 212-679-8745 
(24-hr telephone). 




Official Call 1978 Annual Session 
Pennsylvania Medical Society House of Delegates 


The 1978 Annual Session of the House of Delegates of the 
Pennsylvania Medical Society will be called to order at the Host 
Farm Resort Motel, Lancaster, Pennsylvania on Monday, October 
30, 1978 at 10:00 a.m. The second session of the House of Dele¬ 
gates is scheduled for Tuesday, October 31,1978 at 1:00 p.m. The 
third and concluding session of the House of Delegates will be 
held Wednesday, November 1, 1978 at 9:30 a.m. 

Elections 

In accordance with Article X, Section 3 of the Constitution and 
Chapter IV, Section 2 of the Bylaws and Standing Rule Number 1 
of the House of Delegates (revised October 23,1972) of the Penn¬ 
sylvania Medical Society, the following nominations and/or elec¬ 
tions will be in order at the second session, Tuesday afternoon, 
October 31, 1978: 

General Officers to be elected are a vice president, a secretary, 
a speaker of the House of Delegates, and a vice speaker of the 
House of Delegates. 

In accordance with Article VIII, Section 3 of the Constitution 
and Standing Rule Number 1 of the House of Delegates of the 
Pennsylvania Medical Society, elections will be in order for a 
trustee and councilor for the Fourth Councilor District to serve 
five (5) years to succeed George A. Rowland, M.D., Columbia 
County, who is not eligible for re-election; a trustee and councilor 
for the Fifth Councilor District to serve for five (5) years to suc¬ 
ceed Raymond C. Grandon, M.D., Dauphin County, who is eligi¬ 
ble for re-election. 

In accordance with Chapter XIV, Section 2 (e) of the Bylaws of 
the Pennsylvania Medical Society, elections for five (5) delegates 
and five (5) alternates to the American Medical Association are in 
order. The term is for two (2) years beginning January 1, 1979. 
Delegates whose terms expire December 31,1978 are: R. William 
Alexander, M.D., Berks County; Raymond C. Grandon, M.D., 
Dauphin County; William J. Kelly, M.D., Allegheny County; 
William Y. Rial, M.D., Delaware County; George A. Rowland, M.D., 
Columbia County. 

The Committee to Nominate Delegates and Alternates to the 
AMA makes the following nominations for delegates for two (2) 
years commencing January 1, 1979: 

1. R. William Alexander, M.D. (Berks County) 

2. James B. Donaldson, M.D. (Philadelphia County) 

3. Raymond C. Grandon, M.D. (Dauphin County) 

4. William J. Kelly, M.D. (Allegheny County) 

5. William Y. Rial, M.D. (Delaware County) 

Alternate delegates whose terms expire December 31, 1978 
are: Donald C. Brown, M.D., Westmoreland County; Betty L. Cot¬ 
tle, M.D., Blair County; James B. Donaldson, M.D., Philadelphia 
County; Michael P. Levis, M.D., Allegheny County; John L. Kelly, 
M.D., Delaware County. 

The Committee to Nominate Delegates and Alternates to the 
AMA makes the following nominations for alternate delegates for 
two (2) two-year terms commencing January 1, 1979: 

1. Donald C. Brown, M.D. (Westmoreland County) 

2. Betty L. Cottle, M.D. (Blair County) 

3. Joseph N. Demko, M.D. (Lackawanna County) 

4. John L. Kelly, M.D. (Delaware County) 

5. Michael P. Levis, M.D. (Allegheny County) 

6. Carol N. Maurer, M.D. (Venango County) 


7. Donald E. Parlee, M.D. (Bucks County) 

8. Jonathan E. Rhoads, Jr., M.D. (Philadelphia County) 

(Note: There exists a strong possibility that by the time of the 
meeting of the PMS House of Delegates, Pennsylvania will have 
sufficient AMA members to qualify for an eleventh delegate and 
alternate delegate. If that situation exists at the time of the House 
of Delegates, your committee will be prepared to place additional 
names in nomination.) 

It is necessary to elect a delegate to fill the unexpired term of 
George A. Rowland, M.D. Section 5.101 of the AMA Constitution 
and Bylaws states that no person, while serving as a voting 
member of the Board of Trustees, shall be a delegate or an 
alternate delegate to the AMA House of Delegates. Dr. Rowland 
was elected to serve on the AMA Board of Trustees at the June 
1978 annual meeting. Dr. Rowland’s term as a delegate expires 
December 31, 1978. 

The Committee to Nominate Delegates and Alternates to the 
AMA makes the following nomination for the unexpired term, 
effective immediately and ending December 31, 1978. 

1. James B. Donaldson, M.D. (Philadelphia County) 

Also to be elected will be two (2) members to serve on the 
Committee to Nominate Delegates and Alternates to the Ameri¬ 
can Medical Association. The term of Charles K. Zug, III, M.D., 
Northampton County expires; he is eligible for re-election. In 
addition the term of Charles R. Shuman, M.D., Philadelphia 
County, expires; he is eligible for a second three-year term. 

In accordance with Article IX, Section 5 of the Constitution, the 
Board of Trustees nominates the following members for vacan¬ 
cies on the Judicial Council: for the office now held by Russell B. 
Roth, M.D., Erie County, the Board nominates Orlo G. McCoy, 
M.D., Bradford County; Sydney E. Sinclair, M.D., Lycoming 
County; and James L. Killius, M.D., Somerset County. For the 
office now held by George E. Farrar, Jr., M.D., Philadelphia 
County, the Board nominates William J. Kelly, M.D., Allegheny 
County; Robert P. Dutlinger, M.D., Dauphin County; and George 
E. Farrar, Jr., M.D. For the office now held by Cyrus B. Slease, 
M.D., Armstrong County, the Board nominates Cyrus B. Slease, 
M.D.; H. Thompson Dale, M.D., Centre County; and Robert S. 
Sanford, M.D., Tioga County. 

Elections will be held for District Censor from each component 
medical society to serve for one (1) year following the close of the 
1978 House of Delegates session, as required by Chapter IV, 
Section 4 of the Bylaws of the Pennsylvania Medical Society. The 
component county medical societies submitted the following 
nominations for District Censor: 

Adams, W. North Sterrett; Allegheny, William D. Stewart; 
Armstrong, Donald Minteer; Beaver, John G. Hallisey; Bedford, 
; Berks, Brian A. Wummer; Blair, ; Bradford, 

Arthur B. King; Bucks, Stanley F. Peters; Butler, Robert C. 
McCorry; Cambria, Warren F. White; Carbon, ; Centre, H. 

Thompson Dale; Chester, ; Clarion, Charles C. Huston; 

Clearfield, Fred Pease; Clinton, ; Columbia, Philip M. 

Irey, Jr.; Crawford, David D. Kirkpatrick, Jr.; Cumberland, Hans S. 
Roe; Dauphin, Robert P. Dutlinger; Delaware, Arthur S. 
Reynolds; Elk-Cameron, ; Erie, Robert L. Loeb; Fayette, 

Veronica Binns; Franklin, Albert W. Freeman; Greene, Arthur J. 
Patterson; Huntingdon, ; Indiana, ; Jefferson, 

Nicholas F. Lorenzo; Lackawanna, Thomas A. O’Boyle; Lancas- 
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ter, William G. Ridgway; Lawrence, John M. Corbett; Leba¬ 
non, ; Lehigh, Robert J. Beitel, Jr.; Luzerne, Robert Kerr; 

Lycoming, Franklin G. Wade; McKean, Bruno P. Sicher; 
Mercer, ; Mifflin-Juniata, ; Monroe, Mark Pliskin; 

Montgomery, Rudolph K. Glocker; Montour, William O. Curry, Jr.; 
Northampton, Walter J. Filipek; Northumberland, Nicholas 
Spock; Perry, Frank A. Belmont; Philadelphia, ; Potter, 

Francisco B. Villa; Schuylkill, ; Somerset, Alexander 

Solosko; Susquehanna, Paul B. Kerr; Tioga, William Reich; 
Union, Joseph Weightman; Venango, Harry Kanhofer; Warren, 
Harold J. Reinhard; Washington, William H. Kittrell; Wayne- 
Pike, ; Westmoreland, Leslie S. Pierce; Wyoming, John S. 

Rinehimer, Jr.; York, Donald R. Gross. 

Proposed Amendments to the Constitution and Bylaws 

Printed below is the text of the amendments to the Constitution 
and Bylaws which are being proposed by the Committee on 
Constitution and Bylaws, with the exception of Subject Eleven, 
which is being proposed by the Board of Directors of the 
Philadelphia County Medical Society and in accordance with 
Article XIV of the Constitution. Material in italics is being added; 
material in brackets is being deleted. The Secretary’s Notes in¬ 
clude the vote required and the origin of the proposal. 

Subject One 

I. Effective date of terms of delegates to PMS House of Dele¬ 
gates. 

Bylaws 

Chapter XVI - Component Societies 
Section 10. Delegates to this Society. Each Component Society 
shall at some meeting held prior to [June 1] December 31 of each 
year elect, from among its members who are Active, Senior Ac¬ 
tive, Intern or Resident Members of this Society, delegates and 
alternates to the House of Delegates of this Society in accordance 
with the provisions of Article VI of the Constitution. [A Compo¬ 
nent Society may, if it so desires, hold the election of such dele¬ 
gates and alernates during the preceding year. In such event the] 
The Bylaws of the Component Society shall contain appropriate 
provisions for determining the manner in which the elected dele¬ 
gates and alternates shall be reduced should they prove to be a 
number in excess of those to which the Component Society is 
entitled on the basis of the number of its members as of De- 
cember31 of such preceding year, and appropriate provisionsfor 
the designation [prior to June 1] of additional alternates and 
delegates should the Component Society be entitled to more 
than those elected at the earlier election on the basis of the 
number of its members as of December 31. 

(Secretary’s Note: Three-fourths vote required. Committee rec¬ 
ommendation.) 

Subject Two 

II. Judicial Council eligibility qualifications. 

Constitution 

Article IX - The Judicial Council 
Section 6. Qualifications of Members. No member of this Society 
shall be eligible for election to the Judicial Council unless: (a) he 
has served as (i) a President of this Society; or (ii) a member of the 
Board of Trustees and Councilors for at least one full term; or (iii) 
[a member of the House of Delegates for at least five years;] a 
member of the House of Delegates personally registered and in 
attendance at least at one session of the House of Delegates per 
year for a minimum of five years; and (b) he shall not be a member 
of a Component Society, a member of which (i) is then serving as 
a member of the Judicial Council and whose term will continue 
during any portion of the period for which the new member is to 
be elected, or (ii) has previously been elected to the Judicial 
Council at the same election. Notwithstanding qualifications as 


set forth above, no person shall be eligible to serve for more than 
three consecutive terms, but a member elected to serve an unex¬ 
pired term shall not be regarded as having served a term unless 
he has served more than one year, and for this purpose a year 
shall be deemed to be the period between Annual Sessions of the 
House of Delegates. 

(Secretary’s Note: Two-thirds vote required. Committee recom¬ 
mendation.) 

Subject Three 

III. Resident physician section, medical school section, and as¬ 
sociate members in House of Delegates. 

Constitution 

Article VI - House of Delegates 

Section 2. Composition. The House of Delegates shall be com¬ 
posed of (a) delegates (or their alternates) elected by the Compo¬ 
nent Societies in the proportion of one delegate for every one 
hundred or fraction thereof of its Active, Senior Active, Associate, 
Intern and Resident Members in this Society whose dues are paid 
or excused as of December 31 of each preceding year, whose 
term of office shall be for a term of oneyearorforaterm in excess 
of one year if such Component Society’s Bylaws provide for a 
longer term than one year provided that at least one delegate or 
alternate be elected by such Component Society each year, and 
whose names have been submitted to the office of the Executive 
Vice President of the Pennsylvania Medical Society as instructed 
by the Executive Vice President, and in January of each year the 
Executive Vice President of the Pennsylvania Medical Society 
shall certify to each Component Society the number of delegates 
to which it is entitled during the current year; (b) the secretaries of 
the Component Societies in office at the time of any meeting of 
the House of Delegates; (c) specialty [section] members, dele¬ 
gates elected by the American Medical Association Board cer¬ 
tified specialties having organized societies in Pennsylvania on 
the basis of one delegate for each such specialty society, such 
specialty delegates shall be Active, Senior Active, Associate, 
Intern, or Resident Members in good standing in this Society; (d) 
special student members (or their alternates) as defined in Sec¬ 
tions 9 and 10 of Article IV: and (e) a residents’ delegate or 
alternate of the section of residents as described in the Bylaws, 
Chapter XVII, Section 1; (f) a medical school section delegate of 
the section of medical schools as described in the Bylaws, Chap¬ 
ter XVII, Section 2; [(e)](g) ex-officio but without the right to vote, 
the Speaker, Vice Speaker, and Immediate Past Speaker of the 
House of Delegates, the President, President Elect, and Vice 
President, the Secretary, the Trustees and Councilors, and the 
members of the Judicial Council of this Society, the ex-presidents 
of this Society and the presidents of the Component Societies, 
except that any of the foregoing ex-officio delegates, other than 
those prohibited from so doing by Article V of this Constitution, 
may at the same time serve as voting delegates duly designated 
as such by the respective Component Societies, and except that 
the Speaker, or the Vice Speaker when serving as Speaker, shall 
have the right to vote in all cases where his vote would change the 
result of a vote taken other than a vote decided by ballot. 
(Secretary’s Note: Two-thirds vote required; 1977 House Action.) 

Bylaws 

Chapter III - House of Delegates 
Section 4. Credentials of Delegates. Prior to the opening of any 
session of the House of Delegates, the Secretary of each Compo¬ 
nent Society, under the seal of the same, shall certify to this 
Society the names of each voting delegate and each alternate 
who has been legally and regularly designated as a voting dele¬ 
gate or alternate delegate to this Society. The Secretary of each 
specialty society in Pennsylvania shall certify to this Society the 
names of the voting delegate and alternate who has been legally 
and regularly designated as that society’s voting delegate and 
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alternate to this Society’s House of Delegates. Each Special Stu¬ 
dent Member or his alternate shall deposit with the Committee on 
Credentials a certificate signed by the Secretary of this Society 
under the Society’s seal which states that he is the duly certified 
representative of his Chapter of the American Medical Students 
Association. The secretaries of the resident physician section and 
the medical school section shall certify to the Society that each 
delegate is legally and regularly designated as that section's 
voting delegate or alternate to this Society's House of Delegates. 
No voting delegate and no alternate delegate may be seated until 
the foregoing requirement has been complied with, provided, 
however, that the Credentials Committee may waive this re¬ 
quirement in unusual cases when satisfied that the person 
presenting himself as a voting delegate or alternate delegate is 
the person who has been certified as such to the Executive Vice 
President in accordance with the provisions of Article VI of the 
Constitution, or has been duly selected in accordance with Sec¬ 
tion 3 of Article VI of the Constitution of this Society. Prior to the 
opening of any session of the House of Delegates, the Executive 
Vice President shall certify to the Committee on Credentials the 
names of all members of the House of Delegates as shown on his 
official records. Such certification shall be sufficient for the seat¬ 
ing of the secretaries or presidents of Component Societies and 
for the identification of the voting and non-voting members of the 
House of Delegates. Any dispute that shall arise as to the seating 
of any voting delegate or any alternate delegate shall be deter¬ 
mined by the House of Delegates after a report thereon by the 
Committee on Credentials, and the action of the House in such 
cases shall be final. 

(Secretary’s Note: Three-fourths vote required; 1977 House Ac¬ 
tion.) 

Subject Four 

IV. Establishment of special sections. 

Bylaws 

Chapter XVII - Special Sections 

Section 1. Resident Physician Section. Membership in this sec¬ 
tion shall include resident physicians who are members in the 
Resident category of the Pennsylvania Medical Society. The sec¬ 
tion shall elect a governing committee consisting of a chairman, 
vice chairman, secretary, delegate, and alternate delegate to the 
PMS House of Delegates, and two members-at-large. The regular 
functions of this section shall include, but not be limited to, the 
conducting of a business meeting held in conjunction with the 
PMS House of Delegates Session. 

(Secretary’s Note: Three-fourths vote required; 1977 House Ac¬ 
tion.) 

Bylaws 

Chapter XVII - Special Sections 

Section 2. Medical School Section. Membership in this section 
shall include deans of Pennsylvania medical schools who are 
Active members of the Pennsylvania Medical Society and up to 
five members of administration or faculty of each Pennsylvania 
medical school, designated by the dean of the school, who are 
Active members of the Pennsylvania Medical Society; in the event 
the dean is not an Active member of this Society, the dean may 
designate a representative who is an Active member. The section 
will elect the governing council consisting of a chairman, vice 
chairman, secretary, delegate, and alternate delegate to the PMS 
House of Delegates, and two members-at-large. The regular func¬ 
tions shall include, but not be limited to, the conducting of a 
business meeting held in conjunction with the PMS House of 
Delegates Session. The cost incurred by the participating mem¬ 
bers of the section should not be a responsibility of the Pennsyl¬ 
vania Medical Society. 


(Secretary’s Note: Three-fourths vote required; 1977 House Ac¬ 
tion.) 

Subject Five 

V. Chapter XVII, Amendments to the PMS Bylaws - numeral 
change. 

Bylaws 

Chapter XVII - Amendments 

[Chapter XVII.] Chapter XVIII. These Bylaws may be amended at 
any Annual Session of the House of Delegates by an affirmative 
vote of three-fourths of the delegates present after lying over 
one day. If there be a majority but less than a three-fourths 
favorable vote, the amendment shall lie over until the next ses¬ 
sion of the House of Delegates and the adoption thereof shall be 
in the manner and in accordance with the procedure for amend¬ 
ments to the Constitution. 

These Bylaws may be amended at any special session of the 
House of Delegates in the same manner as amendments to the 
Constitution. The House of Delegates may determine the effec¬ 
tive date of any amendment. 

(Secretary’s Note: Three-fourths vote required. Committee rec¬ 
ommendation.) 

Subject Six 

VI. Conditions for termination-reinstatement. 

Bylaws 

Chapter I - Membership 

Section 7. Termination of Membership. The membership of a 
member of this Society shall terminate (a) in the case of Active or 
Senior Active or Associate Members suspended pursuant to sub¬ 
section (a) of Section 6 of this Chapter who have not completed 
the continuing medical education requirement for the AMA 
Physician’s Recognition Award by the end of a one-year period of 
suspension; (b) upon (i) termination of membership in a Compo¬ 
nent Society for any reason whatsoever, or (ii) failure to pay a 
delinquent assessment within thirty days after notice of such 
delinquency as provided in Section 2 of Chapter IX of these 
Bylaws, or (iii) three months after ceasing to be eligible for mem¬ 
bership herein in the class of membership in which he is a 
member as specified in the Constitution, unless at such time an 
application or certification for another class of membership for 
which the member will become immediately eligible is pending in 
the office of the Executive Vice President of this Society; and (c) 
upon the effective date, as provided in Section 7 of Chapter XIII of 
these Bylaws, of an order to that effect issued by the Judicial 
Council of this Society. [Any person whose membership has been 
terminated for failure to pay a delinquent assessment shall be 
reinstated to membership without any break in continuity of 
membership upon payment of the delinquent assessment in full 
before December 31 of the assessment year, and reinstatement 
by his Component Society, but no such member under any cir¬ 
cumstances shall be considered to be an Active, Senior Active, 
Intern or Resident member in good standing during the period 
between January 1 of the year for which assessment was delin¬ 
quent and the date of reinstatement for the purposes of any 
section of the Constitution or these Bylaws. Any Active or Senior 
Active dues-paying or Associate member whose membership has 
been terminated by reason of failure to meet the requirements for 
the AMA Physician’s Recognition Award shall be reinstated to 
membership if, after meeting all the other requirements for 
reinstatement, he submits evidence that he has met all the re¬ 
quirements for such award for a current period and that at least 
one-third of the hours required were obtained during the current 
calendar year.] 

Section 8. Reinstatement of Membership. Any person whose 
membership has been terminated for failure to pay a delinquent 
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assessment shall be reinstated to membership without any break 
in continuity of membership upon payment of the delinquent 
assessment in full before December 31 of the assessment year, 
and reinstatement by his Component Society, but no such 
member under any circumstances shall be considered to be an 
Active, Senior Active, Intern, or Resident member in good stand¬ 
ing during the period between January 1 of the year for which 
assessment was delinquent and the date of reinstatement for the 
purpose of any section of the Constitution or these Bylaws. Any 
Active or Senior Active dues-paying or Associate member whose 
membership has been terminated by reason of failure to meet the 
requirements for the AMA Physician’s Recognition Award shall 
be reinstated to membership if, after meeting all the other re¬ 
quirements for reinstatement, he submits evidence that he has 
met all the requirements for such award for a current period and 
that at least one-third of the hours required were obtained during 
the previous twelve months. 

Any person whose membership has been terminated for failure 
to pay a special assessment shall not be reinstated until such 
special assessment has been paid. 

(Secretary’s Note: Three-fourths vote required; 1977 House 
Action.) 

Subject Seven 

VII. Deletion of delinquent dues provision. 

Bylaws 

Chapter IX - Assessment and Funds 
Section 2. Delinquent Assessments. A member whose annual 
assessment or special assessment is not paid at the time 
mentioned in Section 1 above shall be delinquent and shall not be 
in good standing in this Society. No delinquent member shall be 
entitled to exercise any of the rights and privileges of member¬ 
ship in this Society during the period of his delinquency. Delin¬ 
quent assessment is either the annual or special assessment. The 
Executive Vice President shall send a notice to each delinquent 
member within sixty days of the date such member becomes 
delinquent, stating the amount then due and the fact that unless 
such amount is paid within thirty days after the date thereof the 
membership of such member will be terminated automatically as 
provided in Chapter I of these Bylaws. [No member of this Society 
whose membership has been terminated as provided above shall 
be reinstated until his delinquent assessment has been paid.] 
(Secretary's Note: Three-fourths vote required; 1977 House Ac¬ 
tion.) 

Subject Eight 

VIII. Revisions regarding continuing medical education. 

Constitution 
Article IV - Membership 

Section 12. Continuing Medical Education Requirement. In order 
for an Active or Senior Active dues-paying or Associate Member 
of this Society to remain a member in good standing of the 
Society [after June 30,1976,] he must show evidence of engaging 
in continuing medical education as prescribed by the Bylaws of 
this Society. 

(Secretary’s Note: Two-thirds vote required. Committee recom¬ 
mendation.) 

Bylaws 

Chapter I - Membership 

Section 5. Continuing Medical Education Requirement. In order 
for an Active or Senior Active dues-paying or Associate Member 
of this Society to remain a member in good standing of the 
Society [after June 30, 1976,] he must have qualified for the 
American Medical Association’s Physician’s Recognition Award, 
which award is currently based upon a three-year qualifying 


period. Each Active or Senior Active dues-paying or Associate 
member once he has qualified for the American Medical Associ¬ 
ation’s Physician’s Recognition Award, must continue to qualify 
for such award in order to remain a member in good standing of 
the Pennsylvania Medical Society. [The Board of Trustees and 
Councilors shall, in accordance with procedures established by 
such Board, have the power to waive such requirements in those 
cases involving Active or Senior Active or Associate members of 
this Society serving temporarily in the Armed Forces or other 
Government service of the United States or prevented from the 
practice of medicine by reason of illness or disability gr in such 
other cases as in its judgment such waiver should be granted. The 
Board shall waive such requirements upon application from any 
Associate member not actively engaged in the practice of medi¬ 
cine. Special student members are exempt from the continuing 
education requirement.] The Board of Trustees and Councilors 
shall, in accordance with procedures established by such Board, 
have the power to waive such requirements in those cases involv¬ 
ing members. Members may apply for a waiver in one of the 
following categories: 1) total and permanent -for those who are 
permanently retired; 2) waiver for a limited time - for those who 
are temporarily ill, disabled, in military service, etc.; 3) condi¬ 
tional waiver of the PRA - for those who provide evidence of 
continuing education that is acceptable in lieu of the PRA. 
(Secretary’s Note: Three-fourths vote required. Committee rec¬ 
ommendation.) 

Subject Nine 

IX. Terms of members on Standing Committee on Constitution 
and Bylaws. 

Bylaws 

Chapter XIV - Committees, Administrative Councils, and 

Commissions 

Section 2. Standing Committees, (b) Committee on Constitution 
and Bylaws. The Committee on Constitution and Bylaws shall 
consist of (a) five voting members of the House of Delegates to be 
appointed annually by the Speaker of the House of Delegates 
prior to August 1 from the members already reported as members 
of the House of Delegates for the coming Annual Session of this 
Society, and (b) the Speaker and Vice Speaker of the House of 
Delegates, the Secretary, Legal Counsel, and the Executive Vice 
President as ex-officio members without vote. The Speaker may 
reappoint a delegate to the chairmanship of this Committee for a 
maximum of six consecutive years. [No member other than the 
Chairman may be appointed more than two consecutive years.] 
The term of a member of this Committee shall begin with the 
opening session of the annual House of Delegates meeting fol¬ 
lowing his appointment and shall conclude immediately prior to 
the next annual meeting. This Committee shall constantly study 
the Constitution and Bylaws and recommend revisions and mod¬ 
ifications necessitated by changing times, methods, or condi¬ 
tions. All proposals for amendments to the Constitution and 
Bylaws shall, wherever possible, be submitted to this Committee 
in advance by any proponent thereof for consultation and ad¬ 
vice, and this Committee shall serve as the Reference Committee 
of the House of Delegates as provided in Section 9 of Chapter III of 
these Bylaws. 

(Secretary’s Note: Three-fourths vote required. Committee rec¬ 
ommendation.) 

Subject Ten 

X. Associate members, rights and privileges. 

Constitution 
Article IV - Membership 

Section 10. Rights and Privileges of Members, Including Voting 
Rights. All members of the Society have all the rights and privi¬ 
leges of membership except as otherwise provided in this Con- 


Pennsylvania Medicine, August 1978 


27 



stitution and Bylaws and except that neither [Associate nor] Af¬ 
filiate nor Honorary Members shall have the right to vote or hold 
any office or to be members of any council, committee, or com¬ 
mission. 

Each Special Student Member shall serve as a delegate in the 
House of Delegates with the right to vote and to serve on refer¬ 
ence committees, with the exception of the Reference Com mittee 
on Constitution and Bylaws; but no Special Student Member 
shall have the right to hold any office or to be a member of any 
council, commission, or committee. 

No member of this Society of any class shall have any direct 
vote in the affairs of this Society except as to such matters, if any, 
where such vote is required by the laws of the Commonwealth of 
Pennsylvania. 

(Secretary’s Note: Two-thirds vote required. 1977 House Action. 
See Subject Three.) 

Subject Eleven 

XI. Terms of office - Board of Trustees and Councilors. 


Constitution 

Article VIII - Board of Trustees and Councilors 
Section 2. Composition. The Board of Trustees and Councilors 
shall consist of the President, the President Elect, the Vice Presi¬ 
dent, and the Immediate Past President, ex-officio with the right 
to vote, and the Speaker and the Vice Speaker of the House of 
Delegates, ex-officio without the right to vote, and one Active, 
Senior Active, Intern or Resident Member from each Councilor 
District of this Society as determined by the Bylaws. Each Trustee 
and Councilor shall be elected for a term of [five] three years and 
shall serve until his successor shall have been elected and quali¬ 
fied. No Trustee and Councilor shall serve more than two con¬ 
secutive terms, but a member elected to serve an unexpired term 
shall not be regarded as having served a term unless he has 
served more than two years, and for this purpose a year shall be 
deemed to be the period between annual sessions of the House of 
Delegates. 

(Secretary’s Note: Two thirds vote required. Proposed by 18 ac¬ 
tive members of the Philadelphia County Medical Society.) 


Scandinavia London, England 

Foreign Workshop Study Tours 

The Society believes that we can learn from others about our future. That is the idea behind 
our foreign workshop study tour program, “to see what the other fellow has done and try to 
avoid his mistakes.” 

Now we know we shouldn’t try to compare apples and oranges, but we can search for some 
clues in the operation of foreign health systems that may help us. 

Two Tours Offered 

Study Tour No. 1 to SCANDINAVIA 

September 24-October 2, 1978; Price: $980 

Study Tour No. 2 to London, ENGLAND 

October 12-October 23, 1978; Price: $910 

Features 

• The tours meet all the Guidelines for Foreign Convention Tax Expense which may allow you an income 
tax deduction; 

• 10 hours of Category I credit for your continuing medical education requirement; 

• No more than 20 persons will be on each tour. 


Council on Education and Science 

Pennsylvania Medical Society, 20 Erford Road, Lemoyne, PA 17043 

Send details on: □ WORKSHOP 1 - SCANDINAVIA 
□ WORKSHOP 2 - LONDON 


Name:_ 

Address:_ 

City:_State:_Zip: 

Telephone: ( )_ 

A.C. Number 

Names of Others in Party: _ 













THERAPY 




Neosporiri 

Ointment 


(Polymyxin B-Bacitracin-Neomycin) 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 



Bacitracin Polymyxin B 


This potent broad-spectrum antibacterial 
provides overlapping action to help combat 
infection caused by common susceptible pathogens 
(including staph and strep). The petrolatum base 
is gently occlusive, protective and 
enhances spreading. 


Escherichia 

Proteus 

Coryne bacterium 

Streptococcus 

Pneumococcus 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 



Wellcome 


Burroughs Wellcome Co. 

Research Triangle Park 
North Carolina 27709 


In vitro overlapping antibacterial action of 

Neosporin * Ointment (polymyxin B-badtradn-neomycin). 


Ointment 

(Polymyxin B-Bacitracin-Neomycin) 


Each gram contains: Aerosporin" brand Polymyxin B 
Sulfate 5,000 units: zinc bacitracin 400 units; neomycin 
sulfate 5 mg (equivalent to 3.5 mg neomycin base): 
special white petrolatum qs; in tubes of 1 oz and 1/2 oz 
and 1/32 oz (approx.) foil packets. 

WARNING: Because of the potential hazard of nephro¬ 
toxicity and ototoxicity due to neomycin, care should be 
exercised when using this product in treating extensive 
burns, trophic ulceration and other extensive conditions 
where absorption of neomycin is possible. In burns 
where more than 20 percent of the body surface is 


affected, especially if the patient has impaired renal 
function or is receiving other aminoglycoside anti¬ 
biotics concurrently, not more than one application a 
day is recommended. 

When using neomycin-containing products to control 
secondary infection in the chronic dermatoses, 
it should be borne in mind that the skin is 
more liable to become sensitized to many substances, 
including neomycin. The manifestation of sensitization to 
neomycin is usually a low grade reddening with swelling, 
dry scaling and itching; it may be manifest simply as 
failure to heal. During long-term use of neomycin- 
containing products, periodic examination for such 
signs is advisable and the patient should be told to 
discontinue the product if they are observed. These 
symptoms regress quickly on withdrawing the medica¬ 
tion. Neomycin-containing applications should be 
avoided for that patient thereafter. 


PRECAUTIONS: As with other antibacterial preparations, 
prolonged use may result in overgrowth of nonsus- 
ceptible organisms, including fungi. Appropriate measures 
should be taken if this occurs. 

ADVERSE REACTIONS: Neomycin is a not uncommon 
cutaneous sensitizer. Articles in the current literature 
indicate an increase in the prevalence of persons 
allergic to neomycin. Ototoxicity and nephrotoxicity 
have been reported (see Warning section). 

Complete literature available on request from Profes¬ 
sional Services Dept. PML. 













COLD FEET 

LEG CRAMPS 

TINNITUS 

DISCOMFORT 
ON STANDING 



IMMEDIATE 



LIP 


>NICIN 


VASODILATOR 


or GRADUAL 


nicotinic acid therapy 


IMMEDIATE RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid .100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-l) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000. 


LIPO-NICIN/250 mg. 

Each yellow tablet contains: 


Nicotinic Acid .250 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (B-l) . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6) 10 mg. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


GRADUAL 

RELEASE 


LIPO-NICIN/300 mg. 

Each time-release capsule con¬ 
tains: 

Nicotinic Acid 300 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (H-l) 25 mg. 

Riboflavin (B-2) . 2 mg. 

Pyridoxine HCL (B-6). 10 mg. 

In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: For use as a vasodilator in the symp¬ 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins. The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur. Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. 


(BROiVIZB THE BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Literature and Samples 


































TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 



APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 


Cerebro- 
Niciri 


CAPSULES 


A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid ...100 mg 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write for literature and samples . . . 

1 THE BROWN PHARMACEUTICAL CO. 

2500 W. 6th St., Los Angeles, Calif. 90057 


Sixth Official 

Postgraduate Acupuncture 
Course 

September 22-24 

The NEW YORK SOCIETY OF 
ACUPUNCTURE FOR PHYSICIANS 
AND DENTISTS, INC. will give its sixth 
Postgraduate Course and Workshop in 
Acupuncture for advanced and beginner 
students at the Barbizon Plaza Hotel, 
New York City. Approved by the New York 
State Boards for Medicine and Dentistry 
for 25 credit hours. 

For information and application contact: 
S. J. Yue, M.D., Secretary 
New York Society of Acupuncture 
For Physicians & Dentists, Inc. 

115 East 61 st Street 
New York, New York 10021 
(212) 870-6671 
Mon. to Fri. 9 AM to 3 PM 


Residency 

in 

physical medicine 
and 

rehabilitation 

Dynamic, young program with balanced 
academic and clinical emphasis under the 
supervision of ten physiatrists. Three year pro¬ 
gram and integrated internship residency with 
opportunity for research and pursuit of special 
interests both in medical school and private 
hospital settings. One year’s credit for four 
years of general practice experience or train¬ 
ing in another specialty. Stipendsfrom $13,300 
to $15,200 depending on qualifications. We 
will pay for visits in selected cases. 

Equal Opportunity/Affirmative Action employer. 

Telephone or write for information to: 

John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 829-6573 






























practice management 


Financial facts of life for physicians—part two 

Leif C. Beck, LL.B., C.P.B.C. 

Vasilios J. Kalogredis, J.D. 


The authors continue last month’s discussion of the 
importance to physicians of management-oriented fi¬ 
nancial statements. 


L ast month we began this two-part 
series by describing the sig¬ 
nificance of a weekly report. The 
importance of a management-oriented 
monthly financial statement was 
stressed. 

This month’s article will focus on 
the financial information a physician 
and his advisors should have available 
on a regular and timely basis. Figure 
1, which represents a sample in-house 
monthly financial statement, will be 
referred to throughout this article. Its 
specific categories and format are not 
the best for all practices, but the basic 
concepts of the form can and should be 
applied by all practices for develop¬ 
ment of the best possible in-house fi¬ 
nancial report. 

Financial information 

Charges (productivity) —Charges 
are an important management tool 
that normally are not provided in 
practices’ accounting statements. 
Because most accounting reports are 
geared primarily to tax return 
preparation, they often ignore charges 
that do not directly affect income taxes 
in the typical "cash basis” medical 
practice. 

This is a great deficiency in the 
normal accounting reporting process¬ 
es. Charges provide the practice with 
figures to help determine trends 
within the practice. In addition, 
charges are necessary in the 
preparation of the collection ratio and 
in keeping a "running score” on the 
accounts receivable of a practice. Both 


of these aspects will be discussed later 
in this article. 

Page two of the sample monthly fi¬ 
nancial statement breaks down 
charges of the two hospitals, the main 
office, and the satellite office. In addi¬ 
tion, it breaks down the charges of the 
two doctors and ancillary personnel 
producing income. These were the 
relevant pieces of productivity 
information in this particular 
practice. Other practices may find 
that productivity should be broken 
down into different categories. The 
important thing is for each practice to 
decide what charge information is 
needed and then provide for it. 

More and more group practice 
physicians divide their income at least 
partially on productivity elements 
tied to charges. Obviously, in those 
instances, it is most important that 
the charges are segregated by doctor. 

Some physician groups may protest 
that keeping track of each doctor’s 
production might be divisive, but 
such information often diminishes 
differences in a group. If one physician 
continually produces less, he and his 
partners should either openly recog¬ 
nize that he contributes more to the 
practice in other ways or else decide on 
an income division formula that 
reflects this. Such differences often 


The authors are the principal 
consultants of Management Con¬ 
sulting for Professionals, Inc., Bala 
Cynwyd. 


surface and all parties are better 
served when facts and figures are 
available on a running basis. 

Receipts —Receipts are summarized 
in all accounting reports. We recom¬ 
mend, however, that they be broken 
down into "office receipts” (moneys re¬ 
ceived at the time of service) and "mail 
receipts” (all others). Note that the 
suggested monthly financial state¬ 
ment provides for these receipts. 

Collection ratio —Most practices are 
unaware of their legitimate collection 
ratio. It is not difficult to compute. 
Practice receipts are divided by 
practice net charges (those reduced by 
Blue Shield, medicare, and Medical 
Assistance disallowances for which 
the patient cannot be billed). Page two 
of the suggested monthly report lists 
these disallowances as well as the 
collection ratio for the month and year 
to date. This important information 
allows a practice to keep on top of 
things. National averages show that 
collection ratios of between 93 and 96 
percent are the norm. 

Accounts receivable —Accounts re¬ 
ceivable are generally not provided by 
accountants in practices’ accounting 
statements. The sample statement 
provides space for listing the accounts 
receivable figure, as well as the 
amount written off, in a particular 
month. 

An adding machine tape should be 
run of all outstanding accounts to 
determine a starting figure. Once the 
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Year- 

Budgeted 


This Month 

Year-To-Date 



Month 

Date 

Comments Year 

Charges: 




Total Charges (per page 2) 

$ 

$ 

$_ 

Hospital #1 $ 


$ 


Receipts: 




Hospital #2 




Office: 

$ 

$ 

$ 

Main office 




Mail: 




Satellite office 








$ 


$ 


Total Receipts 

$ 

$ 

$_ 

Dr. M. $ 


$ 


Expenses: 




Dr. E. 




Lay payroll (Gross) 

$ 

$ 

$ 

Ancillary 




Payroll taxes 




personnel 




Rent 




$ 


$ 


Prof’l supplies 








Prof’l insurance 




Checking balance at month-end 


$ 


Office supplies & expenses 




Savings balance $ 




Professional fees 




Special savings earmarked: 




Total Overhead 

$ 

$ 

$_ 





Doctors’ Expenses: 




Large bills due soon: 




Salaries 








Pension 








Profit sharing 




Overhead for month 



% 

Medical expense plan 




Overhead year to date 



% 

Insurance 





$ 



Total for Doctors 

$ 

$ 

$_ 

(Written off this month 

-$ 


) 

Total Expenses 





Month 

Year 


(except depreciation 




Collection ratio 

% 


% 

& interest) 

$ 

$ 

$_ 

Blue Shield disallowances $ 


$ 


Net Income 

$ 

$ 

$ 

Medicare disallowances 








Medical Assistance 








disallowances 








Major procedures: 








At Hospital #1 








At Hospital #2 








Minors: 








At Hospital #1 








At Hospital #2 








Other Information or Comments: 





figure is reached, it is easy to add 
monthly charges and subtract 
monthly receipts and write offs to 
achieve a realistic accounts receivable 
figure. Periodically (at least twice a 
year) an adding machine tape should 
be run on outstanding accounts as a 
check against the monthly summary 
total that is run on the financial 
statement. If there is a large disparity 
between the two, there may be a 
problem. 

Many practices have recovered ac¬ 
count cards that otherwise may never 
have been billed. For example, if the 
monthly summary indicates that ac¬ 
counts receivable should be $100,000 
and an adding machine tape of the 
outstanding account cards shows that 


only $88,000 is outstanding, there is a 
problem: someone has been 

embezzling, cards have been lost or 
misfiled, or a very serious mathemati¬ 
cal error has occurred. The possibility 
of discovering these serious errors 
makes this "accounts receivable 
balancing” an important and neces¬ 
sary part of any well-run medical 
practice. 

Expense —Practice expenses should 
be summarized. The monthly finan¬ 
cial statement sample breaks down 
overhead into several categories 
(many practices will have others) and 
segregates the doctors’ expenses 
portion of the overhead—doctors’ 
salaries, retirement plan contri¬ 


butions, medical benefits, insurance 
benefits—for information purposes. 

Expense information can easily be 
gathered from a check register which 
provides columns for the breakdown of 
expenditures within a practice. One 
feature of the pegboard checkwriting 
system is that it can be done under a 
"write it once” approach which avoids 
duplication. The staff, rather than an 
accountant, can easily do the posting. 
From the check register, it is easy for 
the bookkeeper to summarize expen¬ 
ditures by category on a monthly basis 
and enter them on the monthly finan¬ 
cial report. 

Overhead ratio —The practice’s 
overhead ratio is calculated by divid- 
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ing all the practice’s expenses (exclud¬ 
ing doctors’ expenses as defined above) 
by the practice’s receipts. Note that on 
page two of the sample there is room 
for the overhead percentage for the 
month and year to date. Here again, 
trends can be determined and the fig¬ 
ures are readily available for compari¬ 
son with other practices. 

The Society of Professional Busi¬ 
ness Consultants (SPBC) publishes an 
annual census summary of relevant 
charge, receipt, and expense items by 
specialty. We find these figures 
helpful for comparison purposes. If a 
practice is dramatically higher or 
lower than the norm, a critical 
evaluation becomes necessary. This 
evaluation is made easier by the 
availability of a simplified and 
current financial report. 

Miscellaneous —The financial report 
should have spaces for checking and 
savings account balances. If savings 
funds are specifically earmarked 
(for example, retirement plan con¬ 
tributions, malpractice insurance 
premiums, and the like) they should 
be so designated. Large bills that are 
due should be listed on the report. 

A space for special comments from 
the bookkeeper or office manager is 
useful and may encourage important 
observations (e.g., the lease may be up 
for negotiation, malpractice premium 
due in a month, etc.). 

Note that on the first page of the 
report everything is broken down for 
"this month” and for "year to date.” In 
addition, ratios (e.g., payroll as a per¬ 
centage of gross receipts) can be listed. 
The final column on that page 
provides for a "budgeted for the year” 
figure for each item. This allows regu¬ 
lar comparison of actual to budgeted 
from month to month to see if finances 
are in line with what was anticipated. 

For more information about 
preparing a practice budget, see 
"Three Ideas to Improve Your Office 
Procedure” in the April 1975 issue of 
Pennsylvania Medicine. 

Every physician must decide what 
information is most important to him 
so that he can be kept informed and so 
that his advisors have the tools neces¬ 
sary to assist him in making decisions. 
The common problem of discussing 
practice matters in a vacuum can and 
should be avoided. □ 


The Co-op now sells 
to all PMS members! 

Pennsylvania MEDICAL Cooperative 

Start saving today. No membership fee, no 
minimum purchase. Just valuable saving. 

These are the benefits of cooperative pur¬ 
chasing: 

Wide selection of products. 

Prompt delivery. Orders processed in 24 
hours, with delivery usually within 48 
hours. 

Unconditional guarantee. Sixty day credit 
or refund policy on all returned items. 

Special offers. See your new catalogue 
and watch for Co-op specials. 


Pennsylvania Medical Cooperative, 

20 Erford Rd., Lemoyne, PA 17043 
Telephone (717) 761-8215. 

THE NATION’S FIRST MEDICAL COOPERATIVE 
RUN BY PHYSICIANS, FOR PHYSICIANS. 


34 


Pennsylvania Medicine, August 1978 




AMERICAN MEDICAL LABORATORIES, INC. 

(formerly Northern Virginia Pathology Laboratories, Inc.) 


11091 Main Street 
Fairfax, Virginia 22030 
Phone: (703) 273-7400 


DIAGNOSTIC IMMUNOLOGY 


American Medical Laboratories, Inc. announces its expanded immunology services as sup¬ 
port to researchers and clinicians. 


VIRAL SEROLOGY FUNGAL TESTING 


Adenovirus Group 
California encephalitis 
Coxsackie A1-A24 
Coxsackie B1-B6 
CMV 

Eastern equine encephalitis 
Echovirus Typing 
Epstein-Barr-VC A 
Herpes simplex Type 1 and 2 
Influenza Type A, B, C 
Japanese B encephalitis 
Lymphocytic Choriomeningitis 
Mumps - soluble and viral 


Mycoplasma pneumoniae 
Parainfluenza 1, 2, 3 
Poliovirus 1, 2, 3 
Psittacosis-Ornithosis-LGV 
Reovirus Group 
Respiratory Syncytial Virus 
Rubeola 

St. Louis encephalitis 

Vaccinia 

Varicella 

Venezuelan equine encephalitis 
Western equine encephalitis 


Aspergillus 

Blastomyces 

Coccidioides 

Histoplasma 

Candida 

RICKETTSIAL AGENTS 

Rocky Mt. Spotted fever 
Rickettsial pox 
Murine typhus 
Epidemic typhus 
Q-Fever, phase I & II 


Our laboratory can also provide customized services for special requirements of 
individual investigators. 

AML is a full-service laboratory with an extended courier service, dedicated to providing 
prompt and accurate results. The immunology laboratory and its staff of experienced 
technologists, is pathologist supervised and CDC and CAP certified. 


GENTLEMEN: Please send me additional information on: 

□ Capabilities 

□ Supporting services 


NAME 


ADDRESS 



























DESCRIPTION: Methyltestosterone is 17/^-Hydroxy- 
17-Methylandrost-4-en-3-one. ACTIONS: Methyltesto¬ 
sterone is an oil soluble androgenic hormone. 
INDICATIONS: In the male: 1. Eunuchoidism and 
eunichism. 2. Male climacteric symptoms when these are 
secondary to androgen deficiency. 3. Impotence due to 
androgenic deficiency. 4. Post-puberal cryptochidism 
with evidence of hypogonadism. Cholestatic hepatitis 
with jaundice and altered liver function tests, such as 
increased BSP retention, and rises in SGOT levels, have 
been reported after Methyltestosterone. These changes 
appear to be related to dosage of the drug. Therefore, in 
the presence of any changes in liver function tests, drug 
should be discontinued. PRECAUTIONS: Prolonged 
dosage of androgen may result in sodium and fluid 
retention. This may present a problem, especially in 
patients with compromised cardiac reserve or renal 
disease. In treating males for symptoms of climacteric, 


avoid stimulation to the point of increasing the nervous, 
mental, and physical activities beyond the patient's 
cardiovascular capacity. CONTRAINDICATIONS: 
Contraindicated in persons with known or suspected 
carcinoma of the prostate and in carcinoma of the male 
breast. Contraindicated in the presence of severe liver 
damage. WARNINGS: If priapism or other signs of 
excessive sexual stimulation develop, discontinue 
therapy. In the male, prolonged administration or 
excessive dosage may cause inhibition of testicular 
function, with resultant oligospermia and decrease in 
ejaculatory volume. Use cautiously in young boys to 
avoid premature epiphyseal closure or precocious sexual 
development. Hypersensitivity and gynecomastia may 
occur rarely. PBI may be decreased in patients taking 
androgens. Hypercalcemia may occur, particularly during 
therapy for metastatic breast carcinoma. If this occurs, 
the drug should be discontinued. ADVERSE 


REACTIONS: Cholestatic jaundice • Oligospermia and 
decreased ejaculatory volume • Hypercalcemia 
particularly in patients with metastatic breast carcinoma. 
This usually indicates progression of bone metastases • 
Sodium and water retention • Priapism • Virilization in 
female patients • Hypersensitivity and gynecomastia. 
DOSAGE AND ADMINISTRATION: Dosage must be 
strictly individualized, as patients vary widely in 
requirements. Daily requirements are best administered 
in divided doses. The following is suggested as an 
average daily dosage guide. In the male: Eunuchoidism 
and eunuchism, 10 to 40 mg.; Male climacteric symptoms 
and impotence due to androgen deficiency, 10 to 40 mg.; 
Postpuberal cryptorchism, 30 mg. REFERENCE: R B 
Greenblatt, M.D ; R. Witherington,! M.D.;I. B. Sipahioglu, 
M.D.: Hormones for Improved Sexuality in the Male 
and the Female Climacteric. Drug Therapy, Sept. 1976. 
SUPPLIED: 5, 10, 25 mg. in bottles of 60, 250 Rx only 


When - 

impotence 

is due tolandrogenic deficiency. 



Methyltestosterone U.S.R Tablets 

A well absorbed oral androgen. 


Additional indications: Replacement therapy. When androgen deficiency is the cause of: 
male climacteric/eunuchoidism, eunuchism/post-puberal cryptorchidism. 




Write for new double-blind study reprints and samples. 

(BRC.'iVJJfc THE BROWN PHARMACEUTICAL CO., INC. 

2500 West Sixth Street, Los Angeles, California 90057 



classifieds 


PHYSICIANS WANTED 

Anesthesiologist —Position available for board certified or board 
eligible, 184-bed hospital in western Pennsylvania. Send 
curriculum vitae or call St. Francis Hospital of New Castle, S. 
Mercer at Philips St., New Castle, PA 16101; (412) 658-3511, J. S. 
Noviello, President. 

Director, Department of Emergency Services —The Mercy Hospi¬ 
tal of Pittsburgh. A major teaching, progressive, 617-bed, JCAH- 
accredited hospital is seeking an aggressive and innovative indi¬ 
vidual for this outstanding opportunity. The ideal candidate 
would currently be engaged in the practice of emergency medi¬ 
cine, preferably with experience as an emergency department 
director. This department experiences approximately 30,000 an¬ 
nual visits and a high percentage of major trauma. The depart¬ 
ment is currently staffed with a full complement of well trained 
physicians. Salary is negotiable and liberal fringe benefits pro¬ 
gram is available. Interested, qualified applicants should forward 
curriculum vitae to: Chairman, Search Committee c/o Executive 
Director, Mercy Hospital, 1400 Locust St., Pittsburgh, PA 15219. 
An equal opportunity employer M/F. 

Consultation/Liaison Psychiatrist —For inpatient, outpatient 
psychosomatic service at university hospital with faculty ap¬ 
pointment in medical college. Clinical, teaching and research 
skills required. Write to Paul J. Fink, M.D., Department of 
Psychiatry & Human Behavior, Thomas Jefferson University, 1025 
Walnut St., Philadelphia, PA 19107. Affirmative action/equal op¬ 
portunity employer. 

Diagnostic Radiologist —Board certified. Nuclear medicine, ul¬ 
trasonography and angiography experience needed. Community 
hospital in Philadelphia. Immediate opening. Locum tenens ac¬ 
ceptable until permanent associate is obtained. Write Depart¬ 
ment 789, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 

Psychiatrists —Board certified or eligible. Immediate openings. 
Good salary. Excellent benefits. Residence available. Located in 
central Pennsylvania within minutes of 1-80 and 1-81. Pennsylva¬ 
nia license required. Call (717) 275-7201 or write to Mr. Donald 
Campbell, Acting Superintendent, Danville State Hospital, Dan¬ 
ville, PA 17821. An equal opportunity employer. 

Residency Partner —Physician seeks partner to share reduced- 
schedule internal medicine residency PGY-1 in Philadelphia 
1979-80. If interested write Box 787, Pennsylvania Medicine, 20 
Erford Rd., Lemoyne, PA 17043. 

Emergency Physicians —Full and part-time. To work in a large 
medical center within suburban campus-like atmosphere in a 
busy emergency room of a 600-bed hospital. Career-minded 
physicians for an eight-team group with 12-hour shifts—5 days 
on/5 days off. Excellent backup in all specialties. Excellent vaca¬ 
tion allowance, sick time, and seminar time as well as malpractice 
insurance, fully paid health insurance, and other fringe benefits. 
Send resume to Director of Personnel, PO Box 878, Reading, PA 
19603. 

Full-Time Director, Department of Pediatrics —University- 
affiliated program in western Pennsylvania seeks applicant with 
academic experience in medical education; training or adequate 
experience in neonatology essential. Faculty appointment. Ex¬ 
cellent salary and benefits. Write Department 788, Pennsylvania 
Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

Associate Pathologist —Board certified pathologist wanted to 
join a two-man department in a community hospital (261 beds). 
Medical school affiliation. For further information please contact 
Carlos Moreno, M.D., Chairman, Department of Pathology, St. 
Agnes Medical Center, 1900S. Broad St., Philadelphia, PA 19145. 


Family Practice —Board certified/eligible family practitioner 
needed by large multi-specialty group in northwest Ohio. Perfect 
opportunity for right individual to establish satellite practice in 
conjunction with a well-established large group practice. Top 
salary and fringes being offered as a member of the group along 
with other corporate benefits. Please forward curriculum vitae, 
salary requirements to Box 786, Pennsylvania Medicine,*20 Erford 
Rd., Lemoyne, PA 17043. 

Orthopedic Surgeon —Board certified/eligible orthopedic sur¬ 
geon needed by well-established, 42-physician multi-specialty 
group in northwest Ohio. Major regional medical center with a 
large referral base. Staff includes four rheumatologists. Top 
salary, excellent fringe benefits program along with all corporate 
benefits. Please forward curriculum vitae, salary requirements to 
Box 786, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 peryear plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 

Emergency Medicine Positions —Available with fee-for-service 
group throughout Pennsylvania, New York, New Jersey, and 
southeastern U.S. including all suburban, rural, and metropolitan 
areas. Minimum guarantee provided. Malpractice paid. Physician 
directors also desired. Send resume to NEEMA Emergency Medi¬ 
cal Associates, 500 Spruce St., Philadelphia, PA, 19106; (215) 
925-3511. 

Primary Care Physician —Wanted for McAlisterville clinic in rural 
northern Juniata County, 45 minutes from Harrisburg, Pennsyl¬ 
vania. Income guarantee and malpractice; rent free office avail¬ 
able. Associated with a university affiliated teaching program. 
Subspecialty support and other institutional resources provided 
on a rotating basis. Contact David A. Smith, M.D., Polyclinic 
Medical Center, 2601 N. Third St., Harrisburg, PA 17105; (717) 
782-4130 

Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after oneyear. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 

Physicians —Consider a real change of pace! Accept a commis¬ 
sion as an officer of the Pennsylvania Army National Guard. Serve 
one weekend each month and two weeks this summer. Benefits 
include continuing professional education, non-contributory re¬ 
tirement plan, full military pay, and a great deal of enjoyment and 
satisfaction. Let the “Guard” become your hobby. Contact Major 
Gene Klynoot, Department of Military Affairs, Annville, PA 17003; 
(717) 783-3420. 

FP/GP —For new family health center in southern West Virginia. 
Starting salary and fringe benefits at $46,000, malpractice insur¬ 
ance coverage. National Health Services Corps recruitment site. 
Rural, coal mining region. Call collect (304) 683-3318 or write Gulf 
Area Health Association, PO Box 279, Midway, W. VA. 25878. 

Psychiatrist —Board certified or board eligible. Mental hospital in 
metropolitan area. Easy access to New York, Philadelphia, and 
close to Pocono resort area. Good salary with excellent fringe 
and retirement benefits. Residence available. Pennsylvania 
license required. Contact Henry Buxbaum, M.D., Superintendent, 
Clarks Summit State Hospital, Clarks Summit, PA 18411; (717) 
586-2011. 
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House Staff Physician —265-bed accredited medical center 
seeks Pennsylvania Licensed Physician. Five and one-half days 
and every fourth night. Salary beginning at $32,000. Negotiable in 
accordance with experience. Many fringe benefits. Call or write 
Joseph M. Gambescia, M.D., Chairman, Department of Medicine, 
St. Agnes Medical Center, 1900 S. Broad St., Philadelphia, PA 
19145; (215) 339-4450. 

Diagnostic Radiologist —For 125-bed hospital. Contact Herbert 
S. Skuba, President, Ellwood City Hospital, Ellwood City, PA 
16117; (412) 752-0081. 

Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Physician for Department of Emergency Services —200-bed 
general hospital in a beautiful university community located in 
western Pennsylvania. New construction and renovation pro¬ 
gram underway. Salary highly competitive. Pennsylvania license 
required. Contact William B. Yeagley, M.D., Director of 
Emergency Services, Indiana Hospital, Indiana, PA 15701; (412) 
463-0261. 

General Surgeon —Interested in teaching and practice of surgery 
in university-affiliated hospital in Philadelphia, PA. Send C.V. to 
R-67, PO Box 2066, Philadelphia, PA 19103. An equal 
opportunity/affirmative action employer. 

POSITIONS WANTED 

Certified Physician’s Assistant —B.M.S.C. Pennsylvania native. 
Four years experience. Desires position with medical center or 
rural physician providing primary care in Pennsylvania. For re¬ 
sume write or call Robert Pyle, 1028 Mell Ave., Clarkston, GA; 
30021; (404) 292-0494. 

If You Need —A partner or associate; a physician to continue your 
practice upon your retirement; or a specialty physician for your 
hospital staff, contact PMS Physician Placement Service, Donna 
F. Wenger, Assistant Director Educational Activities, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., Lemoyne, PA 17043; (717) 
763-7151. 

FOR SALE 

Ophthalmology Offices —Due to sudden death of ophthal¬ 
mologist, Hazleton, Pennsylvania. Excellent equipment and three 
outstanding locations. For experienced or new and ambitious 
physician. Will divide locations if necessary. Contact Charles M. 
Parsons, Assistant Trust Officer, Hazleton National Bank, Hazle¬ 
ton, PA 18201. 

Internist’s Complete Office Equipment and Furniture —All neces¬ 
sary items and accessories for two examining rooms. Secretarial, 
filing, and executive office equipment. Two years old. Must sell by 
September 1. Call (814) 437-1246. 

Medical Office Space —In one of the top ten growth areas in entire 
country. We are just completing additional new office space at 
the Bunker Hill Medical Center in Washington Township, 
Gloucester County, New Jersey. Washington Township has a 
growth rate of approximately one thousand new homes each 
year. Write for list of present tenants, specialties, and local cen¬ 
sus figures. Some office space available for immediate occu¬ 
pancy. Send all inquiries to Hedenberg Bros., Inc., 199 N. Wood¬ 
bury Rd., Pitman, NJ 08071. 


Cape Cod: Falmouth —Doctor’s suite and residence adjoining. 
Wooded acte overlooking harbor. Choice residential neighbor¬ 
hood in this year-round town of 20,000. Widow selling. Harold 
Bach, R.E. (617) 540-0707. 

Active Eye Clinic —With 30 years background. Suitable as asso¬ 
ciate clinic for large medical institution or large industrial com¬ 
plex, also for HMO complex. Available at once. Call (215) 425- 
8343. 

MISCELLANEOUS 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 143 North 9th St., Lebanon, PA 
17042. Telephone (717) 274-3919. 

CONTINUING EDUCATION 

Cardiopulmonary Care II —Is the theme of the sixth annual semi¬ 
nar of the Central Pennsylvania Chapter for Respiratory Therapy. 
The program will be held at the Host Inn in Harrisburg, Pennsyl¬ 
vania on August 24 and 25, 1978 and has been approved for 
Category I Credit. The fee is $39 for AART members and $48 for 
nonmembers. Pre-registration is required. For more information 
contact: Continuing Medical Education, The Milton S. Hershey 
Medical Center, The Pennsylvania State University, Hershey, PA 
17033. 

Acid-Base and Electrolyte Seminar and Workshop —September 
18-20, 1978. Cherry Hill Inn, Cherry Hill, NJ. Sponsored by 
Hahnemann Medical College. AMA accredited. A. B. Schwartz, 
M.D., program director. For more information, contact Continu¬ 
ing Education, Hahnemann Medical College, 230 N. Broad St., 
Philadelphia, PA 19102; (215) 448-8266. 

Update Cardiology 

Diagnosis and Treatment of 
Basic and Complex Tachyarrhythmias 

October 12-13, 1978 Hotel Hershey 

The Division of Cardiology, The Pennsylvania State 
University College of Medicine at The Milton S. Her¬ 
shey Medical Center announces a postgraduate edu¬ 
cation series to update the practicing physician in 
current concepts in the diagnosis and management of 
patients with heart disease. 

Educational meetings will be held to half day sessions 
to allow adequate time to enjoy the family activities 
available in the Hershey area. 

Guest Speaker: George Will, nationally syndicated 
columnist, frequent contributor to Newsweek and 
commentator on the Washington scene. He will dis¬ 
cuss "jimmy Carter: The Most Restricted President." 

Registration for physicians—$75 

Approved for six hours of AMA Category I Credit 

For further information, contact: 

Susan E. Perkins 

The Milton S. Hershey Medical Center 
The Pennsylvania State University 
Hershey, PA 17033 
717-534-8898 
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<S> For recurrent attacks of 

urinary tract infection in women 


BactrimDSsSr 

Each tablet contains 160 mg trimethoprim and 800 mg sulfamethoxazole. 

Just one tablet b.i.d.f or 10 to 14 days 

■ Action at urinary/vaginal/lower bowel sites helps ■ Convenient b.i.d. dosage provides day-and-night 
eliminate reservoirs of infecting organisms antibacterial control 



■ Distinctive antibacterial action plus wide spectrum 
helps eradicate recurrent UTI 

■ Low incidence of bacterial resistance in community 
practice 


■ Contraindicated during pregnancy and the nursing 
period. During therapy, maintain adequate fluid intake; 
perform CBC’s and urinalyses with microscopic 
examination. 


Before prescribing, please consult complete product informa¬ 
tion, a summary of which follows: 

Indications and Usage: For the treatment of urinary tract 
infections due to susceptible strains of the following or¬ 
ganisms: Escherichia coli, Klebsiella-Enterobacter, Proteus 
mirabilis, Proteus vulgaris, Proteus morganii. It is recommended 
that initial episodes of uncomplicated urinary tract infections 
be treated with a single effective antibacterial agent rather 
than the combination. Note: The increasing frequency of resis¬ 
tant organisms limits the usefulness of all antibacterials, espe¬ 
cially in these urinary tract infections. 

Also for the treatment of documented Pneumocystis 
carinii pneumonitis. To date, this drug has been tested only in 
patients 9 months to 16 years of age who were immunosup- 
pressed by cancer therapy 

The recommended quantitative disc susceptibility method 
(Federal Register, 37: 20527-20529, 1972) may be used to esti¬ 
mate bacterial susceptibility to Bactrim. A laboratory report of 
“Susceptible to trimethoprim-sulfamethoxazole” indicates an infec¬ 
tion likely to respond to Bactrim therapy. If infection is confined to 
the urine, "Intermediate susceptibility” also indicates a likely re¬ 
sponse. “Resistant” indicates that response is unlikely. 

Contraindications: Hypersensitivity to trimethoprim or sul¬ 
fonamides; pregnancy; nursing mothers; infants less than two 
months of age. 

Warnings: Deaths from hypersensitivity reactions, agran¬ 
ulocytosis, aplastic anemia and other blood dyscrasias have been 
associated with sulfonamides. Experience with trimethoprim is 
much more limited but occasional interference with hematopoiesis 
has been reported as well as an increased incidence of throm- 
bopenia with purpura in elderly patients on certain diuretics, 
primarily thiazides. Sore throat, fever, pallor, purpura or jaundice 
may be early signs of serious blood disorders. Frequent CBC’s 
are recommended; therapy should be discontinued if a signifi¬ 
cantly reduced count of any formed blood element is noted. 

Precautions: Use cautiously in patients with impaired renal 
or hepatic function, possible folate deficiency, severe allergy or 
bronchial asthma. In patients with glucose-6-phosphate dehy¬ 
drogenase deficiency, hemolysis, frequently dose-related, may 
occur. During therapy, maintain adequate fluid intake and perform 
frequent urinalyses, with careful microscopic examination, and 
renal function tests, particularly where there is impaired renal 
function. 

Adverse Reactions: All major reactions to sulfonamides and 
trimethoprim are included, even if not reported with Bactrim. 

Blood dyscrasias: Agranulocytosis, aplastic anemia, megaloblas¬ 
tic anemia, thrombopenia, leukopenia, hemolytic anemia, purpura, 
hypoprothrombinemia and methemoglobinemia. Allergic reac¬ 
tions: Erythema multiforme, Stevens-Johnson syndrome, 
generalized skin eruptions, epidermal necrolysis, urticaria, serum 
sickness, pruritus, exfoliative dermatitis, anaphylactoid reactions, 
periorbital edema, conjunctival and scleral injection, photosensiti¬ 
zation, arthralgia and allergic myocarditis. Gastrointestinal reac¬ 
tions: Glossitis, stomatitis, nausea, emesis, abdominal pains, 
hepatitis, diarrhea and pancreatitis. CNS reactions: Headache, 


peripheral neuritis, mental depression, convulsions, ataxia, hal¬ 
lucinations, tinnitus, vertigo, insomnia, apathy, fatigue, muscle 
weakness and nervousness. Miscellaneous reactions: Drug fever, 
chills, toxic nephrosis with oliguria and anuria, periarteritis nodosa 
and L. E. phenomenon. Due to certain chemical similarities to 
some goitrogens, diuretics (acetazolamide, thiazides) and oral 
hypoglycemic agents, sulfonamides have caused rare instances 
of goiter production, diuresis and hypoglycemia in patients; 
cross-sensitivity with these agents may exist. In rats, long-term 
therapy with sulfonamides has produced thyroid malignancies. 

Dosage: Not recommended for infants less than two 
months of age. 

Urinary Tract Infections: Usual adult dosage—1 D,S tablet 
(double strength), 2 tablets (single strength) or 4 teasp. (20 ml) 
b.i.d. for 10-14 days. 

Recommended dosage for children—8 mg/kg trimethoprim 
and 40 mg/kg sulfamethoxazole per 24 hours, in two divided doses 
for 10 days. A guide follows: 


Children two months of age or older: 



Weight 

Dose—every 12 hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp. (5 ml) 

Vz tablet 

40 

18 

2 teasp. (10 ml) 

1 tablet 

60 

27 

3 teasp. (15 ml) 

V/z tablets 

80 

36 

4 teasp. (20 ml) 

2 tablets or 1 DS tablet 

For patients with renal impairment: 


Creatinine 


Recommended 


Clearance (ml/min) 

Dosage Regimen 


Above 30 


Usual standard regimen 


15-30 


Vz the usual regimen 


Below 15 


Use not recommended 


Pneumocystis carinii pneumonitis: Recommended dosage: 

20 mg/kg trimethoprim and 100 mg/kg sulfamethoxazole per 24 
hours in equal doses every 6 hours for 14 days. See complete 
product information for suggested children’s dosage table. 

Supplied: Double Strength (DS) tablets, each containing 160 
mg trimethoprim and 800 mg sulfamethoxazole, bottles of 100; 
Tel-E-Dose® packages of 100. Tablets, each containing 80 mg 
trimethoprim and 400 mg sulfamethoxazole—bottles of 100 and 
500; Tel-E-Dose® packages of 100; Prescription Paks of 40, avail¬ 
able singly and in trays of 10. Oral suspension, containing in 
each teaspoonful (5 ml) the equivalent of 40 mg trimethoprim and 
200 mg sulfamethoxazole, fruit-licorice flavored—bottles of 16 oz 
(1 pint). 

< \ Roche Laboratories 

ROCHE > Division of Hoffmann-La Roche Inc. 

/ Nutley, New Jersey 07110 

Please see back cover. 






















the Bactrim 

3-system counterattack 



Bactrim hasshown high clinical effectiveness in recur¬ 
rent cystitis as a result of its wide spectrum and dis¬ 
tinctive antimicrobial action in the urinary, vaginal and 
lower intestinal tracts. 

The probability of recurrent urinary tract infection 
appears to be enhanced by the establishment of large 
numbers of E. coli or other urinary pathogens on the 
vaginal introitus. The trimethoprim component of 


Bactrim diffuses into vaginal fluid in effective concen¬ 
trations, thus combating migration of pathogens into 
the urethra. 

Studies have shown that Bactrim acts against Entero- 
bacteriaceae in the bowel without the emergence of resis¬ 
tant organisms. Thus, Bactrim reduces the risk of introital 
colonization by fecal uropathogens. It has no signifi¬ 
cant effect on other normal, necessary intestinal flora. 



Bactrim fights uropathogens in the 
urinary tract/vaginal tract/lower intestinal tract 


Please see reverse side for summary of product information. 
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medigram 


PMS BOARD AUTHORIZES 

SURVEYS ON MA PROGRAM 

The PMS Board of Trustees at its August 23 meeting 
authorized two surveys proposed by the Medical Assist¬ 
ance Program Improvement Project. Management Consulting 
for Professionals, Inc., of Bala Cynwyd will be retained 
to collect information from physicians' offices to deter¬ 
mine how the $6 fee paid for MA patient visits compares 
with the actual cost to physicians for the service. 
Harrisburg Hospital is authorized to collect data in 
its emergency room to determine the number and type of 
services rendered there which could safely and appro¬ 
priately be provided in a physician's office at less 
cost. The committee is studying ways to improve the 
Commonwealth's medical assistance program. 

NEW MEDICAL SCHOOL 

SUBJECT OF HEARINGS 

The Society will testify September 6 at a public hearing 
on legislation which would convert Norristown State Hos¬ 
pital to a medical school. Additional hearings on the 
legislation are scheduled for September 22 and October 4. 
The September 6 hearing will examine the basic issue of 
whether more physicians are needed in Pennsylvania and 
whether the needs of people in areas of medical personnel 
shortage can be met with existing facilities. 

SOCIETY TO SEEK LEGISLATION 

FOR CLINICAL LAB ACT RELIEF 

On a recommendation of the Council on Education and 

Science, the PMS Board voted August 23 to seek amendments 
to the Clinical Laboratory Act to exempt offices of pri¬ 
vate practice physicians. The council has negotiated 
for a year with the Bureau of Laboratories in an effort 
to exclude from the licensing requirement offices of 
physicians who perform only a few tests. The efforts 
have had limited success. 

BOARD OF TRUSTEES SETS 

POLICY ON CIGARETTE USE 

The Society's Board of Trustees adopted a policy state¬ 
ment on cigarette use at its meeting August 23. The 
statement "recognizes the role of smoking as a public 
health hazard...and actively encourages...patient edu¬ 
cation efforts designed to minimize health risks attrib¬ 
uted to smoking." It calls on physicians to establish 
personal health patterns which result in healthy living 
and to assist their patients to stop smoking by example 
and supportive encouragement. The Board also endorsed 
the Pennsylvania Cancer Plan developed by the Department 
of Health and voted to support the designation of tax 
monies from a cigarette tax increase for the cancer plan. 

SOCIETY'S MEMBERSHIP 

NEAR 14,000 AT MID-YEAR 

The Society's membership enrollment on July 31, 1978 was 
13,921. A year ago, membership totalled 14,115. The 
membership department reported the slight decrease is 
the result of terminations for nonpayment of the manda¬ 
tory assessment to establish the Pennsylvania Medical 
Society Liability Insurance Company. As of August 4, 
a total of $8,759,527 had been collected in assessments. 
Mandatory assessments paid by 12,352 members accounted 
for $2,818,800. Selective assessments totalling $5,940,727 
were paid by 5,127 members. To date, 350 physicians have 
had memberships terminated for nonpayment of the manda¬ 
tory assessment. 
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PMS SUBSCRIBERS REFUNDED 

45% OF INSURANCE PREMIUM 

A 45 percent refund totaling $83,729 will be returned 
to PMS members participating in the Society’s Workmen's 
Compensation Insurance plan by the plan's administrators. 
The Dodson Insurance Group, Kansas City, MO, has refunded 
annually for five years an average of 41.5 percent of 
funds, or the equivalent of two years' premiums. More 
information on the Workmen's Compensation Insurance plan 
may be obtained from Riegel Haas, Director of Professional 
Relations, at PMS headquarters. 

PMSLIC HEALTH GOOD 

AT SIX-MONTH CHECKUP 

Six months after its birth the Pennsylvania Medical 

Society Liability Insurance Company's total capitaliza¬ 
tion stood at $8,700,000, according to a July 31 all¬ 
member letter from PMS President John V. Blady, M.D. 
Premiums received and deposited to PMSLIC as of July 14 
amounted to $11,377,499. By June 30 the company had 
insured 5,280 physicians, of whom 3,606 had chosen 
occurrence policies and 1,674 had chosen claims made. 
Distribution of risks by premium class and territory 
was reported as follows: Class 1 (no surgery)—2,100; 

2—718; 3—254; 4—702; 5—830; miscellaneous—676; 
Territory 1—1,611; 2—2,617; 3—824; 4—228. 

BLUE SHIELD ADMINISTERS 

NEW SECOND OPINION PLAN 

Pennsylvania Blue Shield has been named by the Depart¬ 
ment of Health, Education, and Welfare to operate in 
Pennsylvania the program to encourage second surgical 
opinions for elective, non-emergency surgery. Physi¬ 
cians wishing to participate in the program should 
contact Blue Shield to be added to the lists of physi¬ 
cians being kept by specialty and territory. Once the 
program is operational interested persons may call toll- 
free to receive two or three names of specialists in 
their area who are willing to offer a second surgical 
opinion. Reimbursement under medicare will be the 
usual payment received depending on the physician's 

Level I or the Level II ceiling. Payment for a medi¬ 
caid consultation will be $6 unless the county assist¬ 
ance office authorizes a $10 payment to a specialist. 

HEW FORCES WITHDRAWAL OF 

DPW HOSPITAL COST PLAN 

The U.S. Department of Health, Education, and Welfare 
has forced the Pennsylvania Department of Public Welfare 
to withdraw temporarily its medicaid hospital cost con¬ 
tainment plan. The plan would limit the interim reim¬ 
bursement rate to a maximum increase of 12 percent of 
the previous year's per diem rate for medical assistance 
patients. The welfare department is working to revise 
four sections of the proposal in which HEW claims there 
are technical flaws and expects that HEW will approve 
the plan following completion of revisions. 

NEW BLUE SHIELD PROFILES 
MEAN 8% FEE INCREASES 

An increase averaging about 8 percent in Blue Shield's 
payments to physicians became effective July 1, 1978. 

New profiles, effective for services rendered as of that 
date, of doctors' usual (Level I) and customary (Level 

II) charges are based on actual claims for 1977 services. 
All PBS claims are processed according to profiles in 
effect on the date of service. 
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newsfronts 


Society president elect selects council members 


The State Society Board of 
Trustees and Councilors has ap¬ 
proved members of the four ad¬ 
ministrative councils, as selected 
by John B. Lovette, M.D., presi¬ 
dent elect of the Society. The fol¬ 
lowing council members will serve 
during Dr. Lovette’s 1978-79 term 
as president. 

Council on Education and 
Science —Abram M. Hostetter, 
M.D. (Lebanon), chairman; David 
W. Kistler, M.D. (Luzerne), vice 
chairman; 

Also, Gerald H. Amsterdam, M.D. 
(Philadelphia); William M. Cooper, M.D. 
(Allegheny); William E. DeMuth, Jr., M.D. 
(Cumberland); Frederick D. Fister, M.D. 
(Lehigh); Robert L. Folk M.D. (Montour); 
Michael A. Gross, M.D. (Lycoming); Ar¬ 
thur H. Hayes, Jr., M.D. (Dauphin); James 
J. Houser, M.D. (Venango); S. Victor King, 
M.D. (Blair); Charles L. Leedham, M.D. 
(Dauphin); Jay W. MacMoran, M.D. 
(Philadelphia); John H. Moyer, III, M.D. 
(Cambria); Robert N. Moyers, M.D. (Craw¬ 
ford); Hunter S. Neal, M.D. (Delaware); 
Herbert C. Perlman, M.D. (Cumberland); 
Paul C. Royce, M.D. (Bradford); William B. 
Yeagley, M.D. (Indiana); Nikitas J. Zer- 
vanos, M.D., (Lancaster). 

Council on Legislation—R. 

William Alexander, M.D. (Berks), 
chairman; Charles K. Zug, III, 
M.D. (Northampton),vice chair¬ 
man; 

Also, Frederick G. Brown, M.D. (Mon¬ 
tour); Paul A. Cox, M.D. (Cumberland); 
Alan L. Dorian, M.D. (Montgomery); 
George E. Hudock, Jr., M.D. (Luzerne); 
Philip E. Ingaglio, M.D. (Philadelphia); 


The 1978-79 Membership Roster Edi¬ 
tion of Pennsylvania Medicine is now 
available. The roster contains compo¬ 
nent county medical society officers, 
component county society members 
with addresses and specialty codes, 
and an alphabetical listing of all mem¬ 
bers of the State Society and their 
county affiliations. Members may re¬ 
ceive a complimentary copy by con¬ 
tacting the Membership Department, 
Pennsylvania Medical Society, 20 Er- 
ford Rd., Lemoyne, PA 17043. Ad¬ 
ditional copies are available for $30 
each. 


Thomas J. Kardish, M.D. (Bucks); Lawr¬ 
ence J. Mellon, Jr., M.D. (Delaware); David 

L. Miller, M.D. (Clarion); Peter L. Saras, 

M. D. (Luzerne); A. Linn Weigel, M.D. (Al¬ 
legheny); Bernard B. Zamostien, M.D. 
(Philadelphia). 

Council on Medical Econom¬ 
ics —John J. Danyo, M.D. (York), 
chairman; John Helwig, Jr., M.D. 
(Philadelphia), vice chairman; 

Also, Lester A. Dunmire, M.D. (Al¬ 
legheny); Thomas P. Gessner, M.D. 
(Westmoreland); Wayne W. Helmick, M.D. 
(Beaver); Robert L. Lasher, M.D. (Erie); 
John T. McGeehan, M.D. (Elk-Cameron); 


Dr. Regan heads internists 



James R. Regan, M.D., of 
Bethlehem, was installed as pres¬ 
ident of the Pennsylvania Society 
of Internal Medicine at the soci¬ 
ety’s 16th annual meeting in May. 

Other officers elected for 1978- 
79 are Robert Rough, M.D., Dan¬ 
ville, president elect; Howard 
Kremer, M.D., Philadelphia, trea¬ 
surer; and Peter Hillyer, M.D., 
secretary. 

Dr. Regan is a staff physician at 
St. Luke’s Hospital and clinical 
associate professor of medicine at 
Temple University School of Med¬ 
icine. He is past president of the 
Northampton County Unit of the 
American Cancer Society. 


Howard A. Richter, M.D. (Delaware); 
James A. Raub, M.D. (Allegheny); Charles 
R. Shuman, M.D. (Philadelphia); Donald 
H. Smith, M.D. (Northampton); Hitoshi T. 
Tamaki, M.D. (Montgomery); Irving 
Williams, III, M.D. (Union). 

Council on Member Services 
—William A. Shaver, M.D. (Leb¬ 
anon), chairman; David F. Gillum, 
M.D. (Tioga), vice chairman; 

Also, Brenda K. Baumann, M.D. 
(Dauphin); Leo J. Corazza, M.D. (Luzerne); 
Donald G. Crawford, M.D. (Dauphin); 
David S. Cristol, M.D. (Philadelphia); 
George E. Ehrlich, M.D. (Philadelphia); 
Samuel S. Faris, M.D. (Montgomery); Rob¬ 
ert M. Laughlin, M.D. (Allegheny); Thad- 
deus Lekawa, M.D. (York); George J. 
Magovern, M.D. (Allegheny); Roldan G. 
Medina, M.D. (Fayette); Ernest J. 
Montgomery, M.D. (Armstrong). 

Radiologists elect officers 

The Pennsylvania Radiological 
Society at its annual meeting in 
May elected officers for 1978-79. 
Bernard J. Ostrum, M.D., chair¬ 
man of radiology at Albert Ein¬ 
stein Medical Center, Philadel¬ 
phia, is the society’s new presi¬ 
dent. He succeeds John H. Harris, 
Jr., M.D., of Carlisle. 

Other officers are: Donald J. 
Ferguson, M.D., Pittsburgh, pres¬ 
ident elect; Joseph A. Marasco, 
Jr., M.D., Pittsburgh, first vice 
president; Carl Kaplan, M.D., 
Pittsburgh, second vice president; 
Robert Farrell, M.D., Scranton, 
secretary; Gene J. Triano, M.D., 
Harrisburg, treasurer; and Daniel 
G. Lareau, M.D., Warren, bulletin 
editor. 

Councilors to the American Col¬ 
lege of Radiology are: Ronald A. 
D’Altorio, M.D., Pittsburgh; 
Joseph A. Marasco, Jr., M.D.; 
Robert E. Campbell, M.D., 
Philadelphia; George N. Stein, 
M.D., Merion Station; Theodore A. 
Tristan, M.D., Harrisburg; and 
Daniel G. Lareau. 
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Physician impairment confronted by special committee 


Physician impairment has long 
troubled those who may encounter 
it in a colleague but are reluctant 
to interfere and those who fear it 
in themselves. A newly formed 
State Society committee is seek¬ 
ing to ease that reluctance. 

Members of the Committee on 
the Impaired Physician, a special 
committee authorized by the 
Board in May, began implement¬ 
ing in June a comprehensive pro¬ 
gram of detection and rehabilita¬ 
tion for impaired physicians. 

Named to the committee for 
their expertise on the subject of 
physician impairment are: Abra¬ 
ham J. Twerski, M.D., of Pitts¬ 
burgh, chairman; Betty L. Cot¬ 
tle, M.D., Hollidaysburg; Allan 
J. Kogan, M.D., Philadelphia; 
Edward J. Resnick, M.D., Phil¬ 
adelphia; and Alfred P. Trescott, 
M.D., Wellsboro. 

The committee’s purpose is to 
"establish a statewide non-co- 
ercive program for locating, con¬ 
tacting, and offering rehabilita¬ 
tion help to physicians who have 
become functionally and profes¬ 
sionally impaired to varying de¬ 
grees because of alcoholism, drug 
dependency, mental, physical, 
and/or aging problems.” Commit¬ 
tee members serve as a peer re¬ 
view organization. 

Because confidentiality is a cor¬ 
nerstone of the program, an un¬ 
staffed telephone line at State So¬ 
ciety headquarters gathers initial 
calls. Callers hear a recorded mes¬ 
sage requesting name, address, 
telephone number, and general 
nature of the problem. The physi¬ 
cian is not identified in the initial 
call. 

Referrals, whether voluntary or 
involuntary, are answered by a 
member of the Impaired Physician 
Committee. In cases of self-re¬ 
ferral, a committee member con¬ 
tacts the impaired physician, in¬ 
quires about the problem, and 
discusses the physician’s willing¬ 



Abraham J. Twerski, M.D., Pittsburgh, chairman of the State Society’s Committee on 
the Impaired Physician. 


ness to undertake appropriate 
treatment. The committee then 
assigns an intervention team 
which becomes an advocate for the 
physician being treated. At no 
time are members of the team in¬ 
volved in treatment. 

When referral is made by a re¬ 
sponsible source other than the 
impaired physician, a committee 
member gathers details of the case 
for committee evaluation. All in¬ 
formation gathered by the com¬ 
mittee is privileged and consid¬ 
ered as protected confidentiality 


under Pennsylvania law, in keep¬ 
ing with the performance of a peer 
review function. When sufficient 
cause exists to justify contacting 
the physician, an intervention 
team is formed. 

Further details about the pro¬ 
gram are available from the Im¬ 
paired Physician Committee, 
Pennsylvania Medical Society, 20 
Erford Rd., Lemoyne, PA 17043. 


Impaired Physician 
Confidential Telephone Line: 
(717) 763-7937 


Libel suit won by quackery opponent 


A libel suit lodged against a 
York County chiropractor by 
Stephen Barrett, M.D., Allentown 
psychiatrist, recently was settled 
in favor of Dr. Barrett. The 
physician, who is chairman of 
the Lehigh Valley Committee 
Against Health Fraud and a 
member of the State Society’s 
Committee on Quackery, received 
an award of $500 and a retraction. 

At issue in the suit was a letter, 
written by James M. Sigafoose, a 
chiropractor, published in the 
Hanover Evening Sun last sum¬ 
mer criticizing the paper’s earlier 
publication of an article by Dr. 
Barrett that was critical of chiro¬ 


practic. The article was condensed 
from a chapter on chiropractic in 
The Health Robbers, a book pub¬ 
lished by the Lehigh Valley Com¬ 
mittee and edited by Dr. Barrett. 

Sigafoose defended chiropractic 
and charged in the letter that: 
"Barrett is a psycho psychiatrist 
who has dedicated his life to witch 
hunting the chiropractic profes¬ 
sion.” 

Dr. Barrett’s libel complaint 
contended that the statements 
were "defamatory and libelous in 
that they falsely and maliciously 
ascribe to Dr. Barrett dishonesty, 
mental disability, and incom¬ 
petence in his chosen profession.” 
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Cost effectiveness a question mark 

Blue Shield summarizes second opinion program 

Brad Langdon 


Early results from Pennsylva¬ 
nia Blue Shield’s two-year-old 
surgical consultation program 
(SCP) indicate second opinions 
may reduce surgery rates. Howev¬ 
er, cost effectiveness remains a 
question mark. 

In a summary presented to the 
Pennsylvania Medical Society’s 
Board of Trustees, Robert B. Ed- 
miston, M.D., Blue Shield’s execu¬ 
tive vice president for professional 
affairs, stressed that "caution 
must be exercised in drawing con¬ 
clusions from the summary report. 
Because of the low volume of en¬ 
rollment and utilization (of the 
program), the validity of the date 
is questionable.” He added that at 
least one to three years of addi¬ 
tional study will be required to 
verify the results. 

Blue Shield began its surgical 
consultation program in January 
1976 as an experimental project 
for its own employes and employes 
of Capital Blue Cross. Since then, 
active interest from management 
and unions has boosted eligibles 
from less than 6,000 persons to 
more than 133,000. But 90,000 of 
the eligibles joined only in the 
final month of the two-year period. 

To date the program has experi¬ 
enced very low use of the second 
opinion option. Although 1,443 
eligibles had elective surgery dur¬ 
ing the study period, only 46, or 3 
percent of the eligibles, sought a 
second opinion. Of these 46 pa¬ 
tients, however, 13, or 28 percent, 
were advised not to have surgery. 

The negative recommendations 
affected the following procedures 
(all one time except as noted): var¬ 
icose vein resection, excise lipoma, 
pin removal following fracture, 
excise bursa, excise lymph nodes, 
The author is a staff assistant in the 
State Society’s communications de¬ 
partment. 


spinal surgery (2), arthrotomy, re¬ 
construct knee joint, metatarsal 
surgery, mastotomy, hysterec¬ 
tomy, and arthrodesis (ankle fu¬ 
sion). 

Hysterectomy was the proce¬ 
dure most frequently considered, 
and of the five originally recom¬ 
mended, four received second 
opinions supporting surgery. By 
surgical category, general surgery 
cases accounted for 33 percent (15) 
of the caseload, but only 7.5 per¬ 
cent (1) of the negative second 
opinions. The category of ortho¬ 
pedic surgery was second with 
28 percent (13) of the caseload. 
Orthopedics, however, produced 
seven negative second opinions, 
more than half of all negative sec¬ 
ond opinions and half of all or¬ 
thopedic cases considered. 

Several factors appear to have 
kept the SCP utilization rate low. 
One reason was Blue Shield’s de¬ 
cision not to market the benefit 
actively, but to allow the program 
to grow on its own merits. Blue 
Shield experience indicates that 
the utilization of the SCP benefit 
is directly proportional to the 
amount of promotion of the pro¬ 
gram to the eligibles by their re¬ 
spective employers. 

Other reasons cited by Dr. Ed- 
miston included the patient’s 
"traditional, conservative confi¬ 
dence in the family physician or 
specialist with whom he has had a 
long term doctor-patient relation¬ 
ship.” Some patients already had 
received lengthy medical treat¬ 
ment for a specific condition, and 
had made a personal decision to 
have surgery. Lack of physician 
familiarity with the program con¬ 
tributed to underutilization of the 
program. He said it required con¬ 
siderable follow-up work by Blue 
Shield staff to ensure claims were 
submitted properly. 


The cost incurred by Blue Shield 
for the program may not be reflec¬ 
tive of the true nature of a highly 
developed second opinion pro¬ 
gram. Dr. Edmiston said the Blue 
Shield project thus far has been 
a manual claims analysis and 
claims processing system. Each 
second opinion cost an average of 
$43.50 for consultation and diag¬ 
nostic services. Broken down, 
physician charges for consultation 
ranged from $10 to $125, while 
charges for diagnostic services 
ranged from no charge to $70. 
Frequently, no diagnostic fees 
were charged because diagnostic 
data obtained for the first opinion 
were available to the consultant. 
Payments are determined by the 
UCR mechanism. 

Dr. Edmiston said that al¬ 
though Blue Shield has not devel¬ 
oped a cost effectiveness report 
based on this preliminary summa¬ 
ry, he believes the evidence even¬ 
tually will show that the Blue 
Shield SCP project might be cost 
effective. 

Pa AAP meets planners 

Child health care planning was 
the focus of a meeting of the health 
planning committee of the Penn¬ 
sylvania Chapter, American 
Academy of Pediatrics June 3 at 
PMS headquarters. 

Annette Lynch, M.D., director 
of the Bureau of Children’s Ser¬ 
vices of the Pennsylvania De¬ 
partment of Health, and Jordon 
Ewell, commissioner of the Office 
of Planning and Development, 
were guests at the meeting. 

Committee Chairman Joseph 
Weader, M.D., said the purpose of 
the meeting was to acquaint pedi¬ 
atricians with the health plan¬ 
ning law and to allow members to 
report on HSA activity in their 
areas. 
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Medical investigators trained for factfinding mission 


Twelve trainees with diverse 
backgrounds in health planning, 
nursing, and social science en¬ 
tered Shippensburg State College 
June 5 to begin intensive studies 
of medical practice and investiga¬ 
tive techniques. Six weeks later, 
with help from the State Society, 
the state Department of Health, 
Blue Cross and Blue Shield, Her- 
shey Medical Center, Dickinson 
School of Law, and several physi¬ 
cians, the college produced the 
state’s first professional conduct 
(medical) investigators. 

As employes of the state Bureau 
of Professional and Occupational 
Affairs, the new investigators are 
now qualified to seek evidence on 
complaints lodged against health 
care professionals licensed in the 
state. They will aid the State 
Board of Medical Education and 
Licensure through fact-finding 
interviews, review of medical 


records, detailed reports of find¬ 
ings, and testimony in ad¬ 
ministrative hearings. Previ¬ 
ously Bureau investigators were 
responsible for 22 professions and 
occupations. Often they were un¬ 
able to understand the technicali¬ 
ties of medicine. Physician spe¬ 
cialists will be hired by the Board 
as part-time consultants to 
analyze data and explain complex 
medical problems. 

The medical investigator pro¬ 
gram was initiated following a 
State Society suit against the 
Commonwealth for release of 
physician license fees to establish 
a conduct investigation unit. The 
$30,000 six-week course and the 
$12,000 salaries of the investi¬ 
gators are paid for entirely from 
physician license fees. 

Investigator trainees were in¬ 
structed in general education and 
basic skills, office and institu¬ 


tional procedures, medical fun¬ 
damentals, medical practice, legal 
considerations, and investigative 
principles and procedures. Hospi¬ 
tal field trips and videotaping of 
mock interviews supplemented 
classroom work. 

State Society members and staff 
lectured classes on medical 
fundamentals and practice, in¬ 
cluding anatomy, physiology, and 
pharmacology; physician im¬ 
pairment and alcohol and drug 
abuse; standards of practice; peer 
review; medical/political organi¬ 
zations; medical ethics; and allied 
health professionals. 

The medical investigators will 
serve only as fact finders for the 
State Board. Seven attorneys 
hired in May as medical exam¬ 
iners will hear cases as adminis¬ 
trative law judges. Physicians will 
be able to appeal a medical exam¬ 
iner’s decision to civil court. 


Temple University Sports Medicine Center 

Runners Clinic 


The Temple University Sports Medicine Center has established a Runners Clinic to 
help solve the many problems encountered by runners. We have brought together 
medical personnel, knowledgeable and interested in the problems of the runner. The 
Runners Clinic will be held Thursday afternoons, 1 p.m. to 5 p.m. During this time, 
analysis of the biomechanics of the lower extremity will be performed and the 
runner’s gait observed while he runs on the treadmill. 

Dr. Ray A. Moyer, director of the Sports Medicine Center, Dr. David L. Berman, 
podiatrist, Theodore C. Quedenfeld, athletic trainer, and other medical personnel are 
participating in the Clinic. 

The Sports Medicine Center is located on the second floor of the Tioga East Building, 
Broad and Tioga Streets, with entrance located at Tioga and Watts Streets. Call 
(215) 221-2111 for appointments. 




Specialty news 


Cooperative effort will train physicians in ACLS 


The Pennsylvania Chapter, 
American College of Emergency 
Physicians, and the American 
Heart Association, Pennsylvania 
Affiliate, are cosponsoring a 
cooperative project among spe¬ 
cialty organizations to plan and 
conduct statewide physician 
training programs in advanced 
cardiac life support. 

Representatives from six spe¬ 
cialty societies, the American 
Heart Association, and the Penn¬ 
sylvania Osteopathic Medical As¬ 
sociation have formed a commit¬ 
tee to develop strategy for con¬ 
ducting the courses. The special¬ 
ties are: anesthesiology, cardiol¬ 
ogy (including pediatric cardiol¬ 
ogy), emergency medicine, family 
physicians, surgery, and thoracic 
surgery. Paul M. Peindl, M.D., an 
emergency physician from Beaver 
Medical Center, Beaver, heads the 
group. 

"The project’s goal is to make all 
physicians aware of the need for 
cardiac life support training and 
then to train as many physicians 
as possible,” said Dr. Peindl. 
"Physicians should realize that 
patients can and do have cardiac 
arrests anywhere—from the wait¬ 
ing room to the operating room. 
That’s why it’s so important to get 
physicians from all specialties in¬ 
volved in life support training.” 

The Heart Association has 
been conducting ACLS courses 
throughout the state for three 
years. To date only a few hundred 
Pennsylvania physicians are cer¬ 
tified in ACLS. However, with the 
new JCAH standards mandating 
cardiac life support training for all 
hospital medical staffs, a greater 
number of physicians will be need¬ 
ing instruction and certification. 

ACLS trains the physician in 
the use of airway adjuncts, intuba¬ 
tion, intravenous techniques, de¬ 


fibrillation, dynamic and static 
dysrhythmia recognition, and 
drug therapy. Upon completion of 
the two-day course, the physician 
is granted certification as a pro¬ 
vider of advanced cardiac life sup¬ 
port. The course is accredited by 
the American College of Emer¬ 


gency Physicians and the AMA for 
Category 1 CME credit. 

Training courses are scheduled 
to begin by late fall. For more in¬ 
formation, contact PaACEP head¬ 
quarters, 20 Erford Road, 
Lemoyne, PA 17043; (717) 763- 
7151. 


State pediatricians expand leadership 


The Pennsylvania Chapter, 
American Academy of Pediatrics, 
recently elected two new officers 
to its executive committee. Thom¬ 
as J. Martin, M.D., Danville, 
was elected alternate chairman of 
the chapter. He will serve a term 
of two years. Michael Krak, M.D., 
Munhall, was elected to a three- 
year term on the executive com¬ 
mittee. Both are fellows of the 
American Academy of Pediatrics. 

Other PaAAP officers are: Rus¬ 
sell B. Puschak, M.D., Allentown, 
chairman; Louis J. Casale, M.D., 
Doylestown, secretary-treasurer; 
Lawrence A. Dunegan, M.D., 
Pittsburgh; and Charles R. Reed, 
M.D., Philadelphia. 

The state chapter has also 
created three new committees to 
deal with child health care de¬ 
livery. The Committee on Child 
Health Care Planning, chaired by 
Joseph Weader, M.D., Danville, 
will focus on the activity in local 
HSAs. 

The Committee on Child Health 
and Community Programs, 
chaired by Alturo Hervada, M.D., 
Philadelphia, will deal with areas 
of child health such as nutrition 
and immunization. 

The new Committee on Medical 
Education was created to monitor 
continuing medical education 
courses available to pediatricians 
and to create new scientific pro¬ 
grams for CME accreditation. 

The chapter office of the Penn¬ 
sylvania Chapter, American 


Academy of Pediatrics, is located 
at 20 Erford Road, Lemoyne, PA 
17043; (717) 763-7151. 

Pennsylvania residents 
to meet in Lancaster 

PMS members in residency 
training programs in Pennsylva¬ 
nia are invited to attend the an¬ 
nual business meeting and confer¬ 
ence of the PMS Resident Physi¬ 
cian Section (RPS) to be held at the 
Host Farm Resort Motel, Lancas¬ 
ter, on Saturday, October 29, 
1978. 

The theme of the conference is 
"How to Better Survive Your Re¬ 
sidency.” Presentations will in¬ 
clude such subjects as physician 
stress, resident negotiations and 
peer organizations, and improving 
teaching skills. 

Information learned by PMS- 
RPS delegates to the AMA-RPS 
annual meetings last June in St. 
Louis will be shared with those at¬ 
tending the business meeting and 
conference. Pennsylvania dele¬ 
gates to the AMA-RPS meeting 
were: A. Patrick Jonas, M.D., Her- 
shey; Alan Sooho, M.D., Philadel¬ 
phia; Jerris Hedges, M.D., 
Philadelphia; Diehl Snyder, M.D., 
Hershey; Robert Snyder, M.D., 
Danville; and J. Patrick Tokarz, 
M.D., Hershey. 

For more information about the 
annual meeting, contact Brenda 
Baumann, M.D., Secretary, Gov¬ 
erning Council, PMS-RPS, 20 Er¬ 
ford Rd., Lemoyne, PA 17043 
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A report from the Pennsylvania Medical Care Foundation 


Prepaid health care primer for practicing physicians 


Health Maintenance Organizations and Individual Practice Associations 


Introduction 

In response to a commitment on the part of the federal 
government, the Pennsylvania legislature, and consumer 
and labor groups to foster the development of the health 
maintenance organization (HMO) concept in the early 
1970s, the Pennsylvania Medical Society organized the 
Pennsylvania Medical Care Foundation as the body of the 
Society responsible for HMO activities. 

The 1977 PMS House of Delegates directed the Pennsyl¬ 
vania Medical Care Foundation to: 
conduct a project to evaluate the feasibility of 
establishing alternative health care financing 
and delivery systems and to determine the need 
to design a plan for the development of a 
physician-operated program dedicated to the fi¬ 
nancing and delivery of physicians’ services and 
to the professional control of the quality and 
utilization of those medical services. 

The following report represents the Foundation’s initial 
findings relative to the organization and operation of 
health maintenance organizations (HMO) and individual 
practice associations (IPA). 

Background 

The term "health maintenance organization” emerged in 
1970 as part of the health strategy of the Nixon administra¬ 
tion. HMO prototypes such as the Kaiser Foundation 
Health Plan appeared attractive since they seemed to have 
effectively addressed some of the problems of the cost of 
medical care and accessibility by removing barriers to 
early treatment and by providing financial incentives for 
delivering services effectively and economically. 

The concept of a local and privately operated health care 
delivery and financing system with financial incentives for 
cost control appealed to the Republican administration. 
The federal government viewed HMOs as a means to con¬ 
trol rapidly rising medicare and medicaid expenditures. 
The HMO concept was put forth as an alternative to a 
nationalized health care system. 

Congress responded to the interest in expanding the 
HMO concept by enacting Public Law 93-222, the Health 
Maintenance Organization Act of 1973. 


Definition of HMO 

A health maintenance organization is not necessarily 
synonymous with "Kaiser,” nonprofit, hospital ownership, 
closed panel group practice, salaried physicians, etc., but 
rather, can include any or all of these ingredients, as well 
as fee-for-service, for profit, solo practice, and non¬ 
ownership of hospitals. 

An HMO may be defined as an organized health 
care system which combines the delivery and fi¬ 
nancing functions by assuming the responsibility 
for providing and/or making arrangements for 
the health manpower and facilities necessary to 
deliver an agreed upon set of comprehensive 
health care services to a defined population. 
These individuals and groups are enrolled volun¬ 
tarily on an annual basis for a pre-negotiated 
fixed payment. Such a system contains a financial 
plan which directly involves providers in the risk 
of underwriting the cost of the benefit package 
offered by the HMO and provides an organi¬ 
zational and managerial structure to assure the 
legal, fiscal, public, and professional ac¬ 
countability of the HMO. 

(Note: "Comprehensive” benefits may be defined as those 
usual benefits offered under present health insurance pro¬ 
grams, plus benefits which will tend to remove financial 
barriers and encourage early treatment in an ambulatory 
setting, when medically appropriate.) 

Definition of IPA 

The Individual Practice Association (IPA) concept 
emerged out of the federal HMO Act of 1973. IP As are 
intended to serve as a mechanism for fee-for-service private 
practitioners to participate in an HMO or to form their own 
physician-majority HMO while continuing to practice in 
their traditional settings. 

An IPA may be defined as a partnership, corpora¬ 
tion, association, or other separate and distinct 
legal entity organized and operated by practicing 
physicians. An IPA provides a mechanism for in¬ 
terested physicians to collectively enter into con¬ 
tractual arrangements with other parties, such as 
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HMOs, to provide an agreed upon range of medi¬ 
cal services to a defined population for a pre¬ 
determined fee. 

Physicians who join an IPA may continue to practice in 
their traditional settings on a fee-for-service basis but must 
agree to certain conditions to become a member of an IPA. 
For example, conditions for membership in an IPA might 
include the following: 

1. Agree to conduct the medical practice in accordance 
with the purposes and policies of the IPA as expressed 
in its articles of incorporation, bylaws, and resolutions 
adopted by the IPA’s Board of Directors and/or mem¬ 
bership 

2. Agree to accept, as payment in full, any reimburse¬ 
ment for services provided under any contract the IPA 
has entered into with other parties 

3. Agree to comply with the peer review procedures es¬ 
tablished by the IPA 

4. Accept all or part of the financial risk for delivering 
medical services within a fixed budget 

Membership in an IPA does not limit a physician’s prac¬ 
tice to the treatment of patients covered under an IPA 
contract. 

Under present law, an IPA is a separate legal entity but 
does not qualify as an HMO. An IPA has direct responsi¬ 
bility for providing medical services while the HMO estab¬ 
lishes the benefit package and enrolls subscribers. In effect, 
the HMO has the subscribers and the IPA has the services. 
Therefore, an IPA must contract with an HMO to serve 
HMO subscribers. 


Models of HMO Organizational Structure 

Based on the organizational relationship between an 
HMO and participating groups of physicians and hospitals, 
existing HMOs can be categorized into eight models. 

Of the eight HMO models shown on pages 12-13, the first 
four have the differentiatipg characteristic that the medi¬ 
cal group was formed and is operated for the exclusive pur¬ 
pose of treating HMO subscribers. 

The HMO structure described in Model 8 represents an 
HMO associated with an IPA which provides a physician 
the opportunity to participate in a comprehensive prepaid 
health plan while maintaining an individual mode of pri¬ 
vate practice (solo, small group, fee-for-service, etc.). 

Some believe that interest in the IPA concept is the 
result of two major trends which are of concern to prac¬ 
ticing physicians: (1) the escalating cost of health care; and 
(2) the increasing involvement of non-physician groups in 
the financing and delivery of health care. 

The IPA offers physicians a mechanism to become in¬ 
volved in the development as well as the operation of 
HMOs. An Individual Practice Association provides pri¬ 
vate practitioners a means for: 

1. Competing with closed panel HMOs 

2. Utilizing existing health care resources in the com¬ 


munity and not requiring extensive capital invest¬ 
ment for hospitals, clinics, etc. 

3. Allowing an individual physician to maintain a pri¬ 
vate practice on a fee-for-service basis and still par¬ 
ticipate in a comprehensive prepaid health plan 

4. Providing patients an HMO alternative which can 
preserve their present relationships with physicians, 
hospitals, etc. 


Federal HMO Act 

(P.L. 93-222 enacted December 29, 1973, 
amended by P.L. 94-460, enacted October 8, 1976) 

The Federal HMO Act provides the following defi¬ 
nitions: 

1. "Basic health services” constitute a minimum benefit 
package which the HMO must provide and include: 

a. Physician services (including consultant and refer¬ 
ral services) 

b. Inpatient and outpatient hospital services 

c. Emergency health services, as medically necessary 

d. Short-term (20 or less visits) outpatient evaluative 
and crisis intervention mental health services 

e. Medical treatment and referral services for abuse of 
and/or addiction to alcohol and drugs 

f. Diagnostic laboratory, and diagnostic and therapeu¬ 
tic X-ray services 

g. Home health services 

h. Preventive health services (including immuniza¬ 
tions, well-child care from birth, periodic health 
evaluations for adults, voluntary family planning 
services, infertility services, and children’s eye and 
ear examinations) 

In addition, the HMO, at its option, may include any 
supplemental health services it wishes as part of its basic 
health services package. 

2. "Supplemental health services” are optional and in¬ 
clude all or part of the following: 

a. Intermediate or long-term care 

b. Vision care, not part of basic services 

c. Dental service 

d. Mental health services, not part of basic services 

e. Long-term physical medicine and rehabilitative ser¬ 
vices, including physical therapy 

f. Prescription drugs 

3. "Member” is an individual who has entered into a 
contract with the HMO for defined health care services. 
(Note: The Foundation prefers to refer to persons en¬ 
rolled in an HMO as subscribers ). 

4. "Individual practice association” means a partner¬ 
ship, corporation, association, or other legal entity 
which has entered into a service arrangement (or ar¬ 
rangements) with persons who are licensed to practice 
medicine, osteopathy, dentistry, podiatry, optometry, 
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MODEL 1 

HOSPITAL OWNERSHIP: The HMO owns hos¬ 
pital^) which serve only HMO subscribers. 

PHYSICIAN ORGANIZATION: Physicians 
serve the HMO in a group practice as salaried 
employees and serve the HMO exclusively. 

EXAMPLE: Group Health Plan of Puget Sound. 



HMO HEALTH SERVICE PLAN 


v- 

MODEL 2 

HOSPITAL OWNERSHIP: The HMO owns hos¬ 
pitals) which serve only HMO subscribers. 

PHYSICIAN ORGANIZATION: Physicians are 
organized in a group practice as a separate legal 
entity which contracts exclusively with the HMO 
for medical services. 

EXAMPLE: Kaiser Foundation Health Plan (Phy¬ 
sicians are organized under the Kaiser Perma- 
nente Medical Group). 




SEPARATE LEGAL 
ENTITY 

SERVES HMO 
SUBSCRIBERS ONLY 

--- 


MODEL 3 

HOSPITAL OWNERSHIP: HMO does not own 
hospital(s). 

PHYSICIAN ORGANIZATION: Physicians 
serve as a salaried group practice of the HMO. 

EXAMPLE: Group Health Association of Wash¬ 
ington, D.C., and Harvard Community Health 
Plan. 


HMO HEALTH SERVICE PLAN 



SALARIED GROUP 
PRACTICE 



v.- J 




HMO 

HEALTH SERVICE 
PLAN 
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SEPARATE LEGAL 
ENTITY 


SERVES HMO 
SUBSCRIBERS ONLY 


MODEL 4 

HOSPITAL OWNERSHIP: HMO does not own 
hospital(s). 

PHYSICIAN ORGANIZATION: Physicians are 
organized in a group practice as a separate legal 
entity which contracts exclusively with the HMO 
for medical services. 

EXAMPLE: Health Service Plan of Pennsylvania 
(Philadelphia); Penn Group Health Plan of Penn¬ 
sylvania (Pittsburgh); Kaiser Plan in Denver, Colo¬ 
rado; and Genesee Valley Group Health Asso¬ 
ciation (Rochester, New York). 



























































MODEL 5 

HOSPITAL OWNERSHIP: HMO does not own 
hospital(s). 

PHYSICIAN ORGANIZATION: Physicians are 
members of an established fee-for-service group 
practice which contracts with the HMO to pro¬ 
vide some prepaid services to HMO’s sub¬ 
scribers (members) while continuing a fee-for- 
service practice with other patients. 

EXAMPLE: MedCenter Health Plan. 



HMO 

HEALTH SERVICE 
PLAN 



EXISTING 
FEE-FOR SERVICE 
GROUP PRACTICE 


FEE-FOR SERVICE 
PRIVATE PRACTICE 
FOR 

OTHER PATIENTS 


HMO 

HEALTH SERVICE 
PLAN 
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EXISTING FEE-FOR-SERVICE GROUP 
PRACTICES INDEPENDENT OF EACH OTHER 


FEE-FOR-SERVICE PRIVATE 
PRACTICE FOR OTHER PATIENTS 

L_ 


MODEL 6 

HOSPITAL OWNERSHIP: HMO does not own 
hospital(s). 

PHYSICIAN ORGANIZATION: Several estab 
lished fee-for-service group practices contract, 
independent of each other, with the HMO to 
provide prepaid services to HMO subscribers 
(members) while continuing a fee-for-service 
practice with other patients. This is the group 
practice network concept. 

EXAMPLE: Philadelphia Health Plan and Blue 
Cross of Chicago. 


MODEL 7 

HOSPITAL OWNERSHIP: HMO does not own 
hospital(s). 

PHYSICIAN ORGANIZATION: Physicians con¬ 
tinue to practice out of traditional settings (solo 
practice, small groups, etc.) on a fee-for-service 
basis and contract individually with the HMO 
to provide services to some HMO subscribers 
(members) while continuing to treat other pa¬ 
tients. 

EXAMPLE: Master Care (New Mexico) and Em¬ 
ployers Mutual of Wausau (Wisconsin). 


HMO 

HEALTH SERVICE 
PLAN 
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PHYSICIANS CONTRACT 
WITH IPA TO SERVE 
HMO SUBSCRIBERS 



SEPARATE 
LEGAL ENTITY 
COMPOSED OF 
FEE FOR SERVICE 
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FEE FOR SERVICE 
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FOR 

OTHER PATIENTS 
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MODEL 8 

(IPA-type HMO) 

HOSPITAL OWNERSHIP: HMO does not own 
hospital(s). 

PHYSICIAN ORGANIZATION: Physicians con¬ 
tinue to practice out of traditional settings (solo 
practice, small group, etc.) on a fee-for-service 
basis but contract with the HMO to provide ser¬ 
vices to HMO subscribers (members) through a 
separate legal entity (Individual Practice Asso¬ 
ciation—IPA). 

EXAMPLE: Forbes Health Maintenance Plan of 
Pittsburgh and the Greater Delaware Valley 
Health Care, Inc. 




















































































or other health profession in a state and a majority of 
whom are licensed to practice medicine or osteopathy. 
Such an arrangement shall provide: 

a. That such persons provide their service in accor¬ 
dance with a compensation arrangement established 
by the entity. 

b. To the extent feasible, for the sharing of medical and 
other records, equipment and professional, technical 
and administrative staff 

c. For the arrangement and encouragement of continu¬ 
ing education in the field of clinical medicine and 
related areas 

The Federal HMO Act defines an HMO as a legal 
entity which: 

1. Provides "basic health services” to its members for a 
premium which is: 

a. Paid on a periodic basis, and is 

b. Fixed under a community rating system (this re¬ 
quirement applies only to HMOs which have been 
qualified for more than 48 months) 

c. Nominal co-payments may be required at the time of 
service, except as they would serve as a barrier to 
utilization. Regulations of the Secretary of HE W will 
limit these strictly; they are intended solely as a 
device to enable an HMO to market its benefit pack¬ 
age at a competitive price 

2. May also provide "supplemental health services,” 
either on a fee-for-service basis or on a pre-payment 
basis fixed on a community rating system. 

3. Provides basic health services through health profes¬ 
sionals who are members of: 

a. The staff of the HMO 

b. A "medical group” (or groups) 

c. An "individual practice association” 

d. Other health professionals under contract with the 
HMO 

Basic services can be provided in a manner other than 
those described above when the services are required on an 
emergency basis. 

Services provided as in 3(d) above cannot exceed 15 
percent of the amount which the HMO will spend during 
the year for basic and supplemental health services. (The 
limit is 30 percent if the HMO principally serves a rural 
area.) 

4. Provides services in a manner such that needed ser¬ 
vices are available and accessible promptly twenty-four 
hours a day and seven days a week and which assures 
continuity of care. This applies, or course, only within 
the HMO’s service area. 

5. Reimburses members for covered services rendered 
other than by the HMO in the case of medical 
emergency or when the member is out of the HMO’s 
service area. 

Furthermore, the Act requires that an HMO shall: 


1. Be fiscally sound , with adequate provision against the 
risk of insolvency. 

2. Assume full financial risk for providing basic health 
services, except that the HMO may reinsure for: 

a. Costs of basic services exceeding $5,000 for any 
member in any year 

b. Costs of emergency and out-of-area care 

c. Not more than 90 percent of the amount by which its 
costs for any fiscal year exceed 115 percent of its 
income for that year 

3. Enroll persons broadly representative of the age, social, 
and income groups within its service area. However, 
not more than 75 percent of the membership can be 
drawn from a " medically underserved area ” unless the 
area is also a rural area. 

4. Have an Open Enrollment Period each year during 
which it shall accept individuals for membership in 
order in which they apply and without regard to their 
health status. This requirement is subject to the follow¬ 
ing conditions: 

a. It applies only to HMOs which have provided pre¬ 
paid, comprehensive care for at least five years or 
have an enrollment of at least 50,000 members and 
which did not experience a financial deficit for the 
immediately preceding fiscal year 

b. The period shall be the lesser of 30 days or until the 
HMO has enrolled individuals equal to 3 percent of 
its total net increase in enrollment (if any) in the 
preceding fiscal year ("total net increase in enroll¬ 
ment” does not include individuals enrolled as part of 
a group which had a contract with the HMO when it 
became qualified) 

c. The HMO is not required to enroll individuals who 
are confined to an institution for an infirmity which 
would cause economic impairment to the HMO 

d. The HMO may impose a waiting period of up to 90 
days before providing benefits to newly enrolled 
members 

e. The Secretary may waive the open enrollment re¬ 
quirement if the HMO demonstrates that open en¬ 
rollment would jeopardize its economic viability in 
its service area 

5. Not expel or refuse re-enrollment to any member be¬ 
cause of his health status. 

6. Have a policy-making board composed of at least one- 
third of the HMO’s members and which equitably rep¬ 
resents medically underserved populations served by 
the HMO. 

7. Assure meaningful procedures for hearing and resolv¬ 
ing grievances between the HMO (and its providers) 
and its members. 

8. Have organizational arrangements for an ongoing 
quality assurance program which: 

a. Stresses health outcomes and 

b. Provides a review by the HMO health professionals 
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of the process followed in the provision of health 
services 

9. Provide medical social services for its members and 
encourage and actively provide health education ser¬ 
vices, education in the use of the HMO’s services, and 
education as to the contributions each member can 
make to the maintenance of his own health. 

10. Provide for continuing education of its health profes¬ 
sional staff. 

11. Provide, subject to the Secretary’s requirements and 
the need for confidentiality, an effective procedure for 
developing, compiling, evaluating, and reporting 
statistics and other information as to the HMO’s: 

a. Cost of operations 

b. Patterns of utilization 

c. Availability, accessibility, and acceptability of ser¬ 
vices 

d. Developments in the health status of its members 

e. Other matters as required by the Secretary 

The HMO receives the following benefits if it meets 
requirements for federal qualification: 

1. Financial assistance for feasibility survey, planning, 
initial development and operational loans or loan 
guarantees. 

2. State law overrides: (no application in Pennsylvania) 

a. Medical society approval of HMO 

b. All, or a percentage of, HMO governing body must be 
physicians 

c. HMO participation be open to all physicians 

d. HMO must meet state requirements for all health 
care insurers 

3. Employers are mandated to offer employes a dual 
choice of each type of available HMO health service 
plan. 


Pennsylvania Voluntary Non-Profit Health Service 
Act 

(Act 364 of 1972) 

Act 364 requires that a majority of HMO Board must be 
HMO subscribers or representatives of HMO subscriber 
groups and that providers may not represent more than 10 
percent of the Board composition. 

An HMO must be state-qualified to operate in Pennsyl¬ 
vania. The Pennsylvania Department of Health and, to a 
lesser degree, the Insurance Department prefer that HMOs 
qualify under Act 364 although there are other possible 
methods for an HMO to organize and operate in Pennsyl¬ 
vania. For example: 

1. Blue Shield Enabling Act 

2. Blue Cross Enabling Act 

3. General insurance statutes (commercial) 


Nationwide, there were 180 HMOs (51 were federally 
qualified) at the end of 1977, serving about 6.5 million 
subscribers (members). 

Shown below is a listing of the status of HMO develop¬ 
ment in Pennsylvania. 


Operational HMOs: 

The Philadelphia Health Plan 
1015 Chestnut Street 
Philadelphia, PA 19107 

‘The Health Maintenance Organization of Pennsylvania 

2500 Maryland Road 

Willow Grove, PA 19090 

‘Health Service Plan of Pennsylvania 

#806 Belief Building 

1505 Race Street 

Philadelphia, PA 19102 

‘Penn Group Health Plan, Inc. 

IBM Building 
Pittsburgh, PA 15222 
Geisinger Health Plan 
Geisinger Medical Center 
Danville, PA 17821 
Centerville Health Plan 
R.D. #1 

Fredericktown, PA 15333 
Central Medical Health Service 
Central Medical Plaza 
Pittsburgh, PA 15129 

Greater Delaware Valley Health Care Plan 

200 West Lancaster Avenue 

Wayne, PA 19087 

Forbes Health Maintenance Plan 

500 Finley Street 

Pittsburgh, PA 15206 

‘Federally qualified HMOs 


Prepaid medicaid contracts only: (At present) 

Monsour Foundation Health Plan 
70 Lincoln Way East 
Jeannette, PA 15644 
Physicians Health Services Plan, Inc. 

230 North Fifth Street 
Reading, PA 19601 


HMOs in planning stage: 

Eastern Pennsylvania HMO, Inc. 

1503 N. Cedar Crest Blvd., Ste. 110 
Allentown, PA 18104 
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Foundation Observations 

Based on its initial evaluation of HMOs and IPAs the 
Foundation’s Committee to Evaluate Alternative Health 
Care Financing and Delivery Systems has made the follow¬ 
ing observations: 

1. There is a definite need to provide the medical profes¬ 
sion with specific information on state and federal stat¬ 
utes and regulations relative to HMOs and IPAs; or¬ 
ganizational options for HMOs and IPAs; and the 
current status of development. 

2. The Pennsylvania Voluntary Nonprofit Health Service 
Act of 1972 (Act 364) does not permit a physician- 
majority HMO to organize and operate in Pennsylva¬ 
nia. An HMO must be certified by the state to operate in 
Pennsylvania. 

3. The Federal Health Maintenance Organization Act of 
1973 (P.L. 93-222), as amended in 1976 by P.L. 94-460, 
does permit the organization and operation of 
physician-majority HMOs. 

4. Interested physicians in Pennsylvania should have the 


opportunity to organize and operate a physician- 
majority HMO. 

5. The Foundation should pursue the following options to 
make it possible for physician-majority HMOs to oper¬ 
ate in Pennsylvania: 

a. Seek enactment of legislation in Pennsylvania 
either by amendment of Act 364 or introduction of a 
separate bill 

b. Determine requirements to organize and operate 
under either the Blue Shield or Blue Cross enabling 
acts 

c. Consider the merits of purchasing a commercial in¬ 
surance company 

6. The Foundation should determine the availability of a 
federal grant for studying the feasibility of organizing 
physician-majority HMOs in Pennsylvania. 

7. Xhe Foundation should develop a model physician- 
majority HMO, using Model 8 as the prototype. 

8. The Foundation should evaluate the need for develop¬ 
ing a program to provide technical assistance to physi¬ 
cians interested in organizing an IPA-type HMO. 


Continuing Education Programs 1978-1979 

Institute for Medical Education and Research 
Geisinger Medical Center 


Management of Rheumatic Diseases - Update 

Wednesday, September 20, 1978 
9 a.m. to 5 p.m. Tuition: $40 
Common Problems in Neurology 
Wednesday, October 4, 1978 
9 a.m. to 5 p.m. Tuition: $40 
4th Annual Emergency Medicine Seminar 
Wednesday, October 18, 1978 
9 a.m. to 5 p.m. Tuition $40 
Clinical Update in Gynecology 
Wednesday, October 25, 1978 
9 a.m. to 5 p.m. Tuition $40 
Ophthalmology Update for Family Physicians 
Wednesday, November 1, 1978 
1 p.m. to 5 p.m. Tuition: $25 
Clinical Advances in Pediatrics 
Wednesday, November 15, 1978 
1 p.m. to 5 p.m. Tuition: $25 
Advances in Clinical Practice - 1979* 

Saturday, Sunday, February 10, 11, 1979 
9 a.m. to 5 p.m. Tuition $105 
Office Treatment for Common Problems in 
Otolaryngology 
Wednesday March 7, 1979 
9 a.m. to 5 p.m. Tuition: $40 


Endocrine Disorders of Pituitary, Pancreas 
& Parathyroid 

Wednesday, March 21, 1979 
9 a.m. to 5 p.m. Tuition: $40 

Current Topics in Surgery 
Wednesday, April 4, 1979 
9 a.m. to 5 p.m. Tuition: $40 

Advances in Dermatology for the 
Practitioner 

Wednesday, April 18, 1979 
1 p.m. to 5 p.m. Tuition: $25 

As an organization accredited for continuing medi¬ 
cal education, the Geisinger Medical Center cer¬ 
tifies that these activities meet the criteria for credit 
hours in Category I of the Physician’s Recognition 
Award of the American Medical Association. (Refer 
to each program — full day - 7 hours credit and Vz 
day - 4 hours credit). 

For further information write to: 

Millie K. Fleetwood, Ph.D. 

Geisinger Medical Center 
Danville, Pennsylvania 17821 
or telephone (717) 275-6333 




Does it influence 
your choice of a 
peripheral/cerebral 
vasodilator? 

• vasodilan—compatible 
with coexisting diseases 

• vasodilan—compatible 
with concomitant therapy 

• vasodilan—compatible 
with your total regimen 
for vascular insufficiency 


^Indications: Based on a review of this drug by the National Academy of 
Sciences-National Research Council and/or other information, the FDA has 
classified the indications as follows: 

Possibly Effective: 

1. For the relief of symptoms associated with cerebral vascular insufficiency. 

2. In peripheral vascular disease of arteriosclerosis obliterans, throm¬ 
boangiitis obliterans (Buerger’s Disease) and Raynaud's disease. 

Final classification of the less-than-effective indications requires further in¬ 
vestigation. 


Composition: Vasodilan tablets, isoxsuprine HCI, 10 mg. and 20 mg. 

Vasodilan injection, isoxsuprine HCI, 5 mg., per ml. 

Dosage and Administration: Oral: 10 to 20 mg., three or four times daily. 
Intramuscular: 5 to 10 mg. (1 or 2 ml.) two or three times daily. Intramuscular 
administration may be used initially in severe or acute conditions. 
Contraindications and Cautions: There are no known contraindications to oral 
use when administered in recommended doses. Should not be given immediately 
postpartum or in the presence of arterial bleeding. 

Parenteral administration is not recommended in the presence of hypotension or 
tachycardia. 

Intravenous administration should not be given because of increased likelihood 
of side effects. 

Adverse Reactions: On rare occasions oral administration of the drug has 
been associated in time with the occurrence of hypotension, tachycardia, 
nausea, vomiting, dizziness, abdominal distress, and severe rash. If rash ap¬ 
pears the drug should be discontinued. 

Although available evidence suggests a temporal association of these reactions 
with isoxsuprine, a causal relationship can be neither confirmed nor refuted. 
Administration of single dose of 10 mg. intramuscularly may result in hypoten¬ 
sion and tachycardia. These symptoms are more pronounced in higher doses. 
For these reasons single intramuscular doses exceeding 10 mg. are not recom¬ 
mended. Repeated administration of 5 to 10 mg. intramuscularly at suitable in¬ 
tervals may be employed. 

Supplied: Tablets, 10 mg., bottles of 100, 1000, 5000 and Unit Dose; Tablets, 

20 mg., bottles of 100, 500, 1000, 5000 and Unit Dose; Injection, 10 mg. per 
2 ml. ampul, box of six 2 ml. ampuls. 

U S Pat. No. 3,056,836 

VASODILAN 

{ISOXSUPRINE HCI) 

20-mg tablets 


PHARMACEUTICAL DIVISION 


© 1978 MEAD JOHNSON & COMPANY • EVANSVILLE, INDIANA 47721 U.S.A. MJL7-4260 








This asthmatic 

isn’t worried about his next breath... 



he's active 
he's effectively 
maintained on 


contains theophylline (anhydrous) 150 mg 
and glyceryl guoiocolote (guaifenesin) 

90 mg. Elixir: alcohol 15% 



• theophylline for effective 
around-the-clock 
bronchodilotor therapy 

• 100% free theophylline 

Indications: For the symptomatic relief of bronchosposric 
conditions such os bronchial asthma, chronic bronchitis, and 
pulmonary emphysema. 

Warnings: Do nor administer more frequently than every 
6 hours, or within 12 hours after rectal dose of any prep¬ 
aration containing theophylline or aminophylline. Do nor 
give other compounds containing xanthine derivarives 
concurrently. 

Precautions: Use with caution in patients with cardiac 
disease, hepatic or renal impairment. Concurrent adminis¬ 
tration with certain antibiotics, i.e. clindamycin, erythromy¬ 
cin, rroleandomycin, may result in higher serum levels of 
theophylline. Plasma prothrombin and factor V may 
increase, bur any clinical effect is likely to be small. Metabo¬ 
lites of guaifenesin may contribute to increased urinary 
5-hydroxyindoleaceric acid readings, when determined 
with nirrosonaphrol reagent. Safe use in pregnancy has nor 
been established. Use in case of pregnancy only when 
clearly needed. 

Adverse Reactions: Theophylline may exert some stimulat¬ 
ing effect on the central nervous system. Its administration 
may cause local irritation of the gastric mucosa, with possi¬ 
ble gastric discomfort, nausea, and vomiting. The frequency 
of adverse reactions is related to the serum theophylline 
level and is nor usually a problem at serum theophylline 
levels below 20 /xg/ ml. 

How Supplied: Capsules in bottles of 100 and 1000 and 
unit-dose packs of 100; Elixir in bottles of 1 pint and 1 gallon. 
See packa g e insert for complete prescribin g information . 
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Legal counsel reports 


Superior Court reviews grounds for malpractice suits 

Fred Speaker, Esq. 


In the closing days of 1977, the 
Pennsylvania Superior Court de¬ 
cided a medical malpractice case 
which established new grounds 
and reiterated others. In Gradel v. 
Inouye , 1 the court held in a sharp¬ 
ly divided opinion that the trial 
court had erred in: (1) failing to 
advise the jury that the award 
would not be subject to federal in¬ 
come taxation; and (2) improperly 
instructing the jury that a physi¬ 
cian’s negligence in not taking 
x-rays could have been found to be 
responsible for later amputation 
of the patient’s arm. 

The case arose after the defen¬ 
dant properly treated a five-year- 
old boy’s broken arm. During the 
year after the boy’s discharge, his 
mother had him reexamined by 
the defendant three times because 
a lump of soft tissue had appeared 
and was increasing in size at the 


Mr. Speaker is a partner in the firm of 
Pepper, Hamilton & Scheetz, which 
serves as the Society's legal counsel. 


fracture site. Each time, the de¬ 
fendant declined to x-ray the arm 
because there was no pain, good 
motion and use, no unusual rate of 
healing, and the doctor feared 
overexposure by x-ray use. The 
boy’s mother then took her son to 
an orthopedic surgeon, who took 
x-rays and performed an exci- 
sional biopsy which revealed a 
cancer of the bone—a fibrosar¬ 
coma of low grade malignancy. 
The orthopedic surgeon removed 
the remaining tumor and con¬ 
cluded that all cancer cells had 
been removed. This was not the 
case, however, for the cancer re¬ 
curred and about a year later the 
boy’s arm was amputated. 

At the trial, held some eight 


years after the amputation, the 
jury awarded the boy $700,000, 
made up of $180,000 for loss of his 
earning power and medical ex¬ 
penses and $520,000 for pain and 
suffering. 

A significant factor in the size of 
the verdict appears to have been 
the argument of the boy’s counsel 
that he would suffer from mental 
anguish through the rest of his life 
because of the fear of metastasis. 
Plaintiffs medical expert testified 
he had found that the cancer had 
not metastasized, although he had 
read of cases in which it had oc¬ 
curred much later than within two 
to five years. The boy had made no 
mention of fear of metastasis. Ac¬ 
cordingly, the court held that the 
jury should have been instructed 
that the boy was entitled to no re¬ 
covery on the possibility of later 
metastasis. 


NEW YORK HEART ASSOCIATION 
and 

THE COUNCIL ON THROMBOSIS AMERICAN HEART ASSOCIATION 

ANNOUNCES 

CONFERENCE ON THE PRACTICAL USE OF THROMBOLYTIC THERAPY 

Saturday, November 4, 1978 Fee: $35.00 

The Biltmore Hotel, New York City 9:00 A.M. - 3:30 P.M. 

COURSE DESCRIPTION Thrombolytic therapy is now available in the United States for use in treatment of selected 
patients with deep venous thrombosis or pulmonary embolism. To provide physicians with practical information on 
the proper use of these drugs, a faculty of nationally recognized authorities in this field has been recruited. In addition 
to the formal presentations, adequate time has been provided for the faculty to respond to specific questions from 
course registrants. 

Director: Stanford Wessler, M.D./New York University, School of Medicine 

Faculty 

Edward Genton, M.D./McMaster University, School of Medicine Arthur A. Sasahara, M.D. /Harvard Medical School 

Victor J. Marder, M.D. /University of Rochester, School of Medicine & Dentistry Sol Sherry, M.D. /Temple University, Schoolof Medicine 

Program Includes: An Overview of Thrombolysis / Clinical and Laboratory Guidelines for Administering Thrombolytic Agents / Throm¬ 
bolytic Therapy for Deep Venous Thrombosis / Thrombolytic Therapy for Pulmonary Embolism 


For information and registration form write or phone: 

New York Heart Association / 205 East 42 Street, New York, NY 10017 (212) 661-5335 

Accreditation: AMA Category /, 4 credit hours 











In ruling on the issue of advis¬ 
ing the jury that an award would 
not be subject to federal income 
taxation, the court departed from 
the prior holding of the Pennsyl¬ 
vania Supreme Court in Girard 
Trust Corn Exchange Bank u. 
Philadelphia Transportation Co. 1 2 
In that case, the court stated: 

The majority rule in the 
United States is that in fixing 
damages for the determina¬ 
tion of decedent’s earning ca¬ 
pacity, the income tax con¬ 
sequences of the matter 
should not be taken into con¬ 
sideration. . . . This, in our 
opinion, is based upon sound 
legal reasoning and is now 
announced as the rule to be 
followed in Pennsylvania. 3 
The court in the Gradel case, how¬ 
ever, said: 

Most jurors would know from 
their own experience that or¬ 
dinary income is taxable [but 
a charge to the jury]. . . would 
tell them that an award of 
damages is not taxable, some¬ 
thing they are not otherwise 
likely to have known, but that 
the jury should not add or sub¬ 
tract taxes either to the calcu¬ 
lation of lost earnings or to its 
award. 4 5 

Recognizing that the trial court 
properly left it to the jury to decide 
whether the defendant had been 
guilty of negligence, the Superior 
Court then went on to consider 
whether the defendant’s negli¬ 
gence caused the amputation. 
Plaintiffs expert had testified 
that an earlier discovery of the 
tumor mass would have made it 
much more likely to have been 
removed, thereby avoiding the 
need for amputation. He, however, 
did not say with certainty that the 
earlier use of x-rays would have 
discovered the cancer before it had 


invaded the bone nor that an ear¬ 
lier discovery would have avoided 
a recurrence leading to amputa¬ 
tion. 

Relying heavily on its change of 
position in the two reported cases 
of Hamil v. Bashline, 5 the Supe¬ 
rior Court stated: 

The trial court’s direction to 
the jury, based as it is on the 
reasoning of Hamil I, was er¬ 
roneous in permitting the 
jury to find the appellant’s 
negligence responsible for the 
amputation simply because 
delay in taking an x-ray had 
increased the risk. More than 
that, the charge of the trial 
court incorrectly shifted the 
burden of proof to the appel¬ 


lant by sanctioning a verdict 
for the appellees unless the 
appellant affirmatively 
proved that the amputation 
would have been required in 
any event. 6 

Although the Hamil II case is 
currently before the Pennsylvania 
Supreme Court, the case of Gradel 
v. Inouye should give comfort to 
physicians weighted down by the 
burden of prospective medical 
malpractice law suits. 


1 381 A.2d 975 (Pa. Super. 1977). 

2 410 Pa. 530, 190 A.2d 293 (1963). 

3 Id. at 538, 190 A2d at 298. 

4 Gradel v. Inouye, supra at 985. 

5 Hamil v. Bashline (Hamil I), 224 Pa. Super. 407, 307 
A.2d 57 (1973), and Hamil v. Bashline (Hamil II), 243 
Pa. Super. 227, 364 A.2d 1366 (1976). 

6 Gradel v. Inouye, supra at 982. 


RECOGNITION FIND MflNRGEMCNT 
OF NEUROLOGIC EMERGENCIES 
Sponsored by the 

Program of Continuing Education 

# 

UNIVERSITY OF MARYLAND 
SCHOOL OF MEDICINE 

Designed to provide an intensive and up-to-date exposure 
to the many problems involved in recognizing and manag¬ 
ing acute neurological emergencies. Once the province of 
a few specialists, these disorders are beginning to place an 
inordinate load upon the many primary care physicians 
who must initially deal with them. Neurologic emergen¬ 
cies can often evolve with an explosive suddenness and this 
places a premium on effective early management. 

This course is designed specifically for the family practi¬ 
tioner, internist, pediatrician and emergency physician. It 
covers basic pathophysiologic mechanisms but concen¬ 
trates on a logical approach to the diagnosis, acute treat¬ 
ment, and ultimate management of neurologic emergencies 
as they apply to both the adult and pediatric patient. 


This conference is approved for 10 AMA Category I credit 
hours. Approval of Category I credit from the ACEP and 
AAFP is pending. 


Dote: 

location: 

Contact: 


October 26, 27, & 28 

Host Farm & Corral, Lancaster, PA 

Terry Young, Program of Continuing Education, 
University of Maryland School of Medicine, 

10 South Pine St., Baltimore, MD 21201 






















For years, you’ve developed your professional 
skills and your practice. Your staff consists of 
top professionals. We understand. 


We’ve worked with the Medical Profession in 
many capacities. With this experience, we’ve 
developed a complete financial and patient care 
computerized accounting system. 


We both know there are many similarities in 
practices. On the other hand, no two practices 
are alike. 

Therefore, our programs have been designed to 
permit tailoring to your specific needs. 


Sound unbelievable? Why not call us and see for 
yourself? Then check our references. 

Comprehensive financial data? Yes! Why not for 
quality of care too? 



Electronic Data Associates, Inc. 

65 NORTH 5TH STREET 
LEMOYNE PA. 17043 
717-761-6752 


Friends Hospital 
Sixth Annual Clinical 
Conference 

October 5 and 6, 1978 
Friends Hospital, Philadelphia, Pennsylvania 

Psychotherapy: 
Understanding how it works 


SPEAKERS 

Murray Bowen, M.D., Georgetown University Family 
Center 

Hugh F. Butts, M.D., Albert Einstein College of 
Medicine 

Paul J. Fink, M.D., Jefferson Medical College 
Jerome D. Frank, M.D., Johns Hopkins University 
School of Medicine 

Leston L. Havens, M.O., Harvard Medical School 
Arnold A. Lazarus, Ph.D., Rutgers University 
Lester Luborsky, Ph.D., University of Pennsylvania 
Robert Michels, M.D., Cornell University 
Peter E. Sifneos, M.D., Harvard Medical School 
Hans H. Strupp, Ph.D., Vanderbilt University 
Israel Zwerling, M.D., Ph.D., Hahnemann Medical 
College and Hospital 


Registration fee $100 (including two luncheons and Thursday evening 
dinner). Conference will provide 12 hours of Category I credit. The 
program is cosponsored by Hahnemann Medical College. 


Return to: Mrs. Mary Ann McKendry, Conference Registrar 
Friends Hospital 

Roosevelt Boulevard at Adams Avenue 
Philadelphia, Pennsylvania 19124 

Name _ 

Telephone__ 

Address _ 


Position or title _ 

I enclose my check for_made out to Friends Hospital Clinical 

Conference for_conference ticket(s). Fee will be refunded if 

cancellation is received one week in advance. 





























editorials 


Purge these words: ‘accidentally poisoned’ 


It has been estimated that at least 2,000,000 childhood 
poisonings occur in the United States each year. Poisoning 
is most often named as the leading cause of recorded acci¬ 
dents in children under age five. The Pennsylvania De¬ 
partment of Health reports an overall annual incidence of 
product-related accidents at 77 per 1000 population. In 
children under five an annual rate of 127 per 1000 was 
reported. Poisoning is most frequently due to ingestion of 
medicine or other toxic substances in the home. 

The most unfortunate aspect of accidental poisoning by 
ingestion is that it can be prevented. Many studies have 
observed that poisoning in the one-to-five age group tends 
to follow developmental patterns. In the very young, 
poisoning is most often due to iatrogenic error. At the 
crawling stage, ingested substances are usually those that 
can be reached by pulling up to low tables or shelves. As the 
child begins to walk, toxic substances in the immediate 
environment, such as laundry products and chemical 
cleaning agents, are responsible. Until ages three or four, 
the child explores the environment by taste; by four or five 
he tends to ingest substances that taste good, e.g., baby 
aspirin or cough medicine. Prevention of poisoning in these 
age groups requires total protection of toddlers and small 
children and early education of older children. 

The principal chemical hazard in the home is improperly 
stored medicine. While it is true that common household 
substances are potentially hazardous, small amounts of 
most medicines can have catastrophic results. Several pre¬ 
ventive measures are suggested by this fact. 

1. All medicine should be put away. The Pennsylvania 
Department of Health summary of "Undesirable or Ad¬ 
verse Features of Products” reveals that accidental inges¬ 
tion occurred due to the opening of "childproof’ or safety 
caps or as a result of the product being left within easy 
reach, e.g., windowsill, bookcase, table top, or room divider. 

2. All prescription medicine should be in childproof 
packages and should not be opened in front of children. 


Even though safety caps slow down the opening process, 
they are not foolproof and may be opened by accident or 
imitation. 

3. All old or unused medicine should be disposed of. This 
simply narrows the chance of accidental discovery and in¬ 
gestion. 

4. All medicines should be kept in the original container 
for easy identification in case of accident. Prompt identifi¬ 
cation of the agent may be necessary before initiation of 
treatment. 

5. Cleaning agents, laundry products, pesticides, and 
other chemicals commonly used in the home should be kept 
in the original containers with safety caps in place. Toxic 
substances should be stored out of sight and out of reach. If 
possible, while there are young children at home these 
items should be under lock and key. 

6. Finally, small children should not be left unattended 
for long periods while at play. 

Because of the enormity of this problem, the physician 
should educate parents in the prevention of childhood in¬ 
gestions. Should an accident occur, parents should be ad¬ 
vised of the importance of emetics, how to use them, and 
what to expect when used. The number of the nearest 
poison control center should be available to every family 
whether or not they have young children. 

Although the incidence of poisoning decreases markedly 
in older age groups, poison information centers provide an 
invaluable adjunct in the treatment of drug toxicity and 
overdose as well as in the management of household acci¬ 
dents. There are more than 600 poison information centers 
in the United States, 74 of which are located in Pennsylva¬ 
nia. 

"It is better to avert a malady with care than to use a 
physic after it has appeared.”—Shao Tze 

David A. Smith, M.D. 

Medical Editor 


You are invited to attend 

The thirty-first annual State Dinner 

Wednesday, October 31, 1978—Host Farm Resort Motel, Lancaster 

Reception — 7 p.m. Dinner, dancing, and entertainment — 8 p.m. 

Installation of John B. Lovette, M.D., 129th president. 

Presentation of past presidents’ medallion to John V. Blady, M.D., 128th president. 

Presentation of retiring trustee award to George A. Rowland, M.D., chairman of the Board of Trustees. 

The Host Farm Resort Motel operates under the American Plan—breakfast and dinner are included in the room charge. 
Therefore, house guests will receive Reception/State Dinner tickets subject only to a $10 surcharge per person. The surcharge is a 
result of the menu selected for the Reception/State Dinner and will be added to the room charges. Tickets for those not registered 
at the Motel will be $18 per person. Both registered and non-registered persons may pick up their Reception/State Dinner tickets 
during the annual session at the Society’s registration desk, which will be located in the Host Farm lobby. 
























Centenarians have been honored with a State Society plaque since 1948. Celebrat¬ 
ing her 100th birthday with Mrs. Lulu Gleckner of Canton are (I. to r.) Stanley Conklin, 
M.D., Sayre; Joseph Cady, M.D., Athens; and Orlo G. McCoy, M.D., Canton. 


Evangelos T. Angelakos, M.D., 
Ph.D., Philadelphia, and Elliott L. 
Mancall, M.D., Miquon, recently 
were elected to the board of trustees of 
Hahnemann Medical College and 
Hospital. Dr. Angelakos, who will 
serve as secretary of the board, is pro¬ 
fessor and chairman of physiology and 
biophysics at Hahnemann. Dr. Man- 
call is professor and chairman of 
neurology and president of Hahne¬ 
mann’s hospital medical staff. 

Ralph W. Lorry, M.D., Philadelphia, 
was honored recently by Frankford 
Hospital for his 50 years of service to 
the 75-year-old hospital. 


Thomas B. Souders, M.D., West 
Reading ophthalmologist, has been 
appointed editor of Transactions, the 
official journal of the Pennsylvania 
Academy of Ophthalmology and 
Otolaryngology. Dr. Souders has prac¬ 
ticed ophthalmology at Reading Hos¬ 
pital since 1972. 

Diran O. Mikaelian, M.D., Philadel¬ 
phia, recently was honored for excel¬ 
lence in basic research by the Triologi- 
cal Society with its highest award, the 
Edmund Prince Fowler Award. Dr. 
Mikaelian is professor and acting 
chairman of otolaryngology at Jeffer¬ 
son Medical College. 


Spencer Borden, M.D., Philadel¬ 
phia, has been named radiologist-in¬ 
chief at Children’s Hospital of 
Philadelphia and clinical associate 
professor of radiology at the Univer¬ 
sity of Pennsylvania School of Medi¬ 
cine.. He most recently was chief of 
pediatric radiology at Massachusetts 
General Hospital and assistant pro¬ 
fessor of radiology at Harvard Medical 
School. 

Stanley W. Stanulonis, M.D., of 
Shenandoah, was honored recently as 
the Shenandoah Chamber of Com¬ 
merce’s "Man of the Year.” Dr. 
Stanulonis has practiced internal 
medicine in Shenandoah for more 
than 40 years. 

Six physicians were named recently to 
the medical and dental staff of Poly¬ 
clinic Medical Center, Harrisburg. 
They are: Peter M. Brier, M.D., 
Michael L. Gluck, M.D., and Louis 
F. Kuskin, M.D., assistants in the di¬ 
vision of internal medicine, depart¬ 
ment of medicine; Bennett Chotiner, 
M.D., assistant in the department of 
surgery’s division of ophthalmology; 
Phillip H. Meyers, M.D., assistant in 
the division of oral surgery; and Ar¬ 
nold T. Shienvold, M.D., assistant in 
the allied health field, department of 
family medicine. 

William S. Carter, Jr., M.D., 
Abington, physician-in-chief of the 
psychiatric service at Abington Me¬ 
morial Hospital and medical director 
of its mental health center, has been 
appointed clinical associate professor 
of psychiatry and allied health sci¬ 
ences at Hahnemann Medical College. 
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A Difference in 
Theophylline Therapy 


micro-pul veri zed 

BRONKODYL Capsules 

brand of theophylline, USP anhydrous 



lood levels as fast as an elixir 
With minimal gastric irritation* 




Please see complete prescribing information, a summary of which follows. 


ESCRIPTION: 

Each green and white hard gelatin capsule contains theophylline USP anhy¬ 
drous, 200 mg., in a micro-pulverized form. Each brown and white hard gelatin 
capsule contains 100 mg. The elixir contains 80 mg. theophylline per 15 ml. 
in a 20% alcohol elixir (approximately 20 calories, 0.9 gm carbohydrate per 
tablespoonful). 

ACTION: Theophylline is a methylxanthine which relaxes the smooth muscu¬ 
lature of the bronchioles through its inhibition of the conversion of cyclic 
adenosine monophosphate to adenosine monophosphate by phosphodiester¬ 
ase. It also has diuretic, cardiotonic, and CNS stimulant effects. 


ADVERSE REACTIONS: Gastrointestinal: Epigastric distress, nausea, vomit¬ 
ing. Cardiovascular: palpitations. CNS: Insomnia, restlessness, irritability, con¬ 
vulsion. 


DOSAGE AND ADMINISTRATION: Adults: Usual dosage of Bronkodyl is 200 
mg. every 6 hours (four doses in each 24 hours). This dosage may be adjusted 
to reflect individual clinical response as an indication of slow or rapid metab¬ 
olism of the drug. If adverse reactions are encountered, each dose may be 
reduced, or the interval between doses may be lengthened, or both. If clinical 
response is not satisfactory, indicating possible rapid inactivation of the drug, 
dosage may be gradually increased to achieve the desired response. In some 


INDICATIONS: Bronkodyl is indicated for symptomatic relaxation of bronchiolar instances of silver too slow or too rapid metabolism, plasma levels of theo- 
spasm in the chronic obstructive bronchopulmonary diseases: e.g., bronchial phyl ine should be determined and dosage adjusted accordingly to achieve 
asthma, chronic bronchitis and pulmonary emphysema. levels above 10 mcg/ml, but not to exceed 20 mcg/ml. 


CONTRAINDICATIONS: Bronkodyl is contraindicated in persons known to 
have had serious idiosyncratic responses to theophylline, its salts, or the other 
methylxanthines, theobromine, or caffeine and may be contraindicated in peptic 
ulcer. 

WARNINGS: All methylxanthines should be used with caution in children and in 
others who are currently taking bronchodilator products, especially in rectal 
dosage form, which may contain theophylline or related drugs. 

USAGE IN PREGNANCY: Although theophylline has been used for many 
years, with no evidence of adverse fetal effect or teratogenicity, its safety in 
pregnancy has not been established. Therefore use of Bronkodyl during lacta¬ 
tion or in women of childbearing potential requires that possible benefits of the 


Dosage in Children: Usual dosage should be based on administration of 10 mg 
per kg per 24 hours, divided in 4 doses per day, given every 6 hours. As this may 
not be possible with use of the capsules, Bronkodyl elixir may be used. Theo¬ 
phylline saliva levels (approximately 60% of simultaneous blood levels), may 
facilitate dosage adjustments, especially in children, to obtain appropriate 
response. 

HOW SUPPLIED: 

Bronkodyl 100 mg., brown and white capsules in 100s, Code #1831. 

Bronkodyl 200 mg., green and white capsules in 100 s, Code #1833. 

Bronkodyl Elixir, 80 mg. per 15 ml, in pints. Code #1835. 


drug be weighed against possible hazards to fetus or child. 

PRECAUTIONS: Bronkodyl should be used with caution in patients with cardiac 
or circulatory disease. 



BREON LABORATORIES INC. 

90 Park Avenue, New York, N.Y 10016 



TEMPLE UNIVERSITY SCHOOL OF MEDICINE 

Fall schedule of clinically oriented continuing medical education programs 


Saturday, September 30, 1978 

s 

Thrombolytic Therapy 

How, when, and why 

Monday, October 2, 1978 

Cardiac Defibrillation Workshop 

Thursday, October 5, 1978 

A Day in Pediatrics 

8 consecutive Wednesdays 

Oct. 18 to Dec. 6, 1978 

Recent Advances in Medicine 

22nd Annual Program 

Friday, October 27, 1978 

Computerized Tomography of the Central 

Nervous System 

Thursday, November 2 to 
Sunday, November 5, 1978 

The 5th Annual Temple University Conference on 
Behavioral Therapy and Behavioral Modification 

Saturday, November 4, 1978 

4th Annual Weiss-English Psychosomatic Symposium 
Adolescent Medicine 

Friday, November 10 and 
Saturday, November 11, 1978 

Interpretation of Arterial Blood Gas Studies 

A workshop program with emphasis on illustrative 
case studies 

Wednesday, Nov. 15, 1978 

19th Annual Isador Forman 

OB/GYN Postgraduate Course 

Friday, November 17 and 
Saturday, November 18, 1978 

5th Annual Medical Surgical Conference 
of the Department of Surgery 

Current Management of Diseases of the Alimentary 
Tract 


Category I Clinical Conferences at Affiliated Hospitals 

For further information: Office for Continuing Medical Education 
Temple University School of Medicine 
3400 North Broad Street 
Philadelphia, PA. 19140 
(215) 221-4787 



Is your professional corporation 
seeking better performance 
and management for your 
employee benefit plan? 


If your company already has a pension or profit-sharing plan, or is 
thinking of setting up a plan, Pittsburgh National offers you unique 
advantages as one of the nation’s top money managers: 

• Consistent investment performance. Over the past 10 years one of 
our group bond funds has not only outperformed but nearly doubled 
the return of one of the nation’s leading bond indexes. Over 
the last eight years both of our bond funds have surpassed this 
index in performance. 


• Administrative service. We handle recordkeeping and furnish 
assistance with forms required by the government. 



Y 

PITTSBURGH NRTIONRL BANK 


TRUST DIVISION 

Fifth Avenue and Wood Street, Pittsburgh, Pa. 15222 
PITTSBURGH'S OLDEST TRUST COMPANY 


• Flexibility. Units of our investment fund can be 
bought or sold on a monthly basis, with no commission 
charge. We structure your portfolio to meet your 
fund’s objectives. 


• Individual attention. We are now managing over 
$3 billion in trust assets of which $900 million is 
represented by employee benefit assets. The vast 
majority of our accounts are under $1 million in size, 
Our convenient location enables us to give a quick 
answer any time you have a question or a problem. 


• Ease of setting up plan. Our two Master Plans can 
greatly streamline setting up your account and, at the 
same time, substantially cut costs for your corporation. 
We’ll assist your advisors in plan design for 
maximum income tax deductions. 


If you’d like to know more, please call Jim Miller 
at (412) 355-3604 or Don Kendrick at (412) 
355-3773 to set up an appointment at a time 
and place to suit your convenience. 

With no obligation, of course. 





















Report of cases 

Advances in vascular disease diagnostic techniques 


Cherie M. Tobias, B.S. 

Gary G. Nicholas, M.D. 

John A. Waldhausen, M.D., F.A.C.S. 


T he clinical vascular laboratory at 
the Milton S. Hershey Medical 
Center, Hershey, Pennsylvania, was 
established in 1975. During that year, 
300 patients were evaluated and 
monitored for vascular disease. In 
1976 the laboratory performed ap¬ 
proximately 35 tests per month on 
inpatients and outpatients. The fa¬ 
cility employs noninvasive instru¬ 
mentation, namely, Doppler ultra¬ 
sound and segmental plethysmog¬ 
raphy. 

The laboratory’s primary function is 
evaluating patients with suspected 
vascular disease. It also aids in select¬ 
ing patients for surgery and in 
evaluating the vascular reconstruc¬ 
tion performed, and contributes to 
long-term follow-up studies of pa¬ 
tients with vascular disease by 
evaluating the progression of underly¬ 
ing disease or the development of col¬ 
lateral circulation. 1 

Diagnostic procedures include 
evaluation of arterial hemodynamics 
in the upper and lower extremities, 
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compression syndromes, vasospastic 
disease, and deep venous thrombosis. 
Evaluations are conducted at rest or 
after stress with treadmill walking, 
cold exposure, or positional alter¬ 
ations. Examinations are also valu¬ 
able in diagnosing rest pain and in 
predicting healing of foot lesions and 
below-the-knee amputations. 

For each evaluation by the clinical 
vascular laboratory, a consultation 
report containing data and the exam¬ 
iner’s comments is placed in the pa¬ 
tient’s chart. A copy of the report is 
sent to the referring physician. 

The highly sensitive quantitative 
segmental plethysmograph is de¬ 
signed for clinical use. The instrument 
produces a recording of the instan¬ 
taneous pulsatile volume changes in 
the limb due to the passage of arterial 
pressure pulses. The resulting pulse 
volume is nearly proportional to the 
arterial pressure wave form. 2 The 
pulse volume contour and amplitude 
provide the key diagnostic informa¬ 
tion. 

The Pulse Volume Recorder (Life 
Sciences, Inc., Greenwich, CT) can 
also be used to determine systolic and 
diastolic pressures in the various limb 
segments and digits. It is: (1) simple, 
reliable, and reproducible; (2) capable 
of standardization; (3) easily em¬ 
ployed by paramedical personnel; (4) 
adaptable to measurements taken be¬ 


fore and after exercise; and (5) able to 
produce a hard copy for reference. 3 

The vascular laboratory examina¬ 
tion is no substitute for a good history 
and physical examination but rather 
an additional parameter to comple¬ 
ment the clinical analysis. 

Arterial disease 

A routine evaluation of arterial 
hemodynamics in the upper and lower 
extremities consists of the following 
sequence: 

1. For each visit, patient informa¬ 
tion and a brief vascular history in¬ 
cluding the existing clinical symp¬ 
toms are reported 

2. Peripheral pulses are palpated; 
bruits in the carotid, aortic, and femo¬ 
ral areas are documented; the pres¬ 
ence or absence of Doppler signals in 
the feet is noted; and brachial blood 
pressures are determined 

3. Segmental pulse volumes are 
recorded at the thighs, calves, and 
ankles of both lower extremities using 
standard blood pressure cuffs 

4. Using either the Doppler blood 
velocity detection or the segmental 
plethysmography technique, thigh, 
calf, and ankle systolic pressure 
measurements are determined 

5. Following these studies, meas¬ 
ured exercise testing is performed 
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when indicated. The standard exercise 
is performed on a treadmill at a 10 
percent incline and at a rate of either 
1.5 or 2.25 mph. During the exercise 
period, onset, location, and severity of 
symptoms are reported. Immediately 
following the stress test, PVR tracings 
and systolic and brachial pressures 
are measured bilaterally at the ankle 
level. The exercise testing is useful in 
differentiating symptoms caused by 
vascular insufficiency and by neuro¬ 
logic or orthopedic disorders. 4 

Venous disease 

The clinical diagnosis of deep ve¬ 
nous thrombosis is notoriously inac¬ 
curate. The clinical vascular labora¬ 
tory uses nonin vasive techniques to de¬ 
termine the maximum rate of venous 
outflow from the extremity. The out¬ 
flow rate has been shown to be an 
early and sensitive indication of deep 
venous thrombosis. 

The venous return in the limb is 
momentarily obstructed by an occlud¬ 
ing blood pressure cuff inflated to a 
value less than the diastolic pressure. 
As the blood pools in the veins distal to 
the cuff, the limb volume increases, 
causing a gradual rise in the monitor¬ 
ing cuff pressure. When the occluding 
cuff is released, limb volume rapidly 
decreases. In the presence of hemody- 
namically significant deep venous oc¬ 
clusions, the resistance to the flow in¬ 
creases and a decreased venous out¬ 
flow rate results. 

Noninvasive Doppler venous sig¬ 
nals also are instrumental in detect¬ 
ing deep venous thrombosis. Although 
these techniques fail to detect small 
clots which do not increase venous re¬ 
sistance, they are valuable in screen¬ 
ing patients with deep venous occlu¬ 
sions. 


Case examples 

Case 1. Common iliac occlusion. A 
62-year-old man was admitted to the 
Hershey Medical Center with rest 
pain and gangrene in the great toe on 
his left leg. The constant pain in his 
left foot had been present for one 
month. During the preceding year he 
had noted intermittent claudication. 
He had no pulses palpable at any level 
in his left lower extremity. 

The arterial pulse volume record- 
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Figure 1. Preoperative and postopera¬ 
tive pulse volume recordings from Pa¬ 
tient 1 with left common iliac artery 
occlusion. 


Figure 3. Preoperative and postopera¬ 
tive pulse volume recordings from Pa¬ 
tient 2 with stenosis of both iliac ar¬ 
teries. 



Figure 2. Angiographic findings from 
Patient 1 with left common iliac artery 
occlusion. 



Figure 4. Arteriographic findings from 
Patient 2 with bilateral stenosis of the 
common iliac arteries. 
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Right femoropopliteal 



Monitor: Calf 
Occlude: Thigh 
MVO 89.3% 


Left femoropopliteal 



Monitor: Calf 
Occlude: Thigh 
MVO 42.9% 


Right popliteal-tibial 



Monitor: Ankle 
Occlude: Calf 
MVO 88.9% 


Left popliteal-tibial 



Monitor: Ankle 
Occlude: Calf 
MVO 74.1% 


ings obtained showed a diminution in 
pulse amplitude as well as abnormal 
contour (Fig. 1). Exercise stress test 
was performed and revealed flatten¬ 
ing of the pulse amplitude at the left 
ankle. The opposite extremity demon¬ 
strated normal exercise response. The 
diagnosis of left common iliac occlu¬ 
sion was confirmed by angiography 
(Fig. 2). 

A common iliac and common 
femoral endarterectomy with inser¬ 
tion of a dacron graft was performed 
on the patient. He regained pedal 
pulses in the left foot, the area of gan¬ 
grene separated, and spontaneous 
healing occurred. A postoperative 
evaluation (Fig. 1) showed increased 
pulse amplitude, normal systolic pres¬ 
sures, nearly normal contour, and a 
normal response to the exercise test¬ 
ing. 


Doppler Signals 


Thigh: present Thigh: diminished 

Calf: present Calf: diminished 

Ankle: present Ankle: absent 


Figure 5. Peripheral venous evaluation 
from Patient 3 with deep venous 
thrombosis of the left femoropopliteal 
system. Maximum venous outflow 
(MVO) normally > 50 percent. 



Figure 6. Venographic findings from 
Patient 3 with deep venous thrombosis 
in the left femoropopliteal system. 


Case 2. Bilateral iliac stenosis. A 
52-year-old woman was admitted to 
the center with persistent pain and 
purple discoloration of her left fifth 
toe. She had a past history of an el¬ 
evated serum cholesterol and was 
being treated by dietary management 
and Clofibrate. Her left femoral pulse 
was diminished to palpation and no 
pulses were palpable distal to this 
level on the left. All distal pulses were 
present on the right side. 

A preoperative evaluation at rest 
and after treadmill exercise (Fig. 3) 
demonstrated a slightly decreased 
wave amplitude, abnormal pulse con¬ 
tours, and reduced segmental systolic 
pressures at all levels on the left. Ar¬ 
teriography confirmed these findings 
by revealing stenosis of both iliac ar¬ 
teries with patent distal vessels bilat¬ 
erally (Fig. 4). 

The patient underwent insertion of 
a dacron aortic bifurcation graft. Fol¬ 
lowing surgery she regained pedal 
pulses in the left foot. A repeat pulse 
volume recording (Fig. 3) prior to her 
discharge showed increased pulse 
amplitude, normal wave contour, and 
normal systolic pressures at rest and 
following exercise. 

The examination not only con¬ 
firmed the clinical findings but also 
objectively evaluated the vascular re¬ 
construction. 

Case 3. Deep venous thrombosis. A 
67-year-old woman was admitted to 


the center with the chief complaint of 
sudden onset of left leg swelling. This 
swelling was first noted 12 hours prior 
to hospital admission. The entire left 
lower extremity was grossly swollen 
and slightly cyanotic in color. The 
posterior tibial and dorsalis pedis 
pulses were present bilaterally. 

Doppler augmented venous sounds 
were diminished; maximum venous 
outflow was 43 percent in the left 
femoropopliteal system (Fig. 5). The 
clinical diagnosis of deep venous 
thrombosis was confirmed by venog¬ 
raphy (Fig. 6). In contrast, the pres¬ 
ence of augmented Doppler ul¬ 
trasound and maximum venous out¬ 
flow greater than 50 percent in the 
right extremity are typical of a patent 
deep system (Fig. 5). 

Vascular compression problems 

The vascular laboratory also can be 
valuable in evaluating vascular com¬ 
pression problems. In the case of 
thoracic outlet syndrome, the ple- 
thysmographic recording is taken 
with .the upper extremity in a series of 
positions. A damping of the arterial 
wave form is indicative of subclavian 
artery compression. 

Digital small vessel occlusive dis¬ 
ease and vasospastic disease can also 
be evaluated. Digital perfusion test¬ 
ing is valuable in evaluating the effec¬ 
tiveness of sympathectomy and va¬ 
sodilators and in predicting the heal¬ 
ing of ischemic lesions. 

Conclusion 

The clinical vascular laboratory is 
useful in the diagnosis and manage¬ 
ment of peripheral vascular disease. 
Its noninvasive techniques provide 
quantitation of vascular insufficiency 
and aid in the differential diagnosis of 
extremity symptoms. □ 
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Case report 

Congenital absence of gallbladder and cystic duct 

Victor C. Dy, M.D. 

Lee S. Serfas, M.D. 

Salvatore E. Cavallaro, M.D. 


C holecystectomy is one of the most 
common operations performed in 
the United States. Operating sur¬ 
geons who are familiar with anatomy 
should be aware continually of the 
possibility of variation. Comparative 
anatomy on anomalous bile ducts in 
man has been well discussed by Ment- 
zer. 1 In 1950, congenital absence of the 
gallbladder ranked fourth in rarity of 
biliary tract anomalies. 2 This anom¬ 
aly was known to Aristotle (384-322 
B.C.); the first pathological report was 
done by Lemery le fils (A.D. 1701). 3 

The condition is usually diagnosed 
during surgery or at autopsy, and in¬ 
cidence ranges from 0.01 to 0.075 per¬ 
cent. At Easton Hospital from 1962 
through 1976, 2,729 cholecystec¬ 
tomies were done; only two examples 
of congenital anomalies of the 
gallbladder were found. In the first 
case, involving intra-hepatic gall¬ 
bladder, diagnosis was not made 
preoperatively. The second case is 
presented. About 50 percent of pa¬ 
tients with absence of the gallbladder 
were found at operation to have asso¬ 
ciated common bile duct stones. 4 More 
than 50 percent of cases were found at 
autopsy. 3 

Case report 

A 34-year-old white male was ad¬ 
mitted because of abdominal pain of 
two months’ duration. The pain was 
episodic in the epigastrium and the 
right upper quadrant. He had no his¬ 
tory of nausea, vomiting, jaundice, or 
fatty food intolerance. He had inter¬ 
mittently been taking antacid for 
duodenal ulcer which was diagnosed 
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two years prior to admission. Upper GI 
and GB series done a week prior to 
admission revealed a normal UGI 
tract and nonvisualization of the 
gallbladder. The patient consulted the 
emergency room because of an in¬ 
crease in pain and subsequently was 
admitted. Past history was unre¬ 
markable. He had had an appendec¬ 
tomy at age 10. 

Physical examination on admission 
revealed vital signs which were 
within normal limits. The patient was 
not jaundiced clinically. His abdomen 
was soft and mildly tender in the right 
upper quadrant. No masses were felt. 
The patient’s test results were as fol¬ 
lows: hemoglobin 15.5; hematocrit 
44.1; WBC 12,800; Seg 86 percent; 
monocytes 2 percent; lymphocytes 11 
percent; Eos 1 percent; total bilirubin 
2.0 mg percent; alkaline phosphatase 
90; amylase 95; urinalysis 10-15 RBC, 
1-3 WBC; repeat 18-20 RBC, 1-3 WBC. 

The patient was kept NPO and 
given intravenous fluids. Gastroscopy 
performed the day after admission re¬ 
vealed bile reflux gastritis. No evi¬ 
dence of ulcer was noted. A repeat 
gallbladder series was.done with orog- 
rafin reinforcement, and again the 
gallbladder was not visualized. An 
IVP done because of microscopic 
hematuria was essentially normal. 
The patient was subsequently sched¬ 
uled for surgery with a preoperative 
diagnosis of nonfunctioning gallblad¬ 
der. 

The abdomen was entered through 
a right subcostal incision, and a 
gallbladder was not found. The liver 
appeared normal. No indentation at 
the inferior surface of the liver was 
found, and thus the possibility of 
intra-hepatic gallbladder was ex¬ 
cluded. A few adhesions from previ¬ 
ous appendectomy were encountered 
in the right lower abdomen. The re¬ 
mainder of the abdomen was normal, 
and no evidence of an ectopic gallblad¬ 
der was found. 



Figure 1. Operative cholangiogram 
with 25-gauge spinal needle visualizes 
biliary system and dye in duodenum. 


The common bile duct was iden¬ 
tified and appeared normal on inspec¬ 
tion and palpation. An operative 
cholangiogram was done with a #25 
gauge spinal needle and injection of 5 
cc of 25 percent hypaque. The ductal 
system was well visualized with free 
flow of dye into the duodenum (Figure 
1). No stones were noted. 

The gallbladder and cystic duct 
were absent. There was no intra- 
hepatic gallbladder. The common bile 
duct was not explored. A Penrose 
drain was inserted and the operation 
terminated. 

The post-operative course was es¬ 
sentially uneventful. On the third 
post-operative day the Penrose drain 
was removed. A repeat urinalysis at 
that time revealed no hematuria. Re¬ 
peat total bilirubin yielded 1.0 mg 
percent. The patient was given Ques¬ 
tran (cholestyramine) for bile reflux 
gastritis with improvement of 
symptoms. He was discharged on the 
sixth post-operative day. 

We attributed the symptoms to gas- 
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tritis. We were not able to explain the 
transient hematuria or the single el¬ 
evated bilirubin on admission. The pa¬ 
tient has remained asymptomatic 
since surgery. 

Discussion 

Dixon and Lichtman have postu¬ 
lated two theories for the congenital 
absence of gallbladder. 6 First, the 
anomaly is due to failure of the 
gallbladder bud to develop from the 
hepatic diverticulum. This failure also 
results in the absence of the cystic 
duct. Second, the anomaly is due to 
failure of the gallbladder bud to re¬ 
solve from its solid stage; hence, in 
such a case, a remnant of cystic duct is 
present. 

Kobacher 7 in 1950 suggested the 
possibility of hereditary defect. His 
findings were supported by Nadeau et 
al. 8 who found 12 cases in the same 
family. Bartone and Grieco 9 in 1970 
brought out the possibility of absence 
of gallbladder secondary to severe in¬ 
flammatory disease which destroys 
the organ. This should not be clas¬ 
sified as agenesis of the gallbladder. 

Literature on the topic has been re¬ 
viewed by several authors. Frey et al . 10 
have suggested two criteria for accu¬ 
rate diagnosis: (1) accurate dissection 
of the hepatoduodenal ligament and 
biliary ductal system from the bifur¬ 
cation of the hepatic ducts to the 
duodenum, gallbladder fossa, and 
hepatic area and an accurate descrip¬ 
tion of the findings in the case report; 
and (2) operative cholangiogram or 
postoperative T-tube cholangiogram 
to rule out intra-hepatic gallbladder. 
Langley and Hull 11 reviewed the liter¬ 
ature in 1974 and claimed there are 
less than 300 reported cases. When 
Frey’s criteria are strictly followed, 
there are even fewer cases. 

Congenital absence of gallbladder 
with choledocholithiasis could ac¬ 
count for the clinical presentation; 
such cases have been reported. 12,13 
Stones could also be present in the 
hepatic duct. If choledocholithiasis is 
suspected, or obvious clinically or by 
operative cholangiogram, the common 
bile duct should be explored and a 
T-tube inserted. In our case, the com¬ 
mon bile duct appeared normal and 
needle cholangiogram showed free 
flow of contrast material to the 


duodenum. We thus saw no indication 
to explore the common duct, particu¬ 
larly with the additional morbidity 
and mortality this procedure causes. 

Between 40 and 67 percent of pa¬ 
tients with congenital absence of 
gallbladder have other associated 
anomalies. 14,15,16 The explanation is 
unclear. The most frequently reported 
associated anomalies are ventricular 
and atrial septal defects, pulmonic 
stenosis, imperforate anus, and 
recto-vaginal fistula. Absence of the 
corpus callosum with microcephaly; 
atresia of external auditory canals; 
tricuspid atresia; tracheo-esophageal 
fistula; dextroposition of the pancreas 
and esophagus; absent spleen; high 
position of the cecum; cystic kidney; 
horseshoe kidney; rudimentary 
thumb; and hypoplastic scapula and 
radius are less frequently reported as¬ 
sociated anomalies. 

Pre-operative diagnosis of absence 
of the gallbladder remains a challenge 
to the surgeon and, from a practical 
standpoint, is essentially impossible. 
Reported cases have been diagnosed 
during laparotomy or at autopsy ex¬ 
cept that reported by Gupta in which 
the diagnosis was suspected pre- 
operatively. 

It is important to rule out an ab¬ 
normal location of the gallbladder. 
Abnormal locations which have been 
reported are: intra-hepatic, leftsided 
gallbladder; transverse gallbladder; 
gallbladder within the falciform liga¬ 
ment; floating gallbladder; retro- 
displacement of the gallbladder; sub¬ 
cutaneous gallbladder; and supra- 
hepatic gallbladder. 17 

A diagnosis of intra-hepatic gall¬ 
bladder may be made by liver scan¬ 
ning. 18 The normal or abnormal loca¬ 
tion of a nonfunctioning gallbladder 
may be demonstrated with ultrasound 
(echogram). It is impractical to subject 
all patients with a "nonvisualized 
gallbladder” to liver scan or echogram 
studies because of the expense and the 
low incidence of anomalies. In selected 
patients with "nonvisualized gall¬ 
bladder” who have other con¬ 
genital anomalies or a family history 
of biliary tract anomalies, liver scan 
and/or echogram may be indicated to 
rule out congenital anomalies if oral 
cholecystograms and IV cholangio- 
grams are inconclusive. We know of no 
such report in the literature. 


Conclusion 

Absence of the gallbladder may rep¬ 
resent: true congenital absence; "ab¬ 
sence” because of a contracted obliter¬ 
ated gallbladder that is not readily 
demonstrable even at the time of 
surgery; or an "absent” gallbladder 
that is present in an ectopic position 
not appreciated by the surgeon. Accu¬ 
rate differentiation must be made at 
surgery to ensure appropriate treat¬ 
ment. 

In cases of agenesis, associated con¬ 
genital anomalies should be sus¬ 
pected. 

Pre-operative diagnosis remains 
difficult, if not impossible. With scan¬ 
ning and echogram, the diagnosis, if 
suspected, may be made preopera-' 
tively. 
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Yes, I am interested in the PMS Credit Union. Please send 
me more information today. 

I know_other persons who also want information 

about the PMS Credit Union. 

NAME:_ 

ADDRESS: _ 

CITY: _STATE: _ZIP: _ 

For more information fill out co~upon~~a~nd mail today! 


































DESCRIPTION: Methyltestosterone is 17/^-Hydroxy- 
17-Methylandrost-4-en-3-one. ACTIONS: Methyltesto- 
sterone is an oil soluble androgenic hormone 
INDICATIONS: In the male: 1. Eunuchoidism and 
eunichism. 2. Male climacteric symptoms when these are 
secondary to androgen deficiency. 3. Impotence due to 
androgenic deficiency. 4. Post-puberal cryptochidism 
with evidence of hypogonadism. Cholestatic hepatitis 
with jaundice and altered liver function tests, such as 
increased BSP retention, and rises in SGOT levels, have 
been reported after Methyltestosterone. These changes 
appear to be related to dosage of the drug. Therefore, in 
the presence of any changes in liver function tests, drug 
should be discontinued. PRECAUTIONS: Prolonged 
dosage of androgen may result in sodium and fluid 
retention. This may present a problem, especially in 
patients with compromised cardiac reserve or renal 
disease. In treating males for symptoms of climacteric, 


avoid stimulation to the point of increasing the nervous, 
mental, and physical activities beyond the patient's 
cardiovascular capacity. CONTRAINDICATIONS: 
Contraindicated in persons with known or suspected 
carcinoma of the prostate and in carcinoma of the male 
breast. Contraindicated in the presence of severe liver 
damage. WARNINGS: If priapism or other signs of 
excessive sexual stimulation develop, discontinue 
therapy. In the male, prolonged administration or 
excessive dosage may cause inhibition of testicular 
function, with resultant oligospermia and decrease in 
ejaculatory volume. Use cautiously in young boys to 
avoid premature epiphyseal closure or precocious sexual 
development. Hypersensitivity and gynecomastia may 
occur rarely. PBI may be decreased in patients taking 
androgens. Hypercalcemia may occur, particularly during 
therapy for metastatic breast carcinoma. If this occurs, 
the drug should be discontinued. ADVERSE 


REACTIONS: Cholestatic jaundice • Oligospermia and 
decreased ejaculatory volume • Hypercalcemia 
particularly in patients with metastatic breast carcinoma. 
This usually indicates progression of bone metastases • 
Sodium and water retention • Priapism • Virilization in 
female patients • Hypersensitivity and gynecomastia. 
DOSAGE AND ADMINISTRATION: Dosage must be 
strictly individualized, as patients vary widely in 
requirements Daily requirements are best administered 
in divided doses. The following is suggested as an 
average daily dosage guide. In the male: Eunuchoidism 
and eunuchism, 10 to 40 mg.; Male climacteric symptoms 
and impotence due to androgen deficiency. 10 to 40 mg.; 
Postpuberal cryptorchism, 30 mg REFERENCE: R. B. 
Greenblatt, M.D.; R. WitheringtonJ M.D.;I. B. Sipahioglu, 
M.D.: Hormones for Improved Sexuality in the Male 
and the Female Climacteric. Drug Therapy, Sept. 1976. 
SUPPLIED: 5. 10, 25 mg. in bottles of 60, 250. Rx only. 


When - 

impotence 

is due tolandrogenic deficiency. 

Android S 10 25 

Methyltestosterone U.S.R Tablets 

A well absorbed oral androgen. 


Additional indications: Replacement therapy. When androgen deficiency is the cause of: 
male climacteric/eunuchoidism, eunuchism/post-puberal cryptorchidism. 







Communication deterrent to suits 


A programmed course in human relations 

Kenneth Lohr 
Nancy Maddock Long 


T he literature and press about 
malpractice often overlook one 
fundamental element—the human 
factor. Incompetence aside, how can 
your patient carry out a lawsuit 
against you when he knows you care 
about him personally? How can he 
press charges against you when you 
communicated openly with him 
throughout consultation and treat¬ 
ment? Such action counters human re¬ 
lations psychology. 

Human relations demands free 
communication between you and your 
patients. Your first steps toward this 
goal are perceiving and observing 
your patients as total, unique individ¬ 
uals. The following vignette illus¬ 
trates the importance of these meas¬ 
ures in the doctor-patient relation¬ 
ship. 

Dr. Robinson slumps back in his 
chair and glances involuntarily at the 
clock. Five minutes ago it was 2:25; 
now it is 2:30. The pile of papers on his 
desk still contains five folders. Cal¬ 
culating every minute, he figures he 
will have to hurry his appointments to 
be on time for dinner with his wife. 
This thought reminds him of the terri¬ 
ble morning he had. First he couldn’t 
find the car keys, then she gave him 
the third degree because he was so up¬ 
tight. No wonder he has such an an¬ 
noying headache. Rubbing his tense 
neck muscles, he reaches for some cap¬ 
sules. Two weeks ago he would not 
have reacted this way to a headache. 
But last week he learned of the im¬ 
pending malpractice suit and now he 
takes the medication automatically. 

Prepared to get down to business, he 
directs his secretary to admit the next 
patient—a Miss Thomas according to 
the folder. Whatever her problem, he 
hopes it won’t take too long. Miss 
Thomas, he assumes, appears at the 
door. She is a blonde, good-looking 
woman. Dr. Robinson adjusts his tie 
and rises. 

The patient lingers in the doorway 
and looks around the room. She 


studies everything as if fixing the 
space in her mind before venturing 
any further. For an instant her glance 
falls on him and their eyes meet but 
before she sees his best smile, she re¬ 
turns to examining the office. Two 
chairs furnish the room—one about 
four feet in front of his desk and the 
other about six feet to the side. Final¬ 
ly, she crosses the threshold and 
strides to the farther chair. 

The doctor observes that the woman 
not only has good looks, she has good 
taste too. She is fashionably and ex¬ 
pensively dressed. He feels certain of 
her acceptance at any of his wife’s so¬ 
cial functions. Once again, he men¬ 
tally notes to speed things up so he 
won’t be late for dinner. The patient’s 
shoulder sling purse catches his eye 
and he watches as she sits carefully in 
the chair and crosses her legs. 

He clears his throat. Her eyes quick¬ 
ly dart in his direction and just as 
quickly dart away. In his most profes¬ 
sional manner he introduces himself. 
She responds by confirming that she is 
Miss Thomas. Her soft voice surprises 
Dr. Robinson; for some reason he was 
expecting something louder. Miss 
Thomas clutches the book she brought 
with her as Dr. Robinson asks how he 
can help. 

She reluctantly begins, "I just 
haven’t been feeling well lately.” Her 
voice falters but he encourages her to 
continue. She crosses her legs again 
and strokes the clasp of her purse. She 
proceeds with her story interjecting 
many "uhs” and "ers.” Whenever she 
thinks she’s misleading or displeasing 
Dr. Robinson, she says "I’m sorry” or 
starts over again. Every time he rec¬ 
ognizes possible clues he stops her and 
asks her to elaborate. 

"Recurring headaches” keeps pop¬ 
ping into the conversation. He cer¬ 


Authors Lohr and Maddock are behav¬ 
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tainly sympathizes with this problem. 
He leans back in his chair and crosses 
his arms behind his head. Miss 
Thomas relaxes in hers. He asks if 
she’d mind his smoking. For the first 
time she smiles convincingly. She con¬ 
fesses that she is dying for a cigarette 
but was afraid to ask "what with doc¬ 
tors and lung cancer and all.” She gig¬ 
gles and he laughs with her. "At least 
you’re human,” she exclaims. Dr. 
Robinson looks at her in surprise. 

She tells him she’s an executive in a 
predominantly male organization. 
She constantly taps her ash on the 
tray he gave her. Her voice rises. Dr. 
Robinson remembers his wife’s dia¬ 
tribes on women’s lib. She and Miss 
Thomas might get along but, then 
again, maybe not. Leaning forward, 
he looks at Miss Thomas with interest. 

Miss Thomas says she’s competing 
with two men for a promotion. Her 
headaches interfere with her concen¬ 
tration on the job and are hindering 
her chances. Her voice fades and he 
leans closer and smiles encouragingly. 
She moves her chair toward the desk 
and brushes the hair out of her eyes. 

Dr. Robinson likes Miss Thomas. 
She seems to sense his interest and her 
words begin to tumble forth. Her 
hands punctuate her story in excited 
motions. Sometimes she peers at him 
and asks "you see” or "you under¬ 
stand?” When she stops to light an¬ 
other cigarette, he asks about her 
medical history. He thinks he’s ready 
to prescribe a treatment. But Miss 
Thomas asks her own apparently un¬ 
related questions after his. Suddenly 
she blurts out a symptom indicating a 
far more dangerous condition than se¬ 
vere headaches. Dr. Robinson imme¬ 
diately rejects the diagnosis he was 
contemplating. Gently he tells her not 
to be afraid, but to go on with her 
story. She sighs, unclasps her hands, 
and proceeds in a matter-of-fact voice. 

During the remaining time of the 
consultation the two discuss possible 
causes, treatments, and outcomes. As 
they finish, Miss Thomas stands and 
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extends her hand. Dr. Robinson walks 
around his desk, shakes her hand, and 
places his left hand on her arm. Miss 
Thomas leaves the office smiling. 

Dr. Robinson realizes he spent more 
than the allotted time with this pa¬ 
tient. He will be late for dinner but he 
feels it was worth it—at least he and 
Miss Thomas communicated freely 
with each other. He regretfully wishes 
he had done the same with another 
patient. 

Program instructions 

This scene is packed with more than 
one hundred identifying behavioral 
signals. Each, knowingly or unknow¬ 
ingly, indicated the constantly chang¬ 
ing personality states of the doctor and 
the patient. 

The following program is designed 
to teach you how to observe, identify, 
and interpret the verbal and nonver¬ 
bal clues that every person sends 
every second of his life. People cannot 
prevent themselves from revealing 
personality and emotional clues. 
Trained to recognize and interpret 
these clues, you can control interper¬ 
sonal situations and enhance com¬ 
munication and human relations with 
your patients. 

The program is presented in frames, 
each of which contains information 
and frequently questions and an¬ 
swers. Keep the answers to each frame 
covered with a slip of paper until you 
have written your answer. Check your 
response with the correct answer in 
the margin. 

The information in this pro¬ 
grammed instruction can be used in a 
variety of interpersonal situations to 
improve human relations. Here are a 
few suggestions. 

• Observe the patient’s nonverbal 
behavior. His body movements, 


BIBLIOGRAPHY 


1. Birdwhistle, R.L. Kinesics and context, Univer¬ 
sity of Pennsylvania Press, Philadelphia, 1970. 

2. Buck, R.W.; Savin, V.J.; Miller, R.E.; and Caul, 
W.F. "Communication of affect through facial expression 
in humans,” Journal of Personality and Social Psychology 
23:362-71, 1972. 

3. Cline, M. "The influence of social context on the 
perception of faces," Journal of Personality, 25:142-158. 

4. Duncan, S. "Nonverbal communication,” Psycho¬ 
logical Bulletin, 72:118-137, 1969. 

5. Duncan, S. "Some signals and rules for taking 
speaking turns in conversations,” Journal of Personality 


paralanguage, affect displays, and use 
of proxemics indicate his physical and 
emotional state. 

• Let the patient describe himself in 
his own words without interruption. 
The interview should be more than 
just a series of questions and answers. 
The patient must feel special. 

• Since the patient in unlikely to 
offer all the pertinent facts on his own, 
you must elicit the needed details. 

• Allow the patient to start his story 
anywhere he wants. You choose the 
clinically important details and ask 
him to elaborate on them. 

• Being silent while the patient is 
speaking indicates your interest. 
Don’t fill in the blanks for him even 
when he is groping for his next words. 
When he becomes emotional, extend 
him the courtesy of remaining quiet. 

• Get the patient to continue speak¬ 
ing through your own appropriate 
nonverbal behavior. Remain silent, 
appear interested, nod your head in 
understanding or interject an occa¬ 
sional "I see.” 

• Although the patient may be talk¬ 
ing, what he is saying nonverbally 
with his body may be more revealing. 
Asking him about his posture or facial 
expression may help him communi¬ 
cate more about his problem. 

• Encourage the patient; exhibit a 
sincere interest in what he is saying; 
and reassure him so that he can ex¬ 
press even painful emotions. 

• When the patient has not ex¬ 
plained a situation adequately for 
your interpretation, you should ask 
direct questions in such a manner that 
the patient doesn’t answer in a re¬ 
quired way or merely to gain approval. 

• Explaining relationships between 
the patient’s symptoms and his emo¬ 
tional problems may help him under¬ 
stand his problem and follow the pre¬ 
scribed treatment. 
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• Interjecting your thoughts and 
conclusions early may influence the 
patient to present the rest of his story 
just to support your statements. 

• You should present your conclu¬ 
sions to the patient in words he can 
understand, explain the uncertain¬ 
ties, the process and outcome of the 
treatment, and your own interest in 
his health and the ultimate result. 

Be aware that whether true or not, a 
patient may harbor some of the follow¬ 
ing attitudes when he enters your of¬ 
fice. 

You are rich. 

Doctors make mistakes all the time. 

You must discover my problem. 

Other doctors didn’t help me. 

Prescriptions cost too much. 

I won’t go into a hospital. 

Are all those tests and x-rays neces¬ 
sary? 

I had to wait too long to see you. 

I only came because someone made 
me. 

I’m not articulate. 

You frighten me. 

I want you to like me. 

Taking medicine frightens me. 

I’m afraid of what you might find 
out is wrong with me. 

You are powerful. 

Your nurse is unpleasant. 

I don’t like the way you look. 

This programmed instruction was 
designed to show you how, by improv¬ 
ing your observation and listening 
skills, you can help your patient com¬ 
municate with you. You will be re¬ 
warded by having more confidence in 
your diagnoses, and your patient will 
have more confidence in you. He will 
not withhold information or be afraid 
to ask questions about the possible 
outcomes of his treatment. He will be 
likely to follow your advice and to like 
you as a person. □ 
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A Programmed Course in Human Relations 


behave 


communicate 


observant, 

aware 


doing, 

communicating, 

revealing 


deliberate 


behavior, 

actions 


random 


idiosyncratic 


1. Behavior is always occurring and always 
visible. Even when a patient is not talking 
and is sitting perfectly still he is behaving. 
It is impossible not to behave. 

A patient may decide not to talk, but he 
can’t decide not to . 

2. Communication is interaction between 
two or more people that conveys a mes¬ 
sage. 

When you get angry you usually 


3. Whether or not we fully understand the 
message the other person is communicat¬ 
ing depends on how well we observe ver¬ 
bal and nonverbal behavior. 

Being more alert and_ 

of a patient's behavior will help you un¬ 
derstand what he says. 

4. Awareness is sensitivity to nonverbal 
clues. People vary in their levels of aware¬ 
ness. Most people view the nonverbal ac¬ 
tivity of others as more significant than 
their own nonverbal activity. 

Most of us are aware of what we are say¬ 
ing, but we are not aware of what we are 

_with our 

faces and bodies when we say it. 

5. Being more alert to your own body 
movements and facial expressions will 
make you more aware of the nonverbal 
behavior of others. 

6. We tend to think of what we do as natural 
and what other people do as deliberate. 
When, during a consultation, your patient 
abruptly leaves you may feel that he dis¬ 
agrees with you. But when you leave it is 
because you are late for a prior appoint¬ 
ment. 

The movement is the same, but we view 
our own action asspontaeousand natural 
and the other person’s action as inten¬ 
tional and_ 

7. Often potentially important behavioral 

clues go unnoticed. By becoming more 
observant and increasing your level of 
awareness it is possible to improve your 
understanding of the behavioral mes¬ 
sages being conveyed by other’s verbal 
and nonverbal_ 

8. There are three kinds of nonverbal ac¬ 
tions. The first are movements that are 
random. These are movements without 
underlying behavioral meaning, such as 
sneezing or eyeblinking. 

A person who scratches an itch exhibits a 
_movement. 

9. The second nonverbal action is idiosyn¬ 
cratic. These movements are mannerisms 
which a person performs regularly. Be¬ 


cause these habits have been accumu¬ 
lated over a lifetime, they are potentially 
significant in communication. 

Nodding one’s head in agreement or tap¬ 
ping one’s fingers on a table are examples 
of_ 

movements. 

10. The third nonverbal action is interper¬ 
sonal and is called shared. The signifi¬ 
cance of an individual’s act may be shared 
by one or more people. Only you and y8ur 
closest friend may know that you pull your 
ear when you are puzzled. 

When the meaning and importance of an 
action are recognized by someone else, 
its significance is_ 

11. Write whether the following actions are 
random, idiosyncratic, or shared. 

sneezing_ 

standing with hands in pockets 


your colleague fusses with his tie and you 
have learned this means he is getting im¬ 
patient _ 

12. Affect display is the expression of emo¬ 
tions such as surprise, anger, and joy 
through nonverbal clues. This display 
may be consciously or unconsciously ex¬ 
pressed. 

A child who doesn’t want to get a shot and 
hides behind his mother’s chair is exhibit¬ 
ing an__ 

13. Facial expression is the most important 
communicator of affect. The face is highly 
visible and is the key to personal recogni¬ 
tion. A particular facial expression is a 
combination of a person’s individual 
anatomy and his culturally learned pat¬ 
terns of behavior. 

The most important communicator of af¬ 
fect is the_ 

14. The interpretation of a given affect display 
also depends on how well you know the 
person behaving. A stranger may judge 
your actions as random movements, but a 
close friend may recognize them as per¬ 
sonal idiosyncrasies. 

How you interpret your patients’ actions 
depends on how well you_them. 

15. The more observant you are of your pa¬ 

tients the better you will be able to re¬ 
member and _ their 

behavior. 

16. Eight primary affective states have been 
identified by Tomkins and McCarter. They 
are usually easy to distinguish from a state 
of emotional neutrality. 

1. Interest-Excitement: eyebrows down, 
eyes track, look, listen 

2. Enjoyment-Joy: smile, lips widened up 
and out, smiling eyes 


shared 


random 

idiosyncratic 

shared 


affect display 


face 


know 


interpret, 

understand 
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micro 


short 

affect, 

emotion 

affect 


body move¬ 
ment 


head,face 
body 

face 


3. Surprise-Startle: eyebrows up, eyes 
blink 

4. Distress-Anguish: cry, arched eye¬ 
brows, mouth down, tears, rhythmic 
sobbing 

5. Fear-Terror: eyes frozen open, pale, 
cold, sweaty face, trembling, with hair 
erect 

6. Shame-Humiliation: eyes down, head 
up 

7. Contempt-Disgust: sneer, upper lip up 

8. Anger-Rage: frown, clenched jaw, eyes 
narrowed, red face 

There are many possible combinations of 
these eight basic emotions. 

17. Some facial expressions are so transient 
that the person is unaware of them. They 
are called micro expressions because 
they last only Vs to Ve second. A trained 
observer, however, can recognize them as 
attempts to conceal internal emotions. 

A person telling about a humiliating expe¬ 
rience may think he has disguised the 
shame he felt, but the_expres¬ 

sion of momentarily looking down would 
reveal his inner emotion. 

18. Micro affect displays are facial expres¬ 
sions of very_duration. 

19. Facial expressions can occur very rapidly 
and are thus the primary means of display¬ 
ing — 

20. Another type of nonverbal behavior is 
body movement. Body movements are a 
response to an affect. They do not directly 
display the emotion but are a conse¬ 
quence of it. 

When a person uses a body movement as 
a means of nonverbal behavior he is re¬ 
sponding to an_ 

21. The type of nonverbal behavior that con¬ 
veys the intensity of an emotion is 


22. Facial expressions display affect, but 
body movements are a response to an af¬ 
fect. 

23. The head and the body transmit different 
kinds of information. The head and face 
convey the type of emotion (fear, plea¬ 
sure). The body indicates the intensity of 
the affect. 

The kind of affect is displayed by the 

_and the strength of the emotion 

is conveyed by the_ 

24. There are three measurements of the 
sending capacity of a body part: 

1. Average transmission time 

2. Number of patterns which can be sent 

3. Visibility 


The face has short macro and even 
shorter micro expressions, is capable of a 
variety of muscle positions, and is highly 
visible. The feet and legs move slowly, 
have limited movements, and are not very 
visible. 

The part of the body with the greatest 
sending capacity is the_ 

25. Because hand movements take time to 
perform, can have a wide variety of po¬ 
sitions, but can easily be concealed, you 
would expect the sending capacity of the 

hands to be_than that of the face 

but_than the legs and feet. 

26. A person may try to conceal his nonverbal 
behavior. The term leakage refers to body 
movements and facial expressions which 
escape a person’s control. 

When a patient tries to cover up an emo¬ 
tion the information that gets through is 
called_ 

27. When a patient is trying to prevent leak¬ 

age of his true feelings, he may be able to 
control his overall facial expression but 
not the_affect display. 

28. Micro displays can result from attempts to 

disguise_ 

29. There are three reasons why leakage 
takes place. 

1. The patient does not really want to suc¬ 
ceed in the deception. 

2. He may feel guilty about trying to cover 
up the emotion. 

3. The patient is unaware of the sigifi- 
cance of the behavior or thinks you will 
not pay any attention to it, so he doesn’t 
attempt to inhibit it. 

A patient has not taken his medication as 
directed, but assures you he always did 
so. He avoids direct eye contact in speak¬ 
ing with you. List two possible reasons for 
the leakage. 


30. The rate of body movement increases with 
increasing stress. 

A relaxed patient will shift his position 

(more/less) _ frequently than a 

tense patient. 

31. An ability to interpret nonverbal behavior 
depends on past experience. The more a 
person is sensitive to his own feelings and 
emotions the better he is able to commu¬ 
nicate nonverbally. In other words, we 
must be able to tune in to ourselves before 
we can tune in to others. 

32. Paralanguage is another area of nonver¬ 
bal behavior that conveys emotion. 
Paralanguage deals with how something 
is said, not what is said. 

Vocal rate, volume, and pitch are aspects 
of_ 


less 

more 


leakage 


micro 


leakage 

He wants you 
to find out 

He feels guilty 
about lying 
to you 


less 


paralanguage 
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paralinguistic 


emotions 


voice 


emotional 


voice 


how or how 
much you leak 


proxemics 


distance 


33. The verbal function of speech is linguistic. 
The nonverbal function of speech is 


34. The quality and tone of a person’s voice 
are indicative of his emotion. 

You can learn much about a patient’s 
mood and_from listen¬ 

ing to what he says and more importantly, 
how he says it. 

35. We are all victims of our voice. People 
have stereotyped conceptions of the rela- 
tionship between particular vocal 
qualities and certain personality traits. A 
person with a flat, monotonous voice may 
be considered boring and dull while in 
fact he is merely a victim of this inherited 
vocal characteristic. 

In observing nonverbal behavior do not 
base your assessment of others’ per¬ 
sonalities and moods on your own stereo¬ 
typed conceptions of certain_ 

characteristics. 

36. Disruptions of speech and hesitations are 
important paralinguistic clues to emotion. 
When a patient hesitates, repeats himself, 
stutters, or uses a lot of “ahs,” he is telling 
you a great deal about his mood and 
_ state. 

37. In addition to being an indicator of per¬ 
sonality, the voice is an indicator of the 
state of human interaction. An angry or 
anxious voice sets up a different interac¬ 
tion than a friendly, calm voice, even when 
the verbal message is the same. 
Establishing a positive state of interaction 
depends on using the appropriate tone of 


38. Your interaction and relationship with 
people depend not only on what you say, 

but on _ you 

say it. 

39. Communication is regulated by physical 
interaction. Dr. Edward T. Hall coined the 
word proxemics to describe how we use 
thespacearound us. Dr. Hall definesprox- 
emics as “the interrelated observations 
and theories of man’s use of space as a 
specialized elaboration of culture” and as 
“the study of how man unconsciously 
structures microspace—the distance be¬ 
tween men in conduct of daily trans¬ 
actions, the organization of space in his 
houses and buildings, and ultimately the 
layout of his towns.” 

How near or far we are from the person to 
whom we are talking is part of the science 
of_ 

40. Proximity is the physical_ 

between people engaged in interaction. 


41. Every person has a natural sense of per¬ 
sonal space which is a subjective aware¬ 
ness of the physical space around him. 

A patient s ability to relate to you is related 
to his use of_ 

42. There are four zones of territory in which 
we interact: 

1. Intimate distance 0-18" 

2. Personal distance 1V2-4' 

3. Social-consultive 

distance 4-12' 

4. Public distance 12-40' 

43. People vary with regard to the distance at 

which they feel _ 

with other people. 

44. People generally maintain a (larger/ 
smaller) ________ zone of territory 

with strangers than with acquaintances. 

45. In communicating with people it is 

important to maintain the proper 
_called for by the situa¬ 
tion. 

46. Each person claims the space around him 
as his own. The size of this territory is 
influenced by the individual’s personality 
and his cultural background. 

Each patient feels that the space around 
him_to him. 

47. Space can be misused in human interac¬ 
tion. Someone who is unaware of or ig¬ 
nores another person’s zone of territory 
may unintentionally violate it. This intru¬ 
sion into the space the other person feels 
belongs to him can arouse feelings of ten¬ 
sion and discomfort. 

When you interact with a patient you must 
be aware of that extension of his ego he 
calls his own space so that you do not 
_it unwittingly. 

48. People have a strong need for personal 
_and resist invasion of it. 

49. The physical interaction in the doctor- 
patient relationship necessitates occa¬ 
sionally invading your patient’s space. 
When you must professionally enter your 
patient’s intimate zone (to listen to his 
heart, for example) you should be aware 

of the tension and _ 

_ this may arouse in 

him. 

50. People regulate intrusions of their per¬ 
sonal space with various types of nonver¬ 
bal behavior. One way is varying the de¬ 
gree of eye contact. When a person is 
threatened by being too close to someone 
he tries to defend himself by reducing the 
amount of eye contact. 

If a patient does not look directly at you 
when communicating, it may be because 
you are too_to him. 


personal space 


public 

intimate 

social- 

consultive 

personal 


comfortable, 
at ease, 
relaxed 

larger 


distance 


belongs 


violate 


space 

stress, 

uneasiness 


close 
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look 


indicator 


indicators 


eye contact 


equilibrium 


territory, 

distance 


increase 


eye contact, 

visual 

contact 


51. Sitting directly in front of a patient can be 

uncomfortable for him because he is 
forced to always_at you. 

52. The most significant indicator of personal 
and social orientation is eye contact. It is a 
powerful form of nonverbal communica¬ 
tion because our eyes are our means of 
observation. We all know the feeling of 
being examined. 

Because of the reciprocal nature of eye 
contact, it is a significant _ 


53. Because nonverbal behavior is continu¬ 
ous, observable, and not easily con¬ 
cealed, it serves as an INDICATOR of the 
state of interaction. Through nonverbal 
clues we indicate our evaluations, im¬ 
pressions, and feeling for others. 

Eye contact, body orientations, and ges¬ 
tures are used as_ 

54. The degree of eye contact varies during 
interaction and is dependent on several 
variables. One factor is the extent of the 
participants' familiarity with each other. 
As people become more involved with 
each other, the time spent in mutual eye 
contact increases. 

One type of nonverbal communication 
that can be used to gauge the patient’s 
involvement with you is _ 


55. The frequency of eye contact increases to 
a point of equilibrium where a balance 
between approach and avoidance is 
achieved. When eye involvement exceeds 
the equilibrium point anxiety results. To 
reduce anxiety, eye contact is decreased 
to a more comfortable level. The 
approach-avoidance balance varies 
among individuals. 

The point of_of eye 

contact between you and your patient will 
vary from patient to patient. 

56. There is an interrelationship between the 
degree of eye contact and distance at 
which the interaction takes place. People 
at social distances spend more time in 
mutual eye contact than those at a per¬ 
sonal distance. 

Observing the frequency of eye contact 
with your patient will indicate the zone of 
_at which you are in¬ 
teracting. 

57. When the interviewer gives positive feed¬ 

back mutual eye contact increases. 
When you give a positive reaction to what 
a patient says, eye contact will probably 
(increase/decrease)_ 

58. Other factors influencing the pattern of 
visual contact are the perceived sincerity 
of the speaker, the participants’ attitudes, 
and the patient’s expectation of approval 
or recognition. 

There are a variety of factors affecting the 

pattern of_ 

between doctor and patient. 


59. Another personality factor influencing 
eye contact is emotional stability. People 
with emotional problems or guilt feelings 
generally look at you less. 

Observing a patient's looking behavior 
will indicate something about his 
_and_ 

60. There is a correlation between looking 
behavior and the relative power positions 
of the participants. How you look at a pa¬ 
tient indicates to him the relative 
dominance-submission character of your 
relationship. Studies have shown that the 
person who perceives himself to be the 
less powerful will look more often at the 
powerful person. 

If you look infrequently at a patient he may 
be strongly influenced and consider him¬ 
self in the submissive role and you in the 

_ role. This perceived 

power interaction can have a significant 
effect on the entire relationship. 

61. The pattern of eye contact is related to 
whether a person considers himself to be 

_or submissive in a given 

interaction. 

62. Personal orientation is indicated by eye 
contact. Encounters begin with a mutual 
glance which signals your awareness of 
the other person and your interest in fur¬ 
thering the interaction. 

The most important act of nonverbal be¬ 
havior in establishing communication is 
the initial_ 

63. Even a slight interruption in the mutual 
looking during the onset of an interaction 

can indicate a loss of_in 

the other person. 

64. Eye contact may indicate interpersonal 
awareness, but looking behavior can also 
produce an avoidance tendency. 

A person’s unwillingness to be gazed at 
causes him to_eye contact. 

65. A patient whose previous doctor dis¬ 
played disapproving facial expressions 

may_looking at you for fear of 

getting the same reaction. 

66. When a patient who is being stared at is 
trying to conceal his emotions, he may 
avoid eye contact in an effort to prevent 


67. Another way to avoid someone is to look 
at him in a way that reduces him to a non¬ 
person. Since staring is reserved for ob¬ 
jects and things, when you stare at a per¬ 
son he becomes nonhuman in your eyes. 
Staring at a patient reduces him from a 
unique human being to just another 


68. The most injurious avoidance aspects of 
eye contact are contemptuous, conde¬ 
scending, or discriminating looks. 

The way in which you_at a pa¬ 

tient may indicate your opinion of him or 
your attitude toward his behavior which 
could be detrimental to the interaction. 


personality 

emotional 

stability 


dominant 


dominant 


eye contact 


interest 


avoid, break, 
lose 


avoid 


leakage 


thing, 

object 


look, stare 
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new members 


ADAMS COUNTY: 

James E. McClenathan, M.D., Thoracic Surgery, 39 Winter Trail, S.W., Carroll Valley 
17320 

ALLEGHENY COUNTY: 

Harris W. Barowsky, M.D., Internal Medicine, 439 S. Aiken Ave., 5. Pittsburgh 15232 
John J. Botti, M.D., Obstetrics/Gynecology, Magee Women's Hosp., Pittsburgh 
15213 

Roberto J. Denoya, M.D., Obstetrics/Gynecology, 155 Pearl St., Apt. 3, Pittsburgh 
15224 

Edward J. Donnelly, III, M.D., Internal Medicine, 3437 Fifth Ave., 707, Pittsburgh 
15213 

Dennis L. Gingrich, M.D., Family Practice, 554 S. Aiken Ave., Pittsburgh 15232 
Joseph Klutz, M.D., Family Practice, Shadyside Hosp., Family Health Ctr., 

Pittsburgh 15232 

Harold L. Leitel, M.D., Radiology, 5704 Elgin, Pittsburgh 15206 
Louis A. Lobes, Jr., M.D., Ophthalmology, 230 Lothrop St., Pittsburgh 15213 
Sheldon R. Markowitz, M.D., Internal Medicine, 789 Montclair St.. Pittsburgh 15217 
James P. Mondzelewski, M.D., Ophthalmology. 174 Parkridge Ln., Pittsburgh 15228 
Guy M. Nardella, Jr., M.D., General Surgery, 5559 Beacon St., Pittsburgh 15217 
Sean Nolan, M.D., Internal Medicine, 205 Field Club Ridge, Pittsburgh 15238 
Philip Phillips, M.D., Internal Medicine, 122 Gladstone Rd., Pittsburgh 15217 
Balbinder S. Rai, M.D., Internal Medicine, Mt. Vernon Apts., Bldg. 2301-1, 
McKeesport 15135 

David M. Reed, M.D., Internal Medicine, 5927 Howe St., B2, Pittsburgh 15232 
David H. Rosenblum, M.D., Family Practice, W. Penn Hosp., Pittsburgh 15224 
John W. Thompson, M.D., Radiology, 619 Overlook Dr., Pittsburgh 15261 
Warren M. Wilkins, M.D., Radiology, 4368 Stanton Ave., Pittsburgh 15201 
Robert I. Abels, M.D., Internal Medicine, 6113 Jenkins Arcade, Pittsburgh 15222 
Roberto O. Aepli, M.D., Obstetrics/Gynecology, 106 Ridgecrest Dr., Pittsburgh 
15235 

Adiba S. Ahmed, M.D., Internal Medicine, 5522 Hays St., 5, Pittsburgh 15206 
Murat Bankaci, M.D., Otolaryngology, Trotwood Manor, Bldg. 2, Pittsburgh 15672 
Gary A. Barr, M.D., Anesthesiology, 230 Lothrop St., Pittsburgh 15213 
Primo V. Bautista, M.D., Pathology, 411A Glen Malcolm Dr., Glenshaw 15116 
Mark J. Bayar, M.D., General Surgery, 3311 Eisenhower Dr., McKeesport 15131 
Malcolm P. Berger, M.D., Neurology, 1040 Woodberry Rd., New Kensington 15068 
Seagio E. Betancourt, M.D., General Surgery, 2 Allegheny Ctr., Pittsburgh 15212 
Charles P. Bowen, M.D., Obstetrics/Gynecology, 234 Tech Rd., Pittsburgh 15205 
Roger Brumback, M.D., Pediatrics, 1340 Towerlawn Dr., Monroeville 15146 
John S. Calhoun, M.D., Internal Medicine, 2463 Trotter Dr., Allison Park 15101 
William P. Catena, Jr., M.D., Family Practice, 200 Mohawk Dr., Mt. Lebanon 15228 
Michael R. Catena, M.D., Family Practice, 850 Washington Ave., Carnegie 15106 
Richard S. Chalfant, M.D., Obstetrics/Gynecology, 9917 Tomahawk Trail, Wexford 
15090 

Rahat M. Chaudhry, M.D., Internal Medicine. 150 Greensburg Pike, N. Versailles 
15137 

Ongart Chuensumran, M.D., Internal Medicine, 9066 Perry Highway, Pittsburgh 
15237 

Major L. Cohn, M.D., Internal Medicine, Magee Women's Hosp., Pittsburgh 15213 
Joseph G. Coroso, M.D., Family Practice, 4922 Centre Ave., Pittsburgh 15213 
Stanley D. Denver, M.D., Obstetrics/Gynecology, Sewickley Valley Hosp., Coraopolis 
15108 

Thomas Detre, M.D., Pathology, 3811 O'Hara St., Pittsburgh 15261 
Richard P. Diilio, M.D., Allegheny Gen. Hosp., Emer. Rm., Pittsburgh 15212 
Anh T. Do, M.D., McKeesport Hosp., McKeesport 15132 
Robert W. Doebler, M.D., Urology, 108 Broad St., Sewickley 15143 
Alejandro Duarte, M.D., 1500 Fifth Ave., McKeesport 15132 
John T. Ferrell, M.D., Radiology, 6 Bayard Rd., Apt. 962, Pittsburgh 15213 
Jorge A. Fragola, M.D., Internal Medicine, 320 E. North Ave., Pittsburgh 15212 
Keith S. Fu, M.D., Internal Medicine, 320 E. North Ave., Pittsburgh 15212 
Rocco A. Fulciniti, M.D., Obstetrics/Gynecology, 1430 Lincoln Way, McKeesport 
15131 

Loren Funt, M.D., Dermatology, 20 Cedar Blvd., 410, Pittsburgh 15228 
Robert D. Fusco, M.D., Internal Medicine, 701 Broad St., Sewickley 15143 
Mark C. Gebhardt, M.D., General Surgery, 508 S. Highland Ave., 36, Pittsburgh 
15206 

Philip A. Gelacek, M.D., Family Practice, 101 W. Hutchinson St., Pittsburgh 15218 
Augusto Gonzalez, M.D., General Surgery, 214 Harrow Dr., Pittsburgh 15238 
Edward J. Goralczyk, M.D., Family Practice, 231 Park Ave., West Mifflin 15112 
Robert M. Greenfield, M.D., 901 Nordeen Dr., West Mifflin 15122 
Michael Gribik, M.D., Internal Medicine, Mercy Hosp., Dept, of Med., Pittsburgh 
15219 

Rodolfo Guerrero, M.D., 3609 Surrey Ln., McKeesport 15135 
Metin Gunduz, M.D., General Surgery, 541 6th St., Apt. 411, McKeesport 15132 
James H. Harger, M.D., Obstetrics/Gynecology, 119 Douglas Dr., Pittsburgh 15215 
Richard W. Harris, M.D., Family Practice, 4400 Laurel Oak Dr., Allison Park 15101 
Richard J. Hendershot, M.D., Anesthesiology, Children's Hosp., Pittsburgh 15213 


Roberto C. Heros, M.D., Neurological Surgery, Presbyterian Univ. Hosp., 230 
Lothrop St., Pittsburgh 15213 

Henry B. Higman, M.D., Neurology, 322 Scaife Hall, Pittsburgh 15213 
Alan D. Hoover, M.D., Internal Medicine, 960 J Chatham Pk. Dr., Pittsburgh 15216 
Richard M. lammarino, M.D., Pathology, 201 DeSoto St., Pittsburgh 15213 
Lawrence R. John, M.D., Family Practice, 6640 Wilkins Ave., Pittsburgh 15217 
Graham F. Johnstone, M.D., Orthopedic Surgery. 200 Meyran Ave., Pittsburgh 
15213 

Herbert R. Kahn, M.D., Internal Medicine, 6343 Caton St., Pittsburgh 15217 
Kevin M. Kane, M.D., Internal Medicine, Mercy Hosp., Pittsburgh 15219 
Charles W. Kerber, M.D., Radiology, Univ. of Pittsburgh School of Med., Radiology 
Dept., Pittsburgh 15261 

Jae-Chil Kim, M.D., Physical Medicine & Rehabilitation, Jeff Ctr., Box 18119, 
Pittsburgh 15236 

Jonathan W. Konovitch, M.D., Anesthesiology, 6372 Monitor St., Pittsburgh 15217 
James A. Krebs, M.D., Internal Medicine, 238 Navajo Rd., Pittsburgh 15241 
Roy J. Landfair, M.D., Internal Medicine, 1501 Locust St., Pittsburgh 15219 
Van D. Le, M.D., General Surgery, 2748 Shiras Ave., Beechview 15216 
Eugene A. Lechmanick, M.D., Family Practice, 5743 Elmer St., Pittsburgh 15232 
Jon C. Lloyd, M.D., General Surgery, 6622 Northumberland Ave., Pittsburgh 15217 
Thomas A. Lyons, M.D., Neurological Surgery, 456 Thornycroft Ave., Pittsburgh 
15228 

Douglas A. MacDonald, M.D., Obstetrics/Gynecology, 403 Jennet Bldg., Monroeville 
15146 

Michael Mallinger, M.D., Internal Medicine, 245 Kelly Ave., Pittsburgh 15221 
William H. McCoy, III. M.D., Plastic Surgery, 301-200 S. Hills Vil., Pittsburgh 15241 
John J. Messmer, M.D., Family Practice, 501 B S. Magnolia Dr., Glenshaw 15116 
Peter H. Mestad, M.D., Anesthesiology, 211 Henderson Rd., Pittsburgh 15237 
Ricardo J. Mitre, M.D., Internal Medicine, 550 Grant St., Pittsburgh 15219 
Edward E. Moore, M.D., Obstetrics/Gynecology, 5518 Stanton Ave., Pittsburgh 
15206 

Teilar N. Nayak, M.D., Neurological Surgery, 4692 Echo Glen Dr., Pittsburgh 15236 
John W. Nebzydoski, M.D., Family Practice, 967’/z Willow Dr., Pittsburgh 15237 
Nancy S. Nieland, M.D., Dermatology. 211 N. Whitfield St., Pittsburgh 15206 
William E. Noble, M.D., Internal Medicine, 3000 Swallow Hill Rd., T49, Pittsburgh 
15220 

Robert B. Noland, M.D., Ophthalmology. 520 Med. Arts Bldg., Pittsburgh 15213 
Anthony N. Okobi, M.D., Otolaryngology, 5826 Fifth Ave., Pittsburgh 15232 
Antonia K. Ong, M.D., General Surgery, McKeesport Hosp., McKeesport 15132 
Kuang-Yu Ou, M.D., Family Practice, 156 Cedar Ridge Dr., 17, Monroeville 15146 
K. Gopalkrishna Pai, M.D., Pediatrics, 1267 Old Meadow Rd., Pittsburgh 15241 
Gwendolyn M. Perkins, M.D., Family Practice, 501-C S. Magnolia Dr., Glenshaw 
15116 

Thomas C. Perry, M.D., Family Practice, McKeesport Hosp., McKeesport 15132 
Edward H. Pesyna, M.D., Family Practice, 16 Marion Dr., Pittsburgh 15229 
Mariana E. Petilla, M.D., Thoracic Surgery, 4730 Centre Ave., Pittsburgh 15213 
Channagiri Phanindra, M.D., General Surgery, 350 Stevens Dr.. Apt. 303, Pittsburgh 
15237 

Preyaratt Phitayakorn, M.D., Anesthesiology, 4 Bayard Rd. 2. Pittsburgh 15213 
Donald E. Playfoot, M.D., Family Practice, 1400 Fire Pts. Rd.. #310, N. Huntingdon 
15642 

Ronald Rager, M.D., Pediatrics, 360 S. Winbiddle St., Pittsburgh 15224 
Mandiga Rao, M.D., Anesthesiology, Allegheny Gen. Hosp., Anesthesiology Dept., 
Pittsburgh 15212 

Nalini G. Rao, M.D., Internal Medicine, 579 Sloop Rd., Pittsburgh 15237 
Guy G. Raymond, M.D., Family Practice, 504-C S. Magnolia Dr., Glenshaw 15116 
Yong Whan Rhee, M.D., Internal Medicine, 9838 Presidential Dr., Allison Park 15101 
Young Eun Rhee, M.D., General Surgery, 2312 Surrey Ln., 70, McKeesport 15135 
Masood A. Rizvi, M.D., Internal Medicine, 7407 Irvine St., Swissvale 15218 
Leonardo Rosenfeld, M.D., Anesthesiology, Children’s Hosp., Pittsburgh 15213 
William E. Rothfus, M.D., Radiology. 525'/2 Forbes Ave., Pittsburgh 15217 
Arthur M. Santos, M.D., General Surgery, 210 Canterbury Ln., N. Versailles 15137 
Francis J. Schafer, Jr., M.D., Internal Medicine, 5639 Callowhill, Pittsburgh 15206 
Mark Schmidhofer, M.D., Internal Medicine, Montefiore Hosp., Dept, of Med., 
Pittsburgh 15213 

Rodolfo Z. Schneer, M.D., Family Practice, 1106 5th Ave., Apt. 10, McKeesport 
15132 

Jonathan A. Schneider, M.D., Anesthesiology, 6350 Caton St., Pittsburgh 15217 
Jyotindra T. Shah, M.D., Obstetrics/Gynecology, 9861 Tomahawk Tr., Wexford 
15090 

Pale Pu Showri, M.D., General Surgery, McKeesport Hosp., McKeesport 15132 
Alan J. Silverstein, M.D., Obstetrics/Gynecology, 60 Cypress Dr., Carnegie 15106 
Keith S. Sinusas, M.D.. Family Practice, 1418 N. Negley Ave., Pittsburgh 15206 
Michael C. Staschak, M.D., Neurology, 1712 Wightman St.. Pittsburgh 15217 
Richard I. Steinfeld, M.D., Internal Medicine, 5 Gateway Ctr., Pittsburgh 15222 
Elizabeth N. Stifel, M.D., Pediatrics, 6820 Pennam PI., Pittsburgh 15208 
Chun M Sung, M.D., Otolaryngology, 516-1A Chatham Pk. Dr., Pittsburgh 15220 
Rolando M. Tong, M.D., General Surgery, 1201 Mulberry Ave., Pittsburgh 15207 
Peter M. Waterman, M.D., Anesthesiology, Presbyterian Univ. Hosp., Pittsburgh 
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Simcheon D. Weisbaum, M.D., Radiology, 2602 Glenchester Rd., Wexford 15090 
Neil T. Wolfman, M.D., Radiology, 2454 Mae Dr., Allison Park 15101 
G. Alan Yeasted, M.D., Internal Medicine, 300 Cedar Blvd., Pittsburgh 15228 
Cheng-Dong Young, M.D., Family Practice, 207 Gotham Ln., Monroeville 15146 
Marwan Zannerni, M.D., General Surgery, 755 Palm St., Apt. A5, McKeesport 15132 
James M. Zehner, M.D., Family Practice, 1515 Locust St., Apt. 9C, Pittsburgh 15219 
John A. Zitelli, M.D., Internal Medicine, 1615 Windcrest Dr., Pittsburgh 15206 

ARMSTRONG COUNTY: 

James Corcoran, M.D., Radiology, Allegheny Valley Hosp., Natrona Heights 15065 
Victoria A. Gillis, M.D., Internal Medicine, Box 396, Cowansville 16218 

BEAVER COUNTY: 

James L. Tsomides, M.D., Internal Medicine, Med. Ctr. of Beaver Co., Inc., Beaver 
15074 

BEDFORD COUNTY: 

Flora M. Torres, M.D., Family Practice, 141 E. Main St., Everett 15537 

BERKS COUNTY: 

Robert D. O'Connor, M.D., Internal Medicine, Chit Chat Farmes, Wernersville 19565 
Narong Sirisabya, M.D., Pathology, 111 A Colonial Dr., Shillington 19607 
Leonard D. Winer. M.D., Family Practice, 903 Summit Chase, Reading 19611 

BLAIR COUNTY: 

Kenneth L. Beers. M.D., Family Practice, 501 Howard Ave.. Altoona 16601 
Luis M. Jourdain, M.D., Pathology, Altoona Hosp., Altoona 16603 

BRADFORD COUNTY: 

Michael E. Kafrissen, M.D., Obstetrics/Gynecology, Guthrie Clinic, Sayre 18840 

BUCKS COUNTY: 

Bruce Applestein, M.D., Internal Medicine, 14B Memorial Dr., Doylestown 18901 
James P. Blore, Jr., M.D., Family Practice, Rt. 611, Plumsteadville 18949 
Jeffrey A. Brecher. M.D., Internal Medicine, 310 Saw Mill La., 3K Horsham 19044 
James W. Erdahl, M.D., Internal Medicine, Warminster Gen. Hosp., Warminster 
18974 

Ronald L. Souder, M.D., Pediatrics, Lawn Ave. Prof. Bldg., Sellersville 18960 
John L. Young, M.D., Family Practice, 109 Noble St., Sellersville 18960 
Walter G. Zemel, M.D., Otolaryngology, 510 S. Fifth St., Perkasie 18944 

BUTLER COUNTY: 

Asha Marwaha, M.D., Obstetrics/Gynecology, 165 Brugh Ave., Butler 16001 

CAMBRIA COUNTY: 

John S. Karduck, M.D., Family Practice, R.D. 2, Box 64, Windber 15963 
Lee D. Lampton, M.D.. Radiology, 900 Parkview Dr., Johnstown 15905 
Reddy C. Parvata. M.D., Anesthesiology, 423 Devon Dr., Johnstown 15904 
William J. Sieper, D.O., Radiology, P.O. Box, Elton 15934 

CARBON COUNTY: 

Florante G. Bautista. M.D., Urology, Lafayette Ave., R.D. 2, Tamaqua 18252 
Horng M. Horng, M.D., Obstetrics/Gynecology, Rt. 209 & Trnpk. Intrchg., Lehighton 
18235 

Kenneth C. Slater, M.D., Internal Medicine. R.D. 2, Rt. 443, Lehighton 18235 
Lian K. Tan, M.D., Anesthesiology, Palmerton Hosp., Palmerton 18071 

CENTRE COUNTY: 

Donald F. Mandetta, M.D., Internal Medicine, 137 S. Pugh St., State College 16801 
Robert M. Wild, Jr., M.D., Urology, 211 W. Beaver Ave., State College 16801 

CHESTER COUNTY: 

Morrie G. Gold. M.D.. Obstetrics/Gynecology, 602 E. Marshall St., West Chester 
19380 

CRAWFORD COUNTY: 

Robert A. Bazyak, M.D., Family Practice, 118 Railroad St., Cambridge Springs 
16403 

Vernon E. Dean, M.D., Family Practice, 113 Park Ave., Meadville 16335 

CUMBERLAND COUNTY: 

Stanley C. Beachey, M.D., Obstetrics/Gynecology, 816 Belvedere St., Carlisle 17013 

DAUPHIN COUNTY: 

Peter Alagona, Jr., M.D., Internal Medicine, 421 W. Caracas Ave., Hershey 17033 
William R. Belitz, M.D., General Surgery, Hershey Med. Ctr., Hershey 17033 
Peter M. Brier, M.D., Internal Medicine, 4341 Union Deposit Rd., Harrisburg 17109 
Howard J. Bronfman, M.D., Radiology, 2603 Crenberry Circle, Harrisburg 17110 
Chan K. Chung, M.D.. Radiology, Hershey Med. Ctr., Hershey 17033 
Ian T. Cohen, M.D., Pediatrics, Hershey Med. Ctr., Div. of Pediatrics, Hershey 17033 
Charles E. Darowish, D.O., Pediatrics, 5723 Cricket Ln., Harrisburg 17112 


Daniel L. Derewitz. M.D., Anesthesiology, Univ. Manor, Apt. 100, Hershey, PA 17033 
Edward H. Garber, M.D., General Surgery, 2516 N. 4th St., Harrisburg 17110 
Michael L. Gluck, M.D., Internal Medicine, 4341 Union Deposit Rd., Harrisburg 
17109 

Laurence Goldstein, M.D., Internal Medicine, 425 N. 21st St., Camp Hill 17011 
Stephen E. Haley, M.D., Family Practice, Hershey Med. Ctr., Hershey 17033 
G. Johnson, M.D., Otolaryngology, Hershey Med. Ctr., Div. of Otolaryngology, 
Hershey 17033 

Frederick T. Murray, M.D., Internal Medicine, Briarcrest Gardens, Townhouse 45. 
Hershey 17033 

Ira J. Packman, M.D.. Internal Medicine, Harrisburg Hosp., S. Front St., Harrisburg 
17101 

Thomas E. Robinson, M.D., Internal Medicine, R.D. 3, Box 52, Elizabethtown 17022 
Morton J. Rubenstein, M.D., Internal Medicine, 15 Montgomery Ave., Apt. 8A, Bala 
Cynwyd 19004 

Howard L. Scheiner, M.D., Internal Medicine, 301 Chestnut St., Apt. 1010, 
Harrisburg 17101 

Robert D. Sewell, M.D., Pediatrics, 21 Ardmore Dr., R.D. 4, Hummelstown 17036 
Ronald A. Sinicrope, M.D., Internal Medicine, 447 W. Caracas Ave., Hershey 17033 
Kenneth W. Teich, M.D., Obstetrics/Gynecology, 247 Yorktown Rd., Hershey 17033 
Pamela Wooduff, M.D., Internal Medicine, 119 Univ. Manor, Hershey 17033 


WEDNESDAY 


NOVEMBER 

S M T W T F S 
12 3 4 
5 6 7 (8) 9 10 11 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 29 30 


Eastern Pennsylvania Chapter of the 
American College of Surgeons 
Twenty-Seventh Annual Meeting 

Holiday Inn (Poconos - Lake Harmony) off Route 
940, V 2 mile east of 1-80 Exit 42 and Pennsylvania 
Turnpike Exit 35 

Speakers Include: 

Arthur E. Baue, M.D., Hew Haven 
William A. Black Jr., M.D., Scranton 
Robert N. Clark, M.D., Morgantown 
Stanley D. Dudrick, M.D., Houston 
Herbert B. Greenlee, M.D., Chicago 
Robert B. Green III, M.D., Hershey 
LeRoy H. Stahlgren, M.D., Philadelphia 
Alan H. Wilde, M.D., Cleveland 

ALL PHYSICIANS WELCOME 


For program information and registration write: 
Eastern Pennsylvania Chapter of the 
American College of Surgeons 
20 Erford Rd. 

Lemoyne, PA 17043 

Please send more information_ 

Please register me_ 

Name - 

Address _— 

City _State_ZIP 

Telephone Number _Specialty- 
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LAWRENCE COUNTY: 

Mohammad O. Taftaf, M.D.. Internal Medicine, 1400 Willmington Ave., New Castle 
16105 

LEBANON COUNTY: 

Bruce E. Yeamans, M.D., Family Practice, 511 Plaza Apts., Lebanon 17042 
Herbert W. Nickens, M.D., Psychiatry, 2114 Mt. Vernon St., Philadelphia 19130 
Hanrick G. Ohanissian, M.D., Internal Medicine, 819 Penn Ave., Drexel Hill 19026 
Charles O. Rose, M.D., Obstetrics/Gynecology, Riddle Mem. Health Ctr.. Media 
19063 

Felice F. Santore, M.D., Otolaryngology, 103 Long Ave., Upper Darby 19082 
Maria B. Smith, M.D.. Box 292, Concord, R.D. #2, Glen Mills 19342 
Genevieve C. Winiarski, M.D., General Surgery. 15th & Upland Ave., Chester 19013 
Mary K. Zee, M.D., 257 N. State Rd., 8C. Springfield 19064 

LEHIGH COUNTY: 

Donald E. Barilla, M.D., Internal Medicine, 501 N. 17th St., Allentown 18104 
Peter H. Goldman, M.D., Family Practice, 1215 S. Cedar Crest Blvd.. Allentown 

18103 

Stephen L. Goldman, M.D., Family Practice, FPC, 4th & Chew St., Allentown 18102 
Tirunilayi Gopal, M.D., Obstetrics/Gynecology, Allentown Hosp., Allentown 18102 
William Jaffe, M.D., Urology, 1111 N. 19th St., Allentown 18104 
William T. Johnson, M.D., Anesthesiology, 931 Penn Cir., B202, King of Prussia 
19406 

Hong I. Jung, M.D., General Surgery, 1162 E S. Cedar Crest Blvd., Allentown 18103 
Betty Karron, M.D., Psychiatry, 1600 E. Lehigh Pky., Allentown 18103 
Alphonese A. Maffeo, M.D., Anesthesiology, 502 Benner Rd., Apt, 102, Allentown 

18104 

Mahendra K. Matta, M.D., General Surgery, 1200 S. Cedar Crest Blvd., Allentown 

18105 

Eileen T. Montross, M.D., General Surgery, 6 Tierney Ct., Quakertown 18951 
Frank R. Penater, M.D., Family Practice, 4th & Chew Sts., Allentown 18102 
Gary T. Petrauski, M.D., General Surgery, 750 J Mickley Run Apts., Whitehall 18052 
Daniel R. Sarubin, M.D., Radiology, 1251 Knossos Dr., #8, Whitehall 18052 
Horngfu Shiau, M.D., Anesthesiology, 900 Mickley Rd., Apt. B1-1, Whitehall 18052 
Stephen H. Smith, M.D., Orthopedic Surgery, 1251 S. Cedar Crest Blvd., 209B, 
Allentown 18103 

William A. Tuffiash, M.D., Internal Medicine, 1125 S. Cedar Crest Blvd., Allentown 
18103 

Wen-Shiong Yang, M.D., Anesthesiology, 1200 S. Cedar Crest Blvd., Allentown 
18105 

LUZERNE COUNTY: 

Richard H. Blum, M.D.. Internal Medicine, Med. Arts Bldg., Frank & Lin, 
Wilkes-Barre 18701 

Victor A. Labatte, M.D., Internal Medicine, Med. Arts Bldg.. Wilkes-Barre 18702 
Jeffrey D. Weil, M.D., 534 Wyoming Ave., Kingston 18704 
Henry K. Woycicki, M.D., 32 E. Vaughn St., Kingston 18704 

LYCOMING COUNTY: 

John M. Burks, M.D., Internal Medicine, 777 Rural Ave., Williamsport 17701 
Donald D. Douglas, M.D., Internal Medicine, 1201 Grampian Blvd., Williamsport 
17701 

Roger G. Mengel, M.D., Internal Medicine, 1201 Grampian Blvd., Williamsport 17701 
Daniel E. Wolfe, M.D., Radiology, 1770 Williams Rd., Williamsport 17701 

MERCER COUNTY: 

Sanda M. Constantinidi, M.D., Pediatrics, 90 Shenango St., Greenville 16125 
Pradeep Kumar, M.D., Internal Medicine, 11 Leech Rd., Greenville 16125 

MONTGOMERY COUNTY: 

Ernest M. Baran, M.D., Physical Medicine & Rehabilitation, 833 Andorra Rd., 
Lafayette Hill 19444 

Francis J. Bonner, Jr., M.D., Physical Medicine & Rehabilitation, 264 N. 
Radner-Chester Rd., Radnor 19087 

Dominic F. Corrigan, M.D., Internal Medicine, 1717 Madiera Ave., Jenkintown 19046 
Steven E. Decker, M.D., Family Practice, 4016 Schoolhouse Ln., Plymouth Meeting 
19464 

Kemli Dincer, M.D., Family Practice, 1033 W. Germantown Pk., Norristown 19401 
Leonard D. Ehrlich, M.D., Internal Medicine, 142 Culpepper Dr., Penllyn 19422 
Seyed M. Hashemi, M.D., Radiology, N. Penn Hosp., Lansdale 19446 
Ven C. Hsu, M.D., Anesthesiology, Holiday Lake BS 110H, Port Jarvis, NY 12771 
Nercy Jafari, M.D., Thoracic Surgery, 233 Lankenau Med. Bldg., Philadelphia 19151 
Alan S. Josselson, M.D., Internal Medicine, 1544 DeKalb St., Norristown 19401 
Nirmal Kanal, M.D., Ophthalmology, 6 C Penn Brooke Gdns., North Wales 19454 
Dallas E. Mettler, M.D., Family Practice, 555 Glasgow St., Stowe 19464 
Mike Michaels, M.D., Pathology, 8901 Patton Rd., Wyndmoor 19118 
Joel D. Posner, M.D., Internal Medicine, 39 Lankenau Med. Bldg., Philadelphia, PA 
19151 

George M. Romanzo, M.D., Family Practice, 500 Willow Ave., Ambler 19002 


Steven D. Taft, M.D., Psychiatry, Century Plaza. Ste. 314, Landsdale 19446 
James J. Thornton, III, M.D., Internal Medicine, 231 Lankenau Med. Bldg., 
Philadelphia 19151 

Edward S. Williams. M.D., Internal Medicine, 1328 Grenox Rd., Wynnewood 19096 
John J. Zaro, D.O., Family Practice, 1201 DeKalb St., Norristown 19401 

MONTOUR COUNTY: 

Gregory W. Benkovic, M.D., Internal Medicine, Geisinger Med. Ctr.. Danville 17821 
David C. Bush, M.D., Orthopedic Surgery, R.D. 2, Danville 17821 
Joseph P. Colancecco, M.D., Internal Medicine, Geisinger Med. Ctr., Danville 17821 
Richard H. Driscoll, Jr., M.D., Internal Medicine, Geisinger Med. Ctr., Danville 17821 
David R. Emery, M.D., Internal Medicine, Geisinger Med. Ctr., Danville 17821 
David R. Gutknecht, M.D., Internal Medicine, Geisinger Med. Ctr., Danville 17821 
Howard G. Hughes, M.D., Family Practice, R.D. 6, Danville 17821 
Ronald L. Kabler, M.D., Urology, Geisinger Med. Ctr., Danville 17821 
Michael J. Leicht, M.D., Family Practice, Geisinger Med. Ctr., Danville 17821 
Joseph B. Lennert, M.D., Urology, Geisinger Med. Ctr., Danville 17821 
Faruq Mahmud, M.D.. Radiology, Apt. #1. 501 Laura Dr., Danville 17821 
Ronald P. Monsaert, M.D., Internal Medicine, R.D. 6, Danville 17821 
John N. O’Rourke, Jr., M.D., Internal Medicine, 801 Ave. H, Riverside 17868 
Bakulesh D. Patel, M.D., Pediatrics, Geisinger Med. Ctr., Danville 17821 
Gary R. Plotkin, M.D., Internal Medicine, Mahoning Terrace Apts., F-7, Danville 
17821 

Gurijala N. Reddy, M.D., Radiology, 2 Holly Court, Danville 17821 
Dolores E. Rodriguez, M.D., Neurology, Geisinger Med. Ctr., Danville 17821 
Ralph H. Starkey, M.D., Internal Medicine, Geisinger Med. Ctr., Danville 17821 
William B. Tyler, III, M.D., Pathology, 202 N. Crestwood Dr., Danville 17821 
Robert L. Walker. M.D., Obstetrics/Gynecology, Geisinger Med. Ctr., Danville 17821 

NORTHAMPTON COUNTY: 

Philip E. Capriotti, D O., Family Practice, 1505 Dartmouth Dr., Bethlehem 18017 
John W. Caruno, D O., Family Practice, 82 Willow Ln., Warrington 18976 
Fabio L. Dorville, M.D., St. Luke's Hosp., Bethlehem 18015 
Lauro S. Geronimo, M.D.. Pediatrics, 430 W. Bridle Path Rd., Bethlehem 18017 
Mojtaba Hooshmand, M.D.. Preventive Medicine, P.O. Box 1426, Allentown 18105 
Peter W. Kozicky, M.D., Orthopedic Surgery, 89 Norwich Rd., Needham, MA 02192 
Wayne C. Landry. M.D., Obstetrics/Gynecology, 215 Belvidere, Nazareth 18064 
Satnam S. Uppal, M.D., Internal Medicine, 2190 Gateway Terrace, #307A, Easton 
18042 

NORTHUMBERLAND COUNTY: 

Sudhir K. Khanna, M.D., Internal Medicine, 5 W. Arch St., Shamokin 17872 

PHILADELPHIA COUNTY: 

Angelo S. Agro. M.D., Otolaryngology, 1626 S. 8th St., Philadelphia 19148 
George J. Amrom, M.D., General Surgery, 2401 Penna. Ave., Ste. 2C-45, 

Philadelphia 19130 

Marjorie A. Angert, M.D., Obstetrics/Gynecology, 304 Twin Oaks, Havertown 19041 
William A. Auritt, M.D., Pediatrics, 21 W. Mt. Pleasant Ave., Philadelphia 19119 
Robert S. Averbach, D.O., Obstetrics/Gynecology, 1325 W. Tabor Rd., Philadelphia 
19141 

Rajkumari B. Balchandani, M.D., Radiology, 800 Cottman Ave., Apt. 412A, 
Philadelphia 19114 

Lawrence F. Berley, M.D., Psychiatry, 1015 Chestnut, Ste. 514-5, Philadelphia 19107 
Stephen J. Bosacco, M.D., Orthopedic Surgery, 230 N. Broad St., Philadelphia 
19102 

Oliver R. Brommer, M.D., Family Practice, 421 Green Ln., Philadelphia 19128 
Leonard Camnitz, D.O., Radiology, 1060 Pheasant Rd., Rydal 19046 
Patricia A. Camody-Johnston, M.D., Pediatrics, 255 S. 17th St., Philadelphia 19103 
Howard S. Caplan, M.D., Plastic Surgery, 19th & Lombard St., Rm. 1200, 
Philadelphia 19146 

Joseph R. Carver, M.D., Internal Medicine, 1333 Race St., Philadelphia 19107 
Michael P. Casey, M.D., Internal Medicine, 602 Washington Sq. S #63, Philadelphia 
19106 

Edison Catalano. M.D., Pathology, 230 N. Broad St., Philadelphia 19102 
Ana M. Chirife, M.D., Pathology, 250 Montgomery Ave., Apt. E, Haverford 19041 
Mayer Ciranowicz, M.D., Internal Medicine, 7600 Stenton Ave., Apt. 6G, 

Philadelphia 19118 

Thomas G. Davis, M.D., Internal Medicine, 229 Waterloo Ave., Berwyn 19312 
Tomas E. Delgado, M.D., General Surgery, 218 Salaignac E-L, Philadelphia 19128 
Richard J. Dittrich, D.O., Obstetrics/Gynecology, 2301 S. Broad St., Philadelphia 
19148 

Joel K. Edelstein, M.D., Psychiatry, 246 Wyncote Rd., Jenkintown 19046 
Christa-Ulrike Farnon, M.D., Preventive Medicine, 1500 Spring Garden St., 
Philadelphia 19101 

Richard M. Finkelstein, M.D., Internal Medicine, 7810 Old York Rd., Elkins Park 
19117 

Robert L. Honish, M.D., Internal Medicine, 329 S. Eighth St., Philadelphia 19107 
Ramachandra U. Hosmane, M.D., 3120 W. School House Ln., M-A1, Philadelphia 
19144 
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Your Patient 
Saves Dollars 

with Generics 

by PUREPAC 

Here’s Proof! 

These products and prices were taken directly 
from newspaper advertising by various retail pharmacies. 

QUANTITY BRAND NAME B PRICE PUREPAC GENERIC PRICE SAVINGS 

30 .Polycillin(250 mg.) $8.70 Ampicillin <250 mg.) . . $ 2.40 $ 6.30 

100 .Equanil <400 mg.)6 8.09 Meprobamate < 100 mg. )<3 1.83 6.26 

100 .Darvon Comp. 65 (3 7.83 Propoxyphene HC1 Comp. 65 (3 4 . 63 .. 3.20 

100 .Pavabid (150 mg.) 11.73 Papaverine HC1 T.R.(ioo mg.) . 4.33 . 7.40 

100 ..... Thorazine (50 mg.) 6.03 Chlorpromazine HC1(50 mg.). . 3.23 2.80 

100 .Librium(io mg.)(3 . 7.11 .. Chlordiazepoxide HC1 oo mg. )G 4.89 2.22 


The savings add up! So, when you prescribe generics, specify Purepac, 
the largest generic manufacturer in America. 


Brand names are registered trademarks of 
Bristol Labs., Wyeth Labs., Eli Lilly G Co., 
Marion Labs., Smith Kline G French Labs., 
Roche Labs, respectively. 



Purepac 

Fli7»hp>th N.I 07207 


Elizabeth, NJ 07207 
AMERICA’S LEADING NATIONAL BRAND OF GENERICS 
















AL VASODILATOR 



COLD FEET 

LEG CRAMPS 

TINNITUS 

DISCOMFORT 
ON STANDING 


NICIN 


GRADUAL 


nicotinic acid therapy 


IMMEDIATE RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid .100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-l) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000. 


LIPO-NICIN/250 mg. 

Each yellow tablet contains: 


Nicotinic Acid .250 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-l) . 25 mg. 

Riboflavin (B-2) 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300 mg. 

Each time-release capsule con¬ 


tains: 

Nicotinic Acid .300 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (H-l) 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: For use as a vasodilator in the symp¬ 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins. The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur. Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. 


(BNoMEb THE BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Literature and Samples 
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TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 



APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 



Cerebro- 
Niciri 


CAPSULES 


A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid . . . 100 mg 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write for literature and samples . . . 

(BRSnCfTHE BROWN PHARMACEUTICAL CO. 

2500 W. 6th St., Los Angeles, Calif. 90057 


Greater New York 
Neurotology Study Club 


The Research Institute for Hearing and 
Balance Disorders, Ltd. seeks to organize 
a Neurotology Study Club whose goal will 
be to review patient histories with empha¬ 
sis on evaluation and treatment. 

Those interested please contact: 

Neurotology Study Club 
P.O. Box 478 
Lenox Hill Station 
New York, NY 10021 


Residency 

in 

physical medicine 
and 

rehabilitation 

Dynamic, young program with balanced ac¬ 
ademic and clinical emphasis under the 
supervision of ten physiatrists. Three year pro¬ 
gram and integrated internship residency with 
opportunity for research and pursuit of special 
interests both in medical school and private 
hospital settings. Stipends from $13,800 to 
$15,800 depending on qualifications. We will 
pay for visits in selected cases. 

Equal Opportunity/Affirmative Action employer. 

Telephone or write for information to: 

John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 928-6573 



























classifieds 


PHYSICIANS WANTED 

Cardiologist/Internist —Productive, board-certified cardiologist/ 
internist in southeastern Pennsylvania with excellent hospital 
(Director of Heart Station) and in-office practice seeks an experi¬ 
enced associate. Excellent salary and benefits leading to a 
shareholder in the corporation. Reply to Box 792, Pennsylvania 
Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

Ophthalmologist —Board certified/eligible ophthalmologist 
sought to associate in an established practice. Major regional 
medical center consisting of 43 multi-specialty physicians in 
northwest Ohio. Top salary and excellent fringe benefits program 
along with all corporate benefits. Please forward curriculum 
vitae, salary requirements to Box 793, Pennsylvania Medicine, 20 
Erford Rd., Lemoyne, PA 17043. 

Emergency Room Physician —Full time permanent physician 
needed with academic responsibility. Residency training pre¬ 
ferred. Excellent benefits. Salary commensurate with training 
and experience. Send curriculum vitae to Personnel Department, 
Chestnut Hill Hospital, 8835 Germantown Ave., Philadelphia, PA 
19118. 

Placement Opportunities—Pennsylvania —Excellent positions 
available now and in the near future for private, group and hospi¬ 
tal associated practices in Internal Medicine, Urology, Ophthal¬ 
mology, Family Practice, General Surgery, Orthopedics, 
Psychiatry and Otolaryngology. Confidential service by licensed 
placement agency. No fees charged to you. For details, forward 
CV to Department 790, Pennsylvania Medicine, 20 Erford Rd., 
Lemoyne, PA 17043. 

Emergency Physicians—Full-time —Immediate and near future 
openings exist in Pennsylvania. Excellent pay, benefits, and mal¬ 
practice insurance. E.R. experience and state license required. 
For details, forward CV to Department 791, Pennsylvania Medicine, 
20 Erford Rd., Lemoyne, PA 17043. 

Erie, Pennsylvania —Emergency physician for six-man depart¬ 
ment. Background in emergency care, family practice, medicine 
or surgery. New modern emergency department; 600-bed hospi¬ 
tal; congenial group. Community of 130,000; clean environment; 
good schools; five colleges; cultural advantages; low crime rate; 
favorable taxes. Forty-two hour week; one month off; salary 
competitive. Send CV to Director of Medical Affairs, Saint Vincent 
Health Center, Erie, PA 16512. 

Diagnostic Radiologist —Board certified. Nuclear medicine, ul¬ 
trasonography and angiography experience needed. Community 
hospital in Philadelphia. Immediate opening. Locum tenens ac¬ 
ceptable until permanent associate is obtained. Write Depart¬ 
ment 789, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 

Psychiatrists —Board certified or eligible. Immediate openings. 
Good salary. Excellent benefits. Residence available. Located in 
central Pennsylvania within minutes of 1-80 and 1-81. Pennsylva¬ 
nia license required. Call (717) 275-7201 or write to Mr. Donald 
Campbell, Acting Superintendent, Danville State Hospital, Dan¬ 
ville, PA 17821. An equal opportunity employer. 

House Staff Physician —265-bed accredited medical center 
seeks Pennsylvania Licensed Physician. Five and one-half days 
and everyfourth night. Salary beginning at $32,000. Negotiable in 
accordance with experience. Many fringe benefits. Call or write 
Joseph M. Gambescia, M.D., Chairman, Department of Medicine, 
St. Agnes Medical Center, 1900 S. Broad St., Philadelphia, PA 
19145; (215) 339-4450. 

Associate Pathologist —Board certified pathologist wanted to 
join a two-man department in a community hospital (261 beds). 
Medical school affiliation. For further information please contact 
Carlos Moreno, M.D., Chairman, Department of Pathology, St. 
Agnes Medical Center, 1900 S. Broad St., Philadelphia, PA 19145. 


Family Practice —Board certified/eligible family practitioner 
needed by large multi-specialty group in northwest Ohio. Perfect 
opportunity for right individual to establish satellite practice in 
conjunction with a well-established large group practice. Top 
salary and fringes being offered as a member of the group along 
with other corporate benefits. Please forward curriculum vitae, 
salary requirements to Box 786, Pennsylvania Medicine, 20 Erford 
Rd., Lemoyne, PA 17043. 

Orthopedic Surgeon —Board certified/eligible orthopedic sur¬ 
geon needed by well-established, 42-physician multi-specialty 
group in northwest Ohio. Major regional medical center with a 
large referral base. Staff includes four rheumatologists. Top 
salary, excellent fringe benefits program along with all corporate 
benefits. Please forward curriculum vitae, salary requirements to 
Box 786, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 per year plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 

Emergency Medicine Positions —Available with fee-for-service 
group throughout Pennsylvania, New York, New Jersey, and 
southeastern U.S. including all suburban, rural, and metropolitan 
areas. Minimum guarantee provided. Malpractice paid. Physician 
directors also desired. Send resume to NEEMA Emergency Medi¬ 
cal Associates, 500 Spruce St., Philadelphia, PA, 19106; (215) 
925-3511. 

Director, Department of Emergency Services —The Mercy Hospi¬ 
tal of Pittsburgh. A major teaching, progressive, 617-bed, JCAH- 
accredited hospital is seeking an aggressive and innovative indi¬ 
vidual for this outstanding opportunity. The ideal candidate 
would currently be engaged in the practice of emergency medi¬ 
cine, preferably with experience as an emergency department 
director. This department experiences approximately 30,000 an¬ 
nual visits and a high percentage of major trauma. The depart¬ 
ment is currently staffed with a full complement of well trained 
physicians. Salary is negotiable and liberal fringe benefits pro¬ 
gram is available. Interested, qualified applicants should forward 
curriculum vitae to: Chairman, Search Committee c/o Executive 
Director, Mercy Hospital, 1400 Locust St., Pittsburgh, PA 15219. 
An equal opportunity employer M/F. 


classified advertising information 

Rates—$12.00 per insertion up to 30 words; 50 cents each additional word; $1.00 
per insertion for answers sent in care of Pennsylvania Medical Society Payable in 
advance. 

COPY DEADLINE—Copy due by the first day of month preceding month of 
publication Send to PENNSYLVANIA MEDICINE, 20 Erford Rd., Lemoyne, Penn¬ 
sylvania 17043. The right is reserved to reject or modify copy to conform with 
publication rules. 

DEPARTMENT NUMBERS—Advertisers using department numbers forbid dis¬ 
closure of their identity. Written inquiries are forwarded to such advertisers 

WORD COUNT—Count as one word all single words, two initials of a name, each 
abbreviation, isolated numbers, groups of numbers, hyphenated words. Count 
name and address as five words, telephone numbers as one, and Write Depart¬ 
ment . . ., PENNSYLVANIA MEDICINE' as five. 
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Emergency Physicians— A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Physician for Department of Emergency Services —200-bed 
general hospital in a beautiful university community located in 
western Pennsylvania. New construction and renovation pro¬ 
gram underway. Salary highly competitive. Pennsylvania license 
required. Contact William B. Yeagley, M.D., Director of 
Emergency Services, Indiana Hospital, Indiana, PA 15701; (412) 
463-0261. 

Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after one year. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 

Physicians —Consider a real change of pace! Accept a commis¬ 
sion as an officer of the Pennsylvania Army National Guard. Serve 
one weekend each month and two weeks this summer. Benefits 
include continuing professional education, non-contributory re¬ 
tirement plan, full military pay, and a great deal of enjoyment and 
satisfaction. Let|ke “Guard” become your hobby. Contact Major 
Gene Klynoot, Department of Military Affairs, Annville, PA 17003; 
(717) 783-3420. 

FP/GP —For new family health center in southern West Virginia. 
Starting salary and fringe benefits at $46,000, malpractice insur¬ 
ance coverage. National Health Services Corps recruitment site. 
Rural, coal mining region. Call collect (304) 683-3318 or write Gulf 
Area Health Association, PO Box 279, Midway, W. VA. 25878. 

Psychiatrist —Board certified or board eligible. Mental hospital in 
metropolitan area. Easy access to New York, Philadelphia, and 
close to Pocono resort area. Good salary with excellent fringe 
and retirement benefits. Residence available. Pennsylvania 
license required. Contact Henry Buxbaum, M.D., Superintendent, 
Clarks Summit State Hospital, Clarks Summit, PA 18411; (717) 
586-2011. 


Physicians —To fill more than 150 opportunities available in 
Pennsylvania. All specialties included. For further information 
write PMS Physician Placement Service, Donna F. Wenger, As¬ 
sistant Director Educational Activities, Pennsylvania Medical So¬ 
ciety, 20 Erford Rd., Lemoyne, PA 17043; (717) 763-7151. 

POSITIONS WANTED 

Certified Physician’s Assistant —B.M.S.C. Pennsylvania native. 
Four years experience. Desires position with medical center or 
rural physician providing primary care in Pennsylvania. For re¬ 
sume write or call Robert Pyle, 1028 Mell Ave., Clarkston, GA; 
30021; (404) 292-0494. 

If You Need —A partner or associate; a physician to continue your 
practice upon your retirement; or a specialty physician for your 
hospital staff, contact PMS Physician Placement Service, Donna 
F. Wenger, Assistant Director Educational Activities, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., Lemoyne, PA 17043; (717) 
763-7151. 

FOR SALE 

Office Space —New professional building, suburban Pittsburgh, 
Bethel Park, PA. Ideal for pediatrician or other physician. Approx¬ 
imately 3,000 square feet available January 1. Call (412) 833-6188. 

Active Eye Clinic —With 30 years background. Suitable as asso¬ 
ciate clinic for large medical institution or large industrial com¬ 
plex, also for HMO complex. Available at once. Call (215) 425- 
8343. 

MISCELLANEOUS 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 143 North 9th St., Lebanon, PA 
17042. Telephone (717) 274-3919. 

CONTINUING EDUCATION 

Office Management of Gastrointestinal Disorders —November 
13-15, 1978. Marriott Motor Hotel, Philadelphia. Sponsored by 
Hahnemann Medical College. AMA, AAFP, and ACGP accredited. 
For information: Harris R. Clearfield, M.D., Program Director, 
Hahnemann Medical College, 230 N. Broad St., Philadelphia, PA 
19102; (215) 448-8101. 


Emergency Medicine 
Practice Tract Program 


New opportunity to combine FFS clinical activity and 
formalization of continuing education: 

Career oriented emergency physicians combine FFS 
clinical activities in the Philadelphia area with docu¬ 
mented CME credits via the Practice Tract Program. Also 
receive ACLS certification of procedures leading to ap¬ 
plication for board examination in emergency medicine. 
Competitive minimum guarantee and potential clinical 


medical school faculty appointments available. Continu¬ 
ing education credits awarded through the Emergency 
Medicine Residency Program at Medical College of 
Pennsylvania. 

Contact EMSS, Inc., (215) 242-4707, or send CV to 
Richard J. Murphy, M.D., or David K. Wagner, M.D., 
Emergency Medical Specialty Services, Inc., PO Box 
192, Flourtown, PA 19031. 
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obituaries 


• Indicates membership in the Pennsylvania Society at time of death. 


• Simon Ball, Philadelphia; Temple University School of Medi¬ 
cine, 1926; age 76; died May 2, 1978. He had served as team doctor 
for the Philadelphia Warriors and 76ers and had been chief of the 
ear, nose, and throat department at Einstein Medical Center’s 
Northern Division and associate professor of otolaryngology at 
Hahnemann Medical College and the University of Pennsylvania 
School of Medicine. 

• Malcolm J. Borthwick, Shavertown; Jefferson Medical Col¬ 
lege, 1933; age 71; died May 10, 1978. 

• Samuel Baron, Philadelphia; Jefferson Medical College, 1917; 
age 85; died February 2, 1978. 

• Elvin J. Bateman, Ligonier; Ohio State University College of 
Medicine, 1920; age 82; died April 12, 1978. He had practiced 
obstetrics and gynecology. 

• Joseph G. Buchert, Philadelphia; Jefferson Medical College, 
1936; age 67; died June 13, 1978. He was a general practitioner 
who had served as a flight surgeon during World War II. 

• John C. Burns, Glenside; Temple University School of Medi¬ 
cine, 1925; age 77; died April 6, 1978. Dr. Burns had practiced 
medicine and surgery in Wyncote and Jenkintown until his re¬ 
tirement in 1973. 

• James F. Cipoletti, Jr., Washington; West Virginia Univer¬ 
sity School of Medicine, 1971; age 34; died June 7, 1978. He had 
practiced internal medicine, specializing in rheumatology. 

• Joseph N. Grossman, Philadelphia; Temple University School 
of Medicine, 1935; age 68; died February 27, 1978. 

• Elwyn L. Heller, Rockwood; University of Pittsburgh School of 
Medicine, 1936; age 67; died April 15, 1978. He had served as 
associate professor of pathology at the University of Pittsburgh 
School of Medicine. 

• Andrew B. Hesz, Sewickly; age 61; died June 18,1978. He had 
been associate chief of staff for ambulatory care at the Veterans 
Administration Hospital, and had served on the staff for 18 years. 

• Ladd E. Hoover, Doylestown; University of Nebraska College 
of Medicine, 1926; age 75; died December 26, 1977. 

• James B. Jamison II, Beaver Falls; Jefferson Medical College, 
1950; age 51; died April 9,1978. Dr. Jamison had practiced urology 
in Beaver Falls for 20 years. 

• Rolf E. Johnson, Nazareth; Duke University School of Medi¬ 
cine, 1940; age 63; died April 1, 1978. Dr. Johnson had practiced 
orthopedic surgery in Easton for 31 years. 

• Arthur L. Koven, Hazleton; Louisiana State University School 
of Medicine, 1942; age 63; died May 21, 1978. 

• John H. Lapsley, Indiana; Temple University School of Medi¬ 
cine, 1930; age 75; died March 21, 1978. Dr. Lapsley had been 
chairman of obstetrics at Indiana Hospital from 1957 to 1973 and 
had served as president of the hospital staff in 1947 and staff 
representative to the board of trustees in 1953. 

• John W. Larson, Meadville; Temple University School of Medi¬ 
cine, 1944; age 60; died April 14, 1978. Dr. Larson served as 
medical director of the Erie County Department of Health at the 
time of his death. 


• William A. Lell, Chestnut Hill Village; University of Rochester 
School of Medicine, 1931; age 76; died May 1, 1978. Dr. Lell had 
been chairman of broncho-esophagology and laryngeal surgery at 
Pennsylvania Hospital from 1940 to 1965 and had taught the 
subject at the University of Pennsylvania School of Medicine for 25 
years. 

• Adam O. Malz, Philadelphia; University of Lwow, Poland, 
1939; age 63; died April 16,1978. Dr. Malz had practiced obstetrics 
and gynecology in Philadelphia since 1969. 

• Stanley B. Morgenlander, Pittsburgh; Long Island College of 
Medicine, 1944; age 57; died May 24, 1978. 

• Thomas V. Murray, Sharon; Temple University School of Med¬ 
icine, 1938; age 64; died May 11, 1978. Dr. Murray retired from 
private surgery practice in 1975, after which he assumed full 
duties as first medical director of Sharon General Hospital. 

• Edith E. Nicholls, Gainesville, Florida; Yale University School 
of Medicine, 1926; age 81; died March 1978. 

• Albert A. Novak, Astatula, Florida; Medico-Chi College of 
Philadelphia, 1915; age 86; died March 13,1978. He had practiced 
family medicine in the Beaverdale area. 

• Abraham M. Ornsteen, Philadelphia; University of Pennsyl¬ 
vania School of Medicine, 1917; age 83; died April 28, 1978. Dr. 
Ornsteen, emeritus professor of neurology at the University of 
Pennsylvania School of Medicine, was past chairman of the medi¬ 
cal advisory board of the national Multiple Sclerosis Society. 

• Charles F. Posey; Temple University School of Medicine, 1934; 
age 74; died May 4, 1978. 

• Allan G. Rewbridge, Naples, Florida; Harvard Medical 
School, 1926; age 76; died May 9, 1978. 

• Henry Sigmond, Melrose Park; University of Pennsylvania 
School of Medicine, 1928; age 75; died May 1, 1978. Dr. Sigmond, 
an orthopedic surgeon, was a staff member at Einstein Medical 
Center and Thomas Jefferson University, Rolling Hill, and John F. 
Kennedy hospitals. 

• Henry O. Sloane, Deerfield Beach, Florida; University of Mary¬ 
land School of Medicine, 1911; age 92; died April 4, 1978. He had 
practiced ophthalmology in Philadelphia for more than 50 years. 

• Charles N. Sturtevant, Braintree, Massachusetts; graduated 
1907; age 94; died May 20, 1978. 

• George J. Thomas, Pittsburgh; Ohio State University School 
of Medicine, 1923; age 82; died May 27, 1978. He was an interna¬ 
tionally known anesthesiologist who pioneered safety measures 
for operating rooms. Dr. Thomas had been chairman of anes¬ 
thesiology at the University of Pittsburgh School of Medicine and 
director of anesthesia at St. Francis Hospital in Lawrenceville. 

• Charles A. W. Uhle, Hockessin, Delaware; University of Penn¬ 
sylvania School of Medicine, 1930; age 74; died June 4, 1978. 

• Richard K. D. Watanabe; North Hills; age 56; died March 14, 
1978. 

• Edward G. Werhun, Wilkes Barre; Jefferson Medical College, 
1956; age 48; died May 1, 1978. 

• Charles H. Yeutter, Philadelphia; Temple University School of 
Medicine, 1933; age 70; died April 19, 1978. He had practiced 
family medicine in the Frankford area for 45 years. 
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Librium 


chlordiazepoxide HO.VRoche 



□ Proven antianxiety performance 

□ An unsurpassed safety record 

□ Predictable patient response 

□ Minimal effect on mental acuity at 
recommended doses 

□ Minimal interference with many 
primary medications, such as antacids, 
anticholinergics, diuretics, cardiac 
glycosides and antihypertensive agents 


Before prescribing, please consult complete product infor¬ 
mation, a summary of which follows: 

Indications: Relief of anxiety and tension occurring alone 
or accompanying various disease states. Efficacy beyond 
four months not established by systematic clinical studies. 
Periodic reassessment of therapy recommended. 

Contraindications: Patients with known hypersensitivity 
to the drug. 

Warnings: Warn patients that mental and/or physical abil¬ 
ities required for tasks such as driving or operating ma¬ 
chinery may be impaired, as may be mental alertness in chil¬ 
dren, and that concomitant use with alcohol or CNS depres¬ 
sants may have an additive effect. Though physical and psy¬ 
chological dependence have rarely been reported on recom¬ 
mended doses, use caution in administering to addiction- 
prone individuals or those who might increase dosage; with¬ 
drawal symptoms (including convulsions), following discon¬ 
tinuation of the drug and similar to those seen with barbi¬ 
turates, have been reported. 

Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided be¬ 
cause of increased risk of congenital malformations as 
suggested in several studies. Consider possibility of 
pregnancy when instituting therapy; advise patients 
to discuss therapy if they intend to or do become 
pregnant. 

Precautions: In the elderly and debilitated, and in chil¬ 
dren over six, limit to smallest effective dosage (initially 10 
mg or less per day) to preclude ataxia or oversedation, in¬ 
creasing gradually as needed and tolerated. Not recom¬ 
mended in children under six. Though generally not recom¬ 
mended, if combination therapy with other psycho¬ 
tropics seems indicated, carefully consider individual phar¬ 
macologic effects, particularly in use of potentiating drugs 
such as MAO inhibitors and phenothiazines. Observe usual 
precautions in presence of impaired renal or hepatic func¬ 
tion. Paradoxical reactions (e^g^, excitement, stimulation and 


acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of impending de¬ 
pression; suicidal tendencies may be present and protective 
measures necessary. Variable effects on blood coagulation 
have been reported very rarely in patients receiving the drug 
and oral anticoagulants; causal relationship has not been es¬ 
tablished clinically. 

Adverse Reactions: Drowsiness, ataxia and confusion 
may occur, especially in the elderly and debilitated. These 
are reversible in most instances by proper dosage adjust¬ 
ment, but are also occasionally observed at the lower dos¬ 
age ranges. In a few instances syncope has been reported. 
Also encountered are isolated instances of skin eruptions, 
edema, minor menstrual irregularities, nausea and constipa¬ 
tion, extrapyramidal symptoms, increased and decreased 
libido—all infrequent and generally controlled with dosage re¬ 
duction; changes in EEG patterns (low-voltage fast activity) 
may appear during and after treatment; blood dyscrasias (in¬ 
cluding agranulocytosis), jaundice and hepatic dysfunction 
have been reported occasionally, making periodic blood 
counts and liver function tests advisable during protracted 
therapy. 

Usual Daily Dosage: Individualize for maximum beneficial 
effects. Oral—Adults: Mild and moderate anxiety and ten¬ 
sion, 5 or 10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg 
t.i.d. or q.i.d. Geriatric patients: 5 mg b.i.d. to q.i.d. (See 
Precautions.) 

Supplied: Librium ® (chlordiazepoxide HCI) Capsules, 5 
mg, 10 mg and 25 mg—bottles of 100 and 500; Tel-E-Dose ® 
packages of 100, available in trays of 4 reverse-number¬ 
ed boxes of 25, and in boxes containing 10 strips of 10; 
Prescription Paks of 50, available singly and in trays 
of 10. Libritabs ®(chlordiazepoxide) Tablets, 5 mg, 

10 mg and 25 mg—bottles of 100 and 500. With re¬ 
spect to clinical activity, capsules and tab¬ 
lets are indistinguishable. 



synonymous with relief of anxiety 



Roche Products Inc. 
Manati, Puerto Rico 00701 



Please see following page. 
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When cystitis recurs... Bactrim 

fights uropathogens 



at 3 important sites 


the Bactrim 
three-system 
counterattack... 



© urinary tract 


Bactrim provides high antimicrobial levels 
in the urine and a high degree of clinical 
efficacy. Its spectrum includes the uropatho- 
gens most often encountered in recurring 
urinary tract infections :E.coli, Klebsiella- Entero 
bacter and Proteus mirabilis, 
vulgaris and morganii. 

© vaginal tract 

Bactrim combats uropatho- 
gens colonizing the vaginal 
introitus, a source of urethral 
contamination and subsequent 
cystitis. Its trimethoprim component 
diffuses into vaginal fluid in effective 
concentrations, thus combating migra 
tion of urinary pathogens into the 
urinary system. 

© lower 
intestinal tract 

Bactrim markedly reduces the 
colonic reservoir of uropathogens 
with negligible emergence of resis¬ 
tance. Moreover, Bactrim rarely causes 
adverse effects on the balance of colonic 
flora...seldom causes mondial overgrowth often 
associated with many antibiotics. 


to clear her 
infection and 


BACTRIM DS 


DOUBLE 

STRENGTH 

TABLETS 


Combat reinfecting (160 mg trimethoprim and 800 mg sulfamethoxazole) / 

organisms jUST one tablet b.i.d. for to to 14 days \ 


boche) 


Please see summary of product information on next page. 

















When 

cystitis 

recurs.. 


Before prescribing, please consult complete product information, a sum¬ 
mary of which follows: 

Indications and Usage: For the treatment of urinary tract infections due to 
susceptible strains of the following organisms: Escherichia coli, Klebsiella- 
Enterohacter, Proteus mirabilis, Proteus vulgaris, Proteus morganii. It is recom¬ 
mended that initial episodes of uncomplicated urinary tract infections be 
treated with a single effective antibacterial agent rather than the combina¬ 
tion. Note: The increasing frequency of resistant organisms limits the usefulness 
of all antibacterials, especially in these urinary tract infections. 

Also for the treatment of documented Pneumocystis carinii pneumonitis.To 
date, this drug has been tested only in patients 9 months to 16 years of age 
who were immunosuppressed by cancer therapy. 

The recommended quantitative disc susceptibility method (Federal Register, 

37: 20527-20529, 1972) may be used to estimate bacterial susceptibility to 
Bactrim. A laboratory report of “Susceptible to trimethoprim-sulfamethoxazole” 
indicates an infection likely to respond to Bactrim therapy. If infection is confined 
to the urine, “Intermediate susceptibility" also indicates a likely response. “Resis¬ 
tant” indicates that response is unlikely. 

Contraindications: Hypersensitivity to trimethoprim or sulfonamides: pregnancy; 
nursing mothers; infants less than two months of age. 

Warnings: Deaths from hypersensitivity reactions, agranulocytosis, aplastic 
anemia and other blood dyscrasias have been associated with sulfonamides. 
Experience with trimethoprim is much more limited but occasional interference 



DOUBLE 

STRENGTH 

TABLETS 


(160 mg trimethoprim and 800 mg sulfamethoxazole) 


fights 

uropathogens 
at 3 important 
sites 


□ Highly effective against most uri¬ 
nary invaders 

□ Indicated even in presence of 
structural abnormalities and ves¬ 
icoureteral reflux (so clinically signifi¬ 
cant in children) 

□ Indicated in patients as young as 
two months of age 

□ Dual action minimizes microbial 
resistance 

□ Generally well tolerated, with or 
without food 

□ Easy-to-follow b.i.d. dosage 
schedule 

□ During therapy, maintain ade¬ 
quate fluid intake; perform frequent 
CBC’s and urinalyses with micro¬ 
scopic examination 

□ Contraindicated during pregnancy 
and the nursing period, in patients 
hypersensitive to its components 
and in infants under 2 months of age 



Roche Laboratories 

Division of Hoffmann-La Roche Inc 

Nutley, New Jersey 07110 


with hematopoiesis has been reported as well as an increased incidence of 
thrombopenia with purpura in elderly patients on certain diuretics, primarily 
thiazides. Sore throat, fever, pallor, purpura or jaundice may be early signs of 
serious blood disorders. Frequent CBC's are recommended; therapy should be 
discontinued if a siqnificantly reduced count of any formed blood element is 
noted. 

Precautions: Use cautiously in patients with impaired renal or hepatic function, 
possible folate deficiency, severe allergy or bronchial asthma. In patients with 
glucose-6-phosphate dehydrogenase deficiency, hemolysis, frequently dose- 
related, may occur. During therapy, maintain adequate fluid intake and perform 
frequent urinalyses, with careful microscopic examination, and renal function 
tests, particularly where there is impaired renal function. 

Adverse Reactions: All major reactions to sulfonamides and trimethoprim are 
included, even if not reported with Bactrim. Blood dyscrasias: Agranulocytosis, 
aplastic anemia, megaloblastic anemia, thrombopenia, leukopenia, hemolytic 
anemia, purpura, hypoprothrombinemia and methemoglobinemia. Allergic reac¬ 
tions: Erythema multiforme, Stevens-Johnson syndrome, generalized skin erup¬ 
tions, epidermal necrolysis, urticaria, serum sickness, pruritus, exfoliative der¬ 
matitis, anaphylactoid reactions, periorbital edema, conjunctival and scleral injec¬ 
tion, photosensitization, arthralgia and allergic myocarditis. Gastrointestinal reac¬ 
tions: Glossitis, stomatitis, nausea, emesis, abdominal pains, hepatitis, diarrhea 
and pancreatitis. CNS reactions: Headache, peripheral neuritis, mental depres¬ 
sion, convulsions, ataxia, hallucinations, tinnitus, vertigo, insomnia, apathy, 
fatigue, muscle weakness and nervousness. Miscellaneous reactions: Drug fever, 
chills, toxic nephrosis with oliguria and anuria, periarteritis nodosa and L.E. phe¬ 
nomenon. Due to certain chemical similarities to some goitrogens, diuretics 
(acetazolamide, thiazides) and oral hypoglycemic agents, sulfonamides have 
caused rare instances of goiter production, diuresis and hypoglycemia in pa¬ 
tients; cross-sensitivity with these agents may exist. In rats, long-term therapy with 
sulfonamides has produced thyroid malignancies. 

Dosage: Not recommended for infants less than two months of age. 

Urinary tract infections: Usual adult dosage—1 DS tablet (double strength), 

2 tabjets (single strength) or 4 teasp. (20 ml) b.i.d. for 10-14 days. 

Recommended dosage for children—8 mg/kg trimethoprim and 40 mg/kg sul¬ 
famethoxazole per 24 hours, in two divided doses for 10 days. A guide follows: 
Children two months of age or older: 

Weight Dose—every 12 hours 


lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp. (5 ml) 

Vz tablet 

40 

18 

2 teasp. (10 ml) 

1 tablet 

60 

27 

3 teasp. (15 ml) 

1 Vz tablets 

80 

36 

4 teasp. (20 ml) 

2 tablets or 
1 DS tablet 


For patients with renal impairment: 

Creatinine 

Recommended 

Clearance (ml/min) 

Dosage Regimen 

Above 30 

Usual standard regimen 

15-30 

Vz the usual regimen 

Below 15 

Use not recommended 


Pneumocystis carinii pneumonitis: Recommended dosage: 20 mg/kg trimetho¬ 
prim and 100 mg/kg sulfamethoxazole per 24 hours in equal doses every 6 hours 
for 14 days. See complete product information for suggested children's dosage 
table. 

Supplied: Double Strength (DS) tablets, each containing 160 mg trimethoprim 
and 800 mg sulfamethoxazole, bottles of 100; Tel-E-Dose® packages of 100; 
Prescription Paks of 20. Tablets, each containing 80 mq trimethoprim and 400 mg 
sulfamethoxazole—bottles of 100 and 500; Tel-E-Dose !< packages of 100; 
Prescription Paks of 40, available singly and in trays of 10. Oral suspension, 
containing in each teaspoonful (5 ml) the equivalent of 40 mg trimethoprim and 
200 mg sulfamethoxazole, fruit-licorice flavored—bottles of 16 oz (1 pint). 
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PMS HOUSE OF DELEGATES The 1978 Annual Session of the PMS House of Delegates will convene at 
TO MEET IN LANCASTER 10 a.m., Monday, October 30, 1978 in the Baroque Ballroom of the Host 

Farm Resort Motel, Lancaster. Most councilor districts will caucus at 
9 a.m. A delegates' buffet luncheon will be served following the 
opening session. Open hearings of reference committees will be held 
beginning at 1:30 p.m. Monday afternoon. All members are welcome to 
testify on issues under reference committee consideration. Delegates 
will receive the new Official Reports Book and other items for con¬ 
sideration the second week in October. The following resolutions were 
submitted by press time: 

78-1: Revision of PMS Constitution and Bylaws. Asks the House to 
authorize a complete revision, possibly including a combining of the 
documents. 

78-2: Medical School Delegate Expense. Calls on PMS to provide up to 
$300 per delegate to finance student delegates from Pennsylvania medical 
schools to the American Medical Student Association. 

78-3: Medical Student Membership. Would establish a student membership 
category. 

78-4: Terms of Office—Board of Trustees. Would limit the term of 
office of trustees to three years, with a limit of two consecutive 
terms. 

78-5: Pennsylvania Senate Bill 1266. Asks PMS support for continuation 
of the nonreplacement fee in blood transfusions. 

78-6: Minimum Standards for Mental Health Services. Calls for the 
establishment of minimum standards of care and nonparticipation by 
physicians in a delivery system that does not meet the minimum. 

78-7: Better Involvement of PMS Membership in Making Decisions of Far- 
Reaching Consequence. Calls on the Board to make more effort to 
determine member sentiment before making decisions of far-reaching 
consequence. 

78-8: Collateral Benefits in Medical Liability Actions. Calls for 
revision of the law to permit use of collateral benefits of the 
plaintiff as evidence in medical malpractice cases. 

78-9: Taxing Unsuccessful Plaintiffs. Endorses the concept of assessing 
plaintiffs for the costs of a successful defense in medical malpractice 
cases. 

78-10: PMS Involvement in the Regulatory Process. Calls for guberna¬ 
torial and legislative candidates to commit themselves to bringing 
order to the regulatory process. 

78-11: Setting HMO Premiums through Competition. Asks the legislature 
to assure that HMO premiums will not be forced below market levels by 
administrative or regulatory means. 

78-12: Suggested Hospital Planning Concepts. Asks public planning 
bodies to give reasonable consideration to the problems of the number 
of hospital beds and the obstacles to proper operation of the market 
mechanism. 
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ANNUAL STATE DINNER 
SITE OF HONORS, AWARDS 


COURT UPHOLDS SUSPENSION 
OF DR. McCOY'S LICENSE 


STATE MD LICENSE 
RENEWALS DUE 


PHILADELPHIA PAC HOLDS 
CANDIDATES EVENING 


PUBLIC HEALTH SERVICE 
RECOMMENDS ON INFLUENZA 


78-13: Standards for Hospital Waiting Lists. Asks that before it is 
concluded that hospital bed capacity should be reduced, mechanisms be 
established to develop standards for providing hospital beds based on 
patients' needs. 

The Society's 31st Annual State Dinner is scheduled for Tuesday, 

October 31, 1978 at the Host Farm Resort Motel, Lancaster. All members 
are invited to attend as the Society installs John B. Lovette, MD, as 
president; and awards the past president's medal to John V. Blady, MD, 
and plaques to Board of Trustees members George A. Rowland, MD, who is 
retiring, and William C. Ryan, MD, who is resigning. Henry L. Bockus, 

MD, Philadelphia gastroenterologist, will receive the Society's Dis¬ 
tinguished Service Award. The reception is at 7 p.m.; dinner at 8 p.m. 
Tickets are $18 for those not registered at the Host Farm. Registered 
guests will pay a $10 surcharge in addition to the daily rate for the 
American plan. 

Commonwealth Court has upheld the State Board of Medical Education and 
Licensure which two years ago suspended the medical license of Orlo G. 
McCoy, MD, of Bradford County, for his refusal to carry malpractice 
insurance. This is the State Society's test case of the mandatory 
insurance provision of Pennsylvania's medical malpractice law. The 
decision has been appealed to the Pennsylvania Supreme Court. The stay 
on Dr. McCoy's license suspension continues pending the appeal. 

The State Board of Medical Education and Licensure will mail biennial 
renewals to all doctors of medicine holding Pennsylvania licenses on 
October 19. A $75 renewal fee is required. Again this year a question¬ 
naire will accompany the renewal. The new, improved questionnaire 
supplies raw data for the PMS Commission on Manpower in its studies and 
recommendations. 

The Philadelphia Political Action Committee invites all members of the 
Philadelphia County Medical Society, their spouses, and guests to 
participate in a National Legislative Candidates Evening at 7:30 p.m., 
October 23, 1978 at the Philadelphia County Medical Society Headquarters, 
2100 Spring Garden Street. A program allowing each candidate to make a 
brief presentation will be followed by a reception. RSVP 563-5343. 

The Advisory Committee on Immunization Practices of the U.S. Public 
Health Service has recommended an inactivated influenze vaccine for 
1978-79. It will consist of the influenza viruses expected to be 
prevalent and is recommended for all individuals 65 years of age and 
older and those of any age with chronic conditions of the heart, lung 
or kidneys, diabetes, or other metabolic illnesses. The recommenda¬ 
tions, derived from 1978 field trial observations, are summarized by 
age group below. 


Vaccine 





Number 

Formulation 

Age 

Product Type 


Dosage (ml) 

of Doses 

Adult* 

over 26 yrs. 

whole virion or 
subvirion (split 

virus) 

0.5 

1 

Youth** 

13-25 yrs. 

whole virion or 
subvirion (split 

virus) 

0.5 

2*** 


3-12 yrs. 

subvirion (split 

virus) 

0.25 

2*** 


6-35 mo.**** 

subvirion (split 

virus) 

0.15 

2*** 


*Contains 7 ug each of A/USSR/77, A/Texas/77, B/Hong Kong/72 
hemagglutinin antigens 

**Contains 20 ug A/USSR/77 and 7 ug each of A/Texas/77 and 
B/Hong Kong/72 hemagglutinin antigens 

***4 weeks or more between doses; both doses essential for good 
protection 

****Based on limited data. Since the likelihood of febrile 
convulsions is greater in this age group, special care 
should be taken in weighing relative risks and benefits. 
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newsfronts 


John B. Lovette, MD, to lead PMS as 129th president 



It took John B. Lovette only six 
years to complete work on his bac¬ 
calaureate and medical degrees. 
He worked in the coal mines of his 
native Cambria County while a 
student at St. Francis College, 
Loretto, to help his parents meet 
expenses. He did not have the ben¬ 
efit of the modern curriculum 
available in some of today’s accel¬ 
erated programs but relied on 
hard work and his will to complete 
his studies to achieve two four- 
year programs in six years. 

The Johnstown surgeon will be 
installed as the 129th president of 
the Pennsylvania Medical Society 
October 31, 1978 at the Society’s 
annual state dinner at the Host 
Farm Resort Motel, Lancaster. 
Earlier in the House of Delegates 
meeting, he intends to herald the 
dawn of a tenure without crisis, an 
unusual experience among recent 
PMS presidents. 

Dr. Lovette said it’s "good news” 
that the year ahead promises to be 
relatively calm. He believes the 
Society needs a quiet period in 
which to regroup, reorganize, and 
move on. 

He views the coming year as a 


time for affirming the State Soci¬ 
ety as the "voice of medicine” in 
Pennsylvania, the vehicle by 
which physicians are heard as 
health care issues emerge. 

"The Pennsylvania Medical So¬ 
ciety and physicians’ specialty 
societies in every state must join 
together to become directly in¬ 
volved in the problems of patient 
safety and risk management,” he 
said. "We must establish lead¬ 
ership through our professional 
organizations and in Pennsylva¬ 
nia this means our medical soci¬ 
ety. Fortunately, the Pennsylva¬ 
nia Medical Society Liability In¬ 
surance Company, which we suc¬ 
cessfully established this year, 
gives us for the first time the op¬ 
portunity to examine data on mal¬ 
practice first hand, and the poten¬ 
tial to reduce malpractice inci¬ 
dents to a minimum and to elimi¬ 
nate frivolous claims altogether.” 

Dr. Lovette also sees physicians, 
through their professional 
societies, as the leavening essen¬ 
tial to any national health insur¬ 
ance legislation. "The present pri¬ 
vate health insurance system 
must be maintained to provide 


Americans with a free choice re¬ 
garding medical care. My overrid¬ 
ing concern is the preservation of 
the private practice of medicine. 
We should use this crisis-free 
period to plan and ultimately 
achieve this goal.” 

Cost containment is an issue di¬ 
rectly tied to preservation of pri¬ 
vate practice, he believes. "PMS 
should urge physicians to pledge 
to keep fee increases to a point 
where the percentage of increase 
does not exceed the all services 
component of the consumers price 
index.” 

Twenty-five years of active ser¬ 
vice at all levels of organized med¬ 
icine led Dr. Lovette to the convic¬ 
tion that active county medical 
societies and strong grass roots 
support of the American Medical 
Association are essential to the 
success of all programs supported 
by physicians. 

"I point with pride to my own 
county medical society as an 
example of an active organization. 
We meet monthly, usually at din¬ 
ner, and from this regular coming 
together, often with spouses in¬ 
volved, has emerged joint and in¬ 
dividual commitment to support 
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the programs of the organization.” 

"Barney” Lovette became active 
in the Cambria County Medical 
Society early in his professional 
career, holding various offices in¬ 
cluding the presidency. He served 
as a delegate to the PMS House for 
12 years, until he was elected vice 
speaker. When his good friend, 
William Y. Rial, MD, of Swarth- 
more, resigned as speaker of the 
PMS House to become vice 
speaker of the AMA House of Del¬ 
egates, the PMS House unani¬ 
mously elected Dr. Lovette to suc¬ 
ceed him. He led the House of Del¬ 
egates, whose members came to 
know him well and respect him, 
through the early years of mal¬ 
practice crisis, and was elected 
vice president of the Society in 
1976. 

Dr. Lovette is as well known in 
the AMA House of Delegates as in 
its Pennsylvania counterpart. As 
vice chairman and chairman of the 
Pennsylvania Delegation, he 
helped to make the voice of Penn¬ 
sylvania heard in the AMA House, 
and led the delegation in its suc¬ 
cessful effort to elect George A. 
Rowland, MD, chairman of the 
PMS Board of Trustees, to the 
AMA Board of Trustees this past 
June. 

The pace John Lovette set for 
himself during his student days at 
St. Francis College and Pitt School 
of Medicine earned more for him 
than a medical degree predating 
his baccalaureate degree. He 
learned how to get jobs done. In 
addition to his activities in organ¬ 
ized medicine, Dr. Lovette has 
found time to fill a public lead¬ 
ership role. He is vice chairman of 
the Board of Trustees at St. Fran¬ 
cis College, on the Advisory Board 
of the University of Pittsburgh at 
Johnstown, and has been on the 
Board of Directors of the Chamber 
of Commerce. He is a member of 


the Greater Johnstown Commit¬ 
tee, was president of the Sun- 
nehanna Country Club, and is on 
the Advisory Board of the United 
States National Bank and the 
Board of Health, Westmont 
Borough. 

He served for nine years as a 
member of the Westmont-Hilltop 
School Board, and with his late fa¬ 
ther, then a retired school admin¬ 
istrator who was a member of the 
Spangler School Board, formed the 
only father/son school board team 
in the state. 

Dr. Lovette is a board certified 
general surgeon, a fellow of the 
American College of Surgeons, a 
member of the Pittsburgh Surgi¬ 
cal Society, a founding member of 
the Pennsylvania Thoracic Surgi¬ 
cal Society, and a fellow of the 
American College of Chest Physi¬ 
cians, The Royal Society of Medi¬ 
cine, and the Pan Pacific Surgical 
Association. 

A native of Hastings, in Cam¬ 
bria County, he interned at Con- 
emaugh Valley Memorial Hospi¬ 
tal in Johnstown, then served two 
years as a captain in the Army 
Medical Corps. He spent a year in 
the surgical division of the Grad¬ 


uate School of Medicine at the 
University of Pennsylvania in 
1952-53, and three years as a 
teaching fellow in general surgery 
and as a research fellow in car¬ 
diovascular surgery at the Presby¬ 
terian University Hospital School 
of Medicine, University of Pitts¬ 
burgh. He is chairman of the De¬ 
partment of Surgery at Mercy 
Hospital, Johnstown. He was 
chairman of the department and is 
now a surgical section chief at 
Conemaugh Valley Memorial 
Hospital, Johnstown. Six other 
hospitals benefit from his affilia¬ 
tion as a consultant or courtesy 
staff member. 

Dr. Lovette and his wife, Kate, 
have a close family relationship 
with their four sons, all of whom 
are pursuing professions. Daniel, 
an attorney, and John B., II, a den¬ 
tist, have established practices in 
Johnstown. Michael is in his third 
year at Temple University School 
of Dental Medicine, and David, 
having earned a B.A. degree at St. 
Francis College, is a first year stu¬ 
dent at the Temple School of 
Pharmacy. There are three grand¬ 
children, Leigh Anne, Kara, and 
Katie. 



Mrs. Manuel A. Bergnes (above right), Norristown, president of the American Medical 
Association Auxiliary, and Mrs. Howard F. Conn (above left), Uniontown, president elect 
of the Pennsylvania Medical Society Auxiliary, have key roles at the Auxiliary’s conven¬ 
tion in Lancaster October 29-November 1. An address by Mrs. Bergnes to the PMS House 
of Delegates and installation of Mrs. Conn as the 55th PMSA president will highlight the 
Auxiliary convention which is being held in conjunction with the 1978 Session of the 
State Society’s House of Delegates. 
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State dinner honoree 


Dr. Bockus named for PMS Distinguished Service Award 


Henry L. Bockus, MD, of 
Philadelphia, world renowned 
specialist in gastrointestinal dis¬ 
eases, will become the eighth re¬ 
cipient of the State Society’s Dis¬ 
tinguished Service Award at the 
State Dinner Tuesday, October 31, 
in Lancaster. The award, in the 
form of a medallion, will be 
presented "in recognition of 
meritorious service in the science 
and art of medicine and for a pub¬ 
lic life and activities which reflect 
great credit on the profession.” 

Long dedicated to the idea that 
cooperation among medical men of 
many nations will promote world 
peace, Dr. Bockus in 1958 helped 
to found the World Organization of 
Gastroenterology and served as 
the organization’s first president 
from 1958 to 1962. In addition, Dr. 


A clearinghouse for post¬ 
graduate education opportunities 
for emergency care physicians in 
Pennsylvania has been organized 
by the Philadelphia Health Man¬ 
agement Corporation (PHMC) 
under a grant from the state De¬ 
partment of Health and the Penn¬ 
sylvania Emergency Health Ser¬ 
vices Council. 

The clearinghouse documents 
continuing medical education op¬ 
portunities at hospitals, through 


Members of the Pennsylvania 
Lung Association, the Pennsylva¬ 
nia Thoracic Society, and the 
Pennsylvania staff of the Con¬ 
gress of Lung Association recently 
held their 86th annual meeting in 
Philadelphia. 

Officers for 1978-79 elected by 
the PLA are: Gerold J. Effinger, 
M.D., Penndel, president; Russell 
C. Appier, Paoli, first vice presi¬ 
dent; Richard I. Weller, Ph.D., 


Bockus has served as chairman of 
the board of MEDICO (a service of 
CARE), the Medical International 
Cooperation group formed by the 
late Dr. Thomas Dooley and Peter 
Comandurus. 

Dr. Bockus also is honorary 
president of the Bockus Interna¬ 
tional Society of Gastroenterol¬ 
ogy, a group made up of 325 spe¬ 
cialists in 21 countries. All mem¬ 
bers are former pupils of Dr. Boc¬ 
kus at the University of Pennsyl¬ 
vania Graduate School of Medi¬ 
cine, where he is emeritus profes¬ 
sor of medicine and gastroenterol¬ 
ogy. 

While establishing a distin¬ 
guished career at the School of 
Medicine and Graduate Hospital, 
Dr. Bockus wrote a definitive 
three-volume text on gastroen- 


organizations, and in other re¬ 
lated institutions in the state that 
serve the needs of emergency 
physicians. The free information 
is summarized in calendar form 
listing programs by region and 
date. 

Physicians are invited to in¬ 
quire to: Clearinghouse, c/o 
Philadelphia Health Manage¬ 
ment Corporation, 530 Walnut 
Street,. Philadelphia, PA 19106; 
(215) 629-8252. 


Edinboro, second vice president; 
Annette A. Antoun, Harrisburg, 
secretary; and Geneva S. Klinger, 
Palmyra, treasurer. 

Thoracic society officers are: 
Robert F. Johnston, M.D., 
Philadelphia, president; Fred¬ 
erick L. Jones, Jr., M.D., Dan¬ 
ville, president elect; Sukhdev S. 
Grover, M.D., Pittsburgh, vice 
president; and G. William Atkin¬ 
son, M.D., secretary-treasurer. 


terology which has been trans¬ 
lated into several foreign lan¬ 
guages. It is now in its third edi¬ 
tion. He has written more than 
170 scientific and clinical medical 
articles and is a member of the edi¬ 
torial boards of several medical 
publications. 

He has received many awards 
and honors, including the Distin¬ 
guished Service Award of the 
American Medical Association in 
1970, the Strittmatter Award of 
the Philadelphia County Medical 
Society in 1957, the Caldwell 
Medal of the American Roentgen 
Ray Society in 1950, and an hon¬ 
orary fellowship of the Royal Soci¬ 
ety of Medicine in London. In addi¬ 
tion, ten South and Central Amer¬ 
ican countries and several in 
Europe and Asia have honored Dr. 
Bockus. 

Henry Bockus began his career 
in 1917 as a graduate of Jefferson 
Medical College. He performed his 
internship at St. Luke’s Hospital 
in Bethlehem and a residency in 
internal medicine (gastroenterol¬ 
ogy) at Lenox Hill Hospital in New 
York City. His long association 
with the University of Pennsylva¬ 
nia Graduate School of Medicine 
and Graduate Hospital culmi¬ 
nated in his chairmanship of the 
university’s department of inter¬ 
nal medicine and gastroenterol¬ 
ogy. 

Dr. Bockus is married to the 
former Rosalynd Foss and they 
have a daughter, Barbara Ann 
Aponte. The Bockuses reside at 
Rittenhouse Square in Philadel¬ 
phia. 

Dr. Bockus was selected unani¬ 
mously to receive the award by a 
special committee of the Board of 
Trustees. Committee members 
are: A. Reynolds Crane, MD, 
chairman; William J. Kelly, MD; 
and David S. Masland, MD. 


Emergency education clearinghouse formed 


Related associations name officers 


8 


Pennsylvania Medicine, October 1978 



Legal counsel reports 


Peer Review proceedings protected by decision 

Fred Speaker, Esq. 


Protection of peer review pro¬ 
ceedings has just been won in a 
federal appellate court. In an opin¬ 
ion first published at the end of 
April 1978, the U.S. Court of Ap¬ 
peals for the Third Circuit (which 
includes Pennsylvania) upheld 1 
the provisions of an Ohio statute 2 
that is strikingly similar to Penn¬ 
sylvania’s Peer Review Protection 
Act. 3 

The case involved claims by a 
neurosurgeon of defamation and 
tortious interference with profes¬ 
sional relations against two 
physicians who allegedly made 
statements to members of hospital 
staffs which resulted in refusal or 
limitation of hospital privileges. 
The plaintiff tried to take the 
depositions of six physicians and 
two hospital administrators, all of 
whom sought the protection of the 
Ohio statute. 

After disposing of complex legal 
questions involving the choice of 
what law to apply and whether the 
Ohio statute could be applied ret¬ 
roactively, the Court considered 
whether the statute: (1) protected 
statements made during hospital 
staff privileges review of an appli¬ 
cation for membership; and (2) 
was constitutional. The Court an¬ 
swered each question affirmative¬ 
ly- 

Addressing the plaintiffs ar¬ 
gument that the statute grew out 
of the medical malpractice crisis 
and therefore had application only 
in such lawsuits, the Court 
nonetheless held that the statute 
"... is an explicit bar to the dis¬ 
covery of the proceedings of an 
Ohio committee reviewing an ap¬ 
plication for hospital staff privi¬ 
leges.” 4 

The Court also found no merit in 
the plaintiffs contention that the 


statute violated his due process 
rights: 

Plaintiff asserts that 
O.R.C. §2305.251 deprives 
him of material, necessary to 
establish his claims, effec¬ 
tively denying him access to 
the courts in violation of 
his Fifth and Fourteenth 
Amendments due process 
rights. Plaintiff argues that 
there is no compelling state 
interest served by the appli¬ 
cation of O.R.C. §2305.251 
sufficient to overrule his in¬ 
terest in obtaining informa¬ 
tion about the review com¬ 
mittee proceedings. 

The Ohio legislature has, 
however, concluded, presum¬ 
ably in that state’s best inter¬ 
est, that the deliberations of 


The author is a partner in the law firm of 
Pepper, Hamilton & Scheetz, which 
serves as the State Society’s legal 
counsel. 


medical review committees 
should be privileged. As one 
court has declared "[s]tate 
legislatures create privileges 
because a particular relation¬ 
ship is considered so valuable 
to society that it should be fos¬ 
tered by preserving the confi¬ 
dentiality of the relationship 
even though evidence which 
might aid in the quest for 
truth will be lost.” Baylor v. 
MacLing-Dugan Drug Com¬ 
pany, 57 F.R.D. 509,511 (N.D. 
Illinois 1972). 5 

Because the provisions of the 
Ohio statute are practically iden¬ 
tical to Pennsylvania’s, the opin¬ 
ion in this case from a court second 
only in stature in the federal sys¬ 
tem to the United States Supreme 
Court is most significant and help¬ 
ful. 

1 Samuelson v. Susen & Jannetta ,F.2d (No. 75-232, April 
21, 1978). 

2 Ohio Revised Code § 2305.251. 

3 63 P S. § 425.4 

4 Samuelson v. Susen & Jannetta, supra at p. 10. 

5 Id. at p. 11. 



State Society staff members received some “hands on” instruction in cardiopulmonary 
resuscitation by members of the Pennsylvania Chapter, American College of 
Emergency Physicians at Society headquarters on August 24 and 31. Paul Peindl, MD 
(above), of Beaver Falls, led the team of instructors at the first session. More than half 
the staff received American Heart Association certification in CPR following manual 
and written testing. 
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Office counseling 

Child abuse: psychological antecedents and sequelae 

Frederick J. Humphrey, II, DO 
Larry Ackerman, MD 
Evalyn Strickler, MSW 

The Child Protective Services Act requires physicians and other pro¬ 
fessionals to report cases of suspected child abuse. These authors 
share some insights regarding the identification and management of 
child abuse. This is the ninth article in the office counseling series, a 
project of the departments of psychiatry of Pennsylvania’s medical 
schools and the Pennsylvania Psychiatric Society. 


W ith Kempe’s publication in 1962 
of "The Battered Child Syn¬ 
drome,” 1 a new awareness and wide¬ 
spread interest in the problem of child 
abuse was stimulated. Many states 
promptly passed laws requiring that 
suspected child abuse be reported and 
that child protective services be 
formed within the community. In at¬ 
tempting to understand child abuse, 
many pediatricians and social work¬ 
ers emphasized the role of socio¬ 
economic factors and the resultant en¬ 
vironmental stress affecting parent- 
child interaction. 

A serious and common shortcoming 
in identifying and managing child 
abuse is the failure to recognize the 
psychological disturbances that are 
invariably found in the abusing par¬ 
ent and the abused child. Con¬ 
sequently child abuse is regarded 
simply as a matter of deficient parent¬ 
ing skills requiring only a supportive, 
educative approach. As helpful as 
such services may be, they tend to 
minimize the psychopathology that 
underlies the problem of child abuse. 
Recent studies conceptualize child 
abuse as the result of three factors: the 
parent’s abuse-prone personality, the 
child’s abuse-provoking character 
structure, and environmental stress. 

This paper reviews these etiologic 
factors and discusses the critical role 
of the physician in primary prevention 
and in diagnosis and management of 
child abuse. 

Antecedents 

Personality traits of the abuse- 
prone parent —In-depth evaluations 
of abusing parents reveal that abuse 
results from a severe dysfunction of 


parenting, and that in a significant 
number of cases the parents them¬ 
selves were abused severely as chil¬ 
dren. 2 As a result of their early child¬ 
hood experiences, the parents fre¬ 
quently have low self esteem and a 
poor self image, which is often coupled 
with emotional volatility, a low toler¬ 
ance for frustration, and poor impulse 
control. 

Abuse-prone parents, having expe¬ 
rienced psychological deprivation as 
children, look to their children to sup¬ 
ply the love and understanding they 
never received from their own par¬ 
ents. Thus they tend to "reverse roles” 
with their children, expecting to re¬ 
ceive emotional nurturance from 
them. When the infant, toddler, or 
preschooler frustrates them by appro¬ 
priately demanding love and requir¬ 
ing attention instead of fulfilling the 
parents’ need for support, the parents 
become angry, rejecting, and punitive. 

In scapegoating, the parents con¬ 
sciously or unconsciously identify the 
child as "bad” and thus the cause of 
family conflicts and discord. This is 
often the result of unconsciously iden¬ 
tifying the child with "bad” qualities 
they perceive in themselves. Through 
such labeling, the children are subject 
to severe discipline, at times outright 
abuse, even when their behavior does 
not warrant the treatment. The child 

Dr. Humphrey is vice chairman and 
head of the division of child psychiatry 
at the Pennsylvania State University 
College of Medicine, Hershey. Dr. Ac¬ 
kerman is an assistant professor and 
Ms. Strickler is an instructor in the uni¬ 
versity’s department of psychiatry. The 
authors have been involved actively in 
providing consultation to child abuse 
programs in central Pennsylvania. 


may come to represent a hated brother 
or sister, parent, current or previous 
spouse, or paramour. In cases of signif¬ 
icant marital discord, anger felt to¬ 
ward the spouse may be directed to the 
child. The parent may blame the child 
for the marital conflict and feel that 
the spouse would be more loving if the 
child did not continually cause prob¬ 
lems. 

The combination of scapegoating 
and role reversal in a parent who is 
emotionally volatile and has poor im¬ 
pulse control places the susceptible 
child at tremendous risk. A supportive 
approach that is primarily edu¬ 
cational does not deal with the under¬ 
lying problem. Even if reportable 
physical abuse stops, the child often 
continues to be abused emotionally; 
such abuse makes it probable that the 
child will eventually become an abus¬ 
ing parent, thus perpetuating and 
multiplying the problem in successive 
generations. 

Characteristics of the abuse-prone 
child —Any problem or defect in the 
child contributes to his being singled 
out as a scapegoat. Thus children who 
are mentally retarded, physically 
handicapped, have a delay in speech, 
or are physiologically hyperactive are 
more likely than their normal coun¬ 
terparts to be scapegoated and suffer 
the consequences of child abuse. 

Another critical dimension in child 
abuse is the child’s behavior and the 
way in which it triggers the abusive 
parental response. This factor is illus¬ 
trated by the sequence of events that 
sometimes occurs when an abused 
child has been "rescued” and placed in 
what previously had been considered a 
good foster home. In these cases, it is 
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commonly learned from the child, 
neighbors, or foster family that abuse 
has begun in the foster home. This ex¬ 
perience may be repeated in success¬ 
ive foster homes. In such situations it 
is obvious that the child’s behavior is a 
significant factor in precipitating the 
abuse. 

Psychotherapy of abused children 
reveals how the child’s repetitive and 
maladaptive behavior can contribute 
to child abuse within his family. This 
type of behavior may appear, for 
example, when the child whose pre¬ 
dominant experience has been that 
adults are non-giving and punitive is 
treated intermittently by the family 
with kindness and love. The previous 
maltreatment has caused the child to 
expect abuse and to build up anger, 
feelings which are unacceptable when 
he is being treated in a positive man¬ 
ner. By behaving in a negative way, 
the child elicits the family’s anger and 
in so doing creates a self-fulfilling 
prophecy in which he is able to dis¬ 
charge his anger overtly without ex¬ 
periencing inner conflict. 

The child’s repeated misbehavior 
can also be a way of reassuring himself 
that his parents are concerned. If, for 
instance, mother has been most in¬ 
volved with him when she is angry 
and least involved when he behaves 
well, acting out in "bad” ways may be 
the child’s way of maintaining the 
needed relationship with mother. 

Maladaptive behavior also may be a 
means of avoiding recognition of emo¬ 
tional needs, which are unacceptable 
because of the parent’s tendency to re¬ 
verse roles. The child who has learned 
that expression of his dependency 
needs has caused only pain in the past 
may be terrified of his wishes to be 


close and dependent. By misbehaving, 
and thereby provoking the parents’ 
anger, the child creates a situation in 
which he no longer wants to be depen¬ 
dent on his parents, who are again 
abusive and rejecting. In this way, he 
can more successfully suppress the 
wish to be close and dependent. 

Environmental factors —Environ¬ 
mental factors may play an important 
role in child abuse. Poverty and social 
isolation, for example, can aggravate 
the frustration of parenting adults, 
thereby increasing the possibility that 
they will strike out at a child who chal¬ 
lenges their authority or who adds 
more stress to an already volatile sit¬ 
uation. 

If either parent has a major psy¬ 
chiatric disorder, such as schizophre¬ 
nia, the likelihood of abuse is in¬ 
creased, for the parent’s perception of 
the child may be influenced by a 
psychotic, delusional process. This 
may also affect the parent’s ability to 
control impulses and to respond in a 
rational way to the child’s demands. 
Physical illness of one or both parents, 
which usually places significant emo¬ 
tional stress on the family, also con¬ 
tributes to abuse. 

Consistent lack of support on the 
part of one spouse or family member 
heightens the likelihood of abuse by 
contributing to a sense of isolation and 
loneliness in the remaining parent, 
who feels overwhelmed and resentful 
at having to take care of one or more 
children without relief or assistance. 
In such situations the parent may 
begin to see the child as the source 
of all his difficulty; the child is 
scapegoated and the parent avoids 
recognition of his role in his own 


problems. The abandoned parent may 
also displace his anger with the spouse 
or family onto the child. This anger is 
intensified when the child acts in a 
way similar to that of the spouse or 
family member who has abandoned 
them. 

Sequelae 

The physical sequelae of child abuse 
are recognized more easily by the 
physician than its emotional sequelae 
because the physical signs and 
symptoms are more easily observed. It 
is critical, however, for the physician 
to be sensitive and skilled in recogniz¬ 
ing the emotional sequelae of child 
abuse, which include a poor self im¬ 
age, acute anxiety states, difficulty in 
relating to others, and self-destructive 
behavior. 

The abused child typically has a 
poor self image. Over time, the child 
comes to accept the parents’ view of 
him as being "bad,” and often he feels 
that he deserves abuse. This negative 
self image often is accompanied by a 
significant impairment in the child’s 
overall functioning; in particular, it 
often interferes with his ability to 
learn in school. These children are in a 
state of chronic heightened anxiety 
that interferes with their ability to 
concentrate and develop learning 
skills. 

Children who are abused often ex¬ 
perience acute anxiety, bordering on 
panic, in situations that others would 
not consider threatening. They antici¬ 
pate criticism, rejection, and abuse 
from others to the degree that they 
panic when faced with even a mild re¬ 
buke, such as being corrected by a 
teacher. 
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Abused children usually show a 
significant impairment in their 
ability to relate to others. The experi¬ 
ence of growing up with an abusive 
family inhibits the development of 
basic trust, which then impairs ability 
to establish satisfying relationships 
with others outside the family unit. 

Statistics on the incidence of self- 
destructive behavior among abused 
children are alarming. A recently pub¬ 
lished study of physically abused chil¬ 
dren disclosed that 40 percent were 
self destructive or overtly suicidal. 3 

Emotional abuse 

Emotional abuse is similar to physi¬ 
cal abuse in that the child is re¬ 
peatedly and actively traumatized by 
the parents or guardians; verbal and 
emotional abuse can be just as 
traumatic as physically hurting the 
child. Physical and emotional abuse 
are often associated, but frequently 
remain undetected because the physi¬ 
cal abuse is not so severe that the child 
requires medical attention. A factor 
that has discouraged the reporting of 
emotional abuse is the difficulty in dif¬ 
ferentiating between disturbed be¬ 
havior in children due to emotional 
abuse and behavioral disorders caused 
by other factors. 

Emotional abuse is found in many 
forms. The emotionally abused child 
may be scapegoated to the degree that 
nothing he can do will be seen as 
"good” or acceptable to the parents. 
Parents also may emotionally trau¬ 
matize their children by subjecting 
them to unreasonable or sadistic 
punishments that clearly exceed the 
needs of any disciplinary system. Such 
punishment includes extreme ridicule 
or embarrassment. 

A child is emotionally abused when 
his parents are so detached and un- 
supportive that they severely criticize 
him when he goes to them for help. 
This is often the case when the parents 
view the child as being responsible for 
all of their problems and therefore as 
undeserving of their sympathy. 

Emotional injury also occurs when a 
parent covertly supports the child’s 
propensity for a particular behavior, 
but then severely punishes the child 
when he displays the behavior. For in¬ 
stance, some parents take a certain 
pride in the destructive or delinquent 


behavior of their child, yet severely 
and even sadistically punish the child 
when he is caught. 

Another type of psychological abuse 
occurs when parents repeatedly build 
up their child’s hopes only to dash 
them abruptly and traumatically. An 
example is the parent who is sepa¬ 
rated from a child, who promises that 
they will visit or do certain things to¬ 
gether, and then repeatedly and unac¬ 
countably fails to show up at the ap¬ 
pointed time, leaving the child con¬ 
fused and distraught. 

Finally a child is emotionally dam¬ 
aged by the parent who actively pre¬ 
vents the child from developing nor¬ 
mally by thwarting all attempts to 
separate and develop appropriate in¬ 
dependence from the family. 

Evaluation and treatment 

The primary care physician is in an 
optimum position for detecting cases 
of child abuse; not only is he most 
likely to encounter the overt signs of 
physical abuse, but his continuing in¬ 
teraction with the family allows him 
to recognize the more subtle indicators 
of emotional trauma. This ongoing 
contact with the family gives him a 
diagnostic advantage over emergency 
room and child welfare personnel, who 
most often see the child in single, iso¬ 
lated circumstances. Moreover the 
physician’s longitudinal perspective 
of the child’s behavior and the family’s 
interaction place him in a key position 
for preventing child abuse. He can 
intervene when the child’s behavior 
begins to be maladaptive and when 
family interaction appears to be dis¬ 
turbed and suggestive of potential 
child abuse. It is important to keep in 
mind, however, that primary preven¬ 
tion can be effected only when the 
physician carefully assesses for the 
emotional antecedents of child abuse 
rather than simply observing the 
presence of physical manifestations. 

If the physician feels that there is 
potential for child abuse within the 
family, he can intervene »with the fa¬ 
miliar counseling skills of problem 
identification, careful listening, 
clarification, education, guidance, and 
reassurance. He may also find it ap¬ 
propriate to refer the parents to Par¬ 
ents Anonymous or another suppor¬ 
tive group. 


When the physician suspects that 
the situation has evolved to a point at 
which the child is being abused, he is 
required by law to report both physical 
and emotional abuse to the county 
child welfare agency. The physician 
who reports child abuse is guaranteed 
anonymity and is not required to in¬ 
vestigate the situation further. 

When child abuse is strongly sus¬ 
pected or established, it is important 
that the child and family have a com¬ 
plete psychiatric evaluation and ap¬ 
propriate psychotherapeutic inter¬ 
vention. To neglect the psychological 
conflicts of the abusing parents is to 
rely on superficial change which may 
prevent further physical abuse but 
will not prevent further emotional 
abuse. If the child does not receive 
psychotherapy, the sequelae of child 
abuse will remain unaltered, which 
all too often means that the battered 
child becomes the abusing parent of 
the subsequent generation. 

Summary 

Child abuse constitutes a psychiat¬ 
ric emergency. It is far more than a 
socioeconomic problem requiring only 
supportive, educative management. It 
represents a serious psychiatric disor¬ 
der. The etiology varies; it may in¬ 
clude environmental factors, psycho¬ 
pathology in the parents that often 
stems from their own early develop¬ 
ment, and maladaptive behavior in 
the child that often precipitates and 
maintains the abuse. 

The family physician, by being sen¬ 
sitive to these factors, can detect the 
potential for physical and emotional 
abuse. In terms of primary prevention, 
the family physician’s role as a trusted 
advisor allows him to help the family 
develop appropriate childrearing and 
disciplinary methods. When abuse is 
evident, the family physician is in a 
unique position to support the family 
in obtaining the needed psychiatric 
evaluation and treatment. □ 
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Legal counsel reports 


Situation changing on doctrine of res ipsa loquitur 

Fred Speaker, Esq. 


The law of medical malpractice in 
Pennsylvania with respect to the doc- 
tine of res ipsa loquitur 1 has been 
clear—it is not applicable except in 
highly unusual circumstances. That 
state of the law now is under serious 
attack. 

More than two decades ago the 
Pennsylvania Supreme Court set 
forth the rule that: 

... no presumption or inference of 
negligence arises merely because 
the medical care or surgical oper¬ 
ation terminated in an unfortu¬ 
nate result which might have oc¬ 
curred even though proper care 
and skill had been exercised, and 
where the common knowledge or 
experience of laymen is not suffi¬ 
cient to warrant their passing of 
judgment. In such cases the doc¬ 
trine of res ipsa loquitur or of ex¬ 
clusive control may not be in¬ 
voked, and expert testimony in 
support of the plaintiffs claim is 
an indispensable requisite to es¬ 
tablish a right of action. 2 
After reviewing previous cases it had 
decided, the Court went on to say: 

It is thus abundantly clear that 
since, in all such malpractice 
cases involving an appraisal of 
the propriety and skill of a doctor 
or surgeon in his professional 
treatment of a patient, a lay jury 
would presumably lack the neces¬ 
sary knowledge and experience to 
render a just and proper decision, 
they must be guided by the tes¬ 
timony of witnesses having spe¬ 
cial or expert qualifications. The 
only exception to this otherwise 
invariable rule is in cases where 
the matter under investigation is 
so simple, and the lack of skill or 
want or care so obvious, as to be 


1 Res ipsa loquitur literally means "the thing speaks for 
itself." 

2 Robinson v. Wirts, 387 Pa. 291, 294-5 (1956). 


within the range of the ordinary 
experience and comprehension of 
even non-professional persons. 
... It would be a matter of 
common knowledge and observa¬ 
tion that such things do not ordi¬ 
narily attend the service of one 
exercising ordinary skill and ex¬ 
perience in the work of surgery 
because they involve ulterior or 
extraneous acts or omissions the 
judgment of which would not re¬ 
quire scientific opinion. 3 
By 1964 the American Law Insti¬ 
tute had adopted a revision of its 
"Restatement of the Law of Torts” 
which contained the following provi¬ 
sion: 

§ 328 D. Res Ipsa Loquitur 

(1) It may be inferred that harm 
suffered by the plaintiff is caused 
by negligence of the defendant 
when 

(a) The event is of a kind 
which ordinarily does not occur in 
the absence of negligence; 

(b) other responsible causes, 
including the conduct of the 
plaintiff and third persons, are 
sufficiently eliminated by the ev¬ 
idence; and 

(c) the indicated negligence 
is within the scope of the defen¬ 
dant’s duty to the plaintiff. 

(2) It is the function of the court 
to determine whether the infer¬ 
ence may reasonably be drawn by 
the jury, or whether it must nec¬ 
essarily be drawn. 

(3) It is the function of the jury 
to determine whether the infer- 


3 Id. at 297-8. 


The author is a partner in the I aw firm of 
Pepper, Hamilton & Scheetz, which 
serves as the State Society’s legal 
counsel. 


ence is to be drawn in any case 
where different conclusions may 
reasonably be reached. 4 
Despite the adoption of this provi¬ 
sion, the Pennsylvania Supreme 
Court several years later once again 
cited the Robinson case and said: 

As a matter of proof in malprac¬ 
tice cases, there is no presumption 
or inference of negligence merely 
because a medical procedure ter¬ 
minated in an unfortunate result 
which might have occurred de¬ 
spite the exercise of reasonable 
care. This is especially so where 
the treatment and injury involved 
are such that common knowl¬ 
edge or experience of laymen is 
not sufficient to form the basis for 
passing an intelligent judgment. 

In such cases, expert testimony in 
support of the plaintiffs claim is 
an indispensable requirement to 
establish a right of action. 5 
The importance of the rule that the 
doctrine of res ipsa loquitur is not to be 
used in medical malpractice cases is 
almost self evident. Fundamentally it 
means that a plaintiff must be able to 
produce an expert witness to testify 
that there was an absence of proper 
care and skill—or lose the case. It was 
perhaps the importance of this ques¬ 
tion that led some fifteen states to 
modify the res ipsa rule by statute. 6 

Implications in Pennsylvania 

Because of the persistence of the 
rule against the use of res ipsa loquitur 
in Pennsylvania, it was determined 
that there was no need for the Penn¬ 
sylvania Medical Society to support 


4 RESTATEMENT (SECOND) OF TORTS §328 D 
(1965). 

5 Collins v. Hand, 431 Pa. 378, 383 (1968). 

B 5 AMA, State Health Legislation Report, No. 1, p. 7 
(Supplement II December, 1977). 
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legislation to that effect in the Com¬ 
monwealth. However, recent judicial 
opinions may have made that deter¬ 
mination obsolete. 

Less than three and a half years ago, 
the Pennsylvania Supreme Court de¬ 
cided the case of Gilbert v. Korvette’s 
Inc. 7 Although the case did not involve 
any charge of medical malpractice—it 
was a claim against a store and an 
elevator company for personal injuries 
suffered by a three-year-old child 
when he attempted to alight from an 
escalator—the Court did say that: 

. . . this Court accepts the persua¬ 
sive authority of the Restate¬ 
ment, and we adopt section 328 D 
as the law of this Common¬ 
wealth. * 8 

In 1977 two medical malpractice 
cases were considered by courts of 
common pleas in Pennsylvania and 
expressly followed the Korvette deci¬ 
sion, holding that the Restatement 
rule was applicable in medical mal¬ 
practice cases. 

The first case, 9 decided in Beaver 
County, involved a suit by a young 
steelworker against a hospital, three 
physicians, and a nurse anesthesist. 
The plaintiff claimed that he had been 
in good health except for abdominal 
pains, that one of the defendants per¬ 
formed an exploratory laparotomy on 
him, and that shortly after reviving 
from the anesthetic he felt heaviness 
in his shoulder and severe pain, re¬ 
sulting in the total loss of use of his 


1 457 Pa. 602 (1974). 

8 Id. at 611-12. 

9 Anderson v. Zemich Clinic, 36 Beaver L. J. 26 (1977). 


muscles in his arm between his elbow 
and shoulder. 

The Court applied the doctrine of res 
ipsa loquitur in rejecting a defendant’s 
preliminary objections, saying: 

We conclude that our Supreme 
Court intended the Restatement 
section 328D apply to medical 
malpractice cases as well as other 
negligence actions. We now find 
that plaintiffs complaint pre¬ 
sents a prima facie case for the 
application of the section. An in¬ 
jury to a healthy part of a pa¬ 
tient’s body, not the subject of 
treatment, appears unlikely to 
occur in the absence of negli¬ 
gence. The unconsciousness of 
plaintiff in the custody of defen¬ 
dants seems to eliminate other 
possible causes of his injury. Ob¬ 
viously defendants had duties of 
due care toward plaintiff while 
treating him. 

The second case, 10 decided in 
Dauphin County, involved a suit by a 
woman against a hospital, her physi¬ 
cian, a resident doctor, and a nurse 
anesthetist. The plaintiff, in good 
health except for some gynecological 
problems, was given general anes¬ 
thesia and placed in a position with 
her head and shoulders lowered. The 
doctors did a dilatation and curettage, 
performed a laparoscopy, and did a 
laparotomy; upon recovery, the plain¬ 
tiff discovered that she had suffered a 
left suprascapular nerve palsy. At 
trial, the jury awarded her $56,000. 


10 Jones v. Harrisburg Polyclinic Hospital, et al., 99 
Dauph. Rep. 274 (1977). 


The Court, in rejecting a call for a 
new trial, observed that: 

Although plaintiff’s expert tes¬ 
tified that the shoulder injury re¬ 
sulted from a malposition during 
Mrs. Jones’ sojourn in the operat¬ 
ing room, there was no direct evi¬ 
dence as to precisely how this oc¬ 
curred and the principle theory of 
the plaintiff was based on res ipsa 
loquitur , n 

Relying on the Pennsylvania Su¬ 
preme Court’s holding in the Korvette 
case, the Court went on to emphasize 
that: 

Indeed, the instant case presents 
a classic situation for the applica¬ 
tion of res ipsa loquitur. The 
wife/plaintiff claims to have been 
injured while under the care of 
the various defendants. She can¬ 
not aver the precise conduct of the 
defendants because she was un¬ 
conscious during the time of her 
injury although the circumstan¬ 
tial evidence points strongly to¬ 
ward the negligence of one or 
more of the parties sued. The evi¬ 
dence clearly satisfies the re¬ 
quirements of § 328 D. 12 
It is understood that this case, at 
least, is being appealed. Until there is 
an appellate court decision, the law 
articulated in these two cases binds 
only parties in Beaver and Dauphin 
counties. But the danger and threat to 
physicians posed by these two cases is 
clear and should be resisted by organ¬ 
ized medicine. 


11 Id. at 276. 

12 Id. at 277. 
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Eastern Pennsylvania Chapter 
American College Of Surgeons 
Twenty-Seventh Annual Meeting 
Wednesday, November 8, 1978 

Holiday Inn, Pocono-Lake Harmony, White Haven 


(717) 443-8471 


Schedule of Events 
Registration: 8:15 a.m. - 9:00 a.m. - Main Lobby 
Industrial Exhibits - The Stable 


Holiday Inn (Poconos - Lake Harmony) off Route 
940, Vi mile east of 1-80 Exit 42 and Pennsylvania 
Turnpike Exit 35 


SYMPOSIUM ON STOMACH AND PANCREAS - Wyoming Room 
Presiding: H. Stuart Irons, M.D., FACS 

Chief, Surgical Service, V.A. Hospital, Wilkes-Barre, 
Clinical Professor of Surgery, Temple 
9:00 a.m. Management of Chronic Pancreatitis 
Herbert B. Greenlee, M.D., FACS 
Chief, Surgical Service, VA Hospital, Hines, Illinois, 
Professor of Surgery, Loyola 

9:40 a.m. Pancreatitis, Peritonitis With Remote Organ Failure 
Arthur E. Baue, M.D., FACS 
Donald Guthrie Professor of Surgery and Chairman, 
Department of Surgery, Yale 

10:20 a.m. Reconstructive Operations for Post-Gastrectomy 
Disorders 

LeRoy H. Stahlgren, M.D., FACS 

Director of Surgery, Episcopal Hospital, 

Philadelphia, Professor of Surgery, Temple 


2:00 p.m. 


SYMPOSIUM - ORTHOPEDIC TRAUMA SECTION - Lehigh Room 
Presiding: William A. Steinbach, M.D., FACS, Scranton 
9:00 a.m. Orthopedic Surgery and Hemophilia 
Robert B. Greer, III, M.D., FACS 
Chief, Division of Orthopedic Surgery, Milton S. 
Hershey Medical Center of the Pennsylvania State 
University 

9:30 a.m. Total Shoulder Arthroplasty 
Alan H. Wilde, M.D., FACS 
Chairman, Department of Orthopedic Surgery, 
Cleveland Clinic 

10:00 a.m. Immobilization of the Fractured Spine by Operative 
Instrumentation (Harrington Rodding) 

Robert N. Clark, M.D. 

Professor of Orthopedic Surgery, University of West 
Virginia 

10:30 a.m. Modern Assessment of the Spinal Cord Injured 
Patient 

William A. Black, Jr., M.D., FACS, Scranton 
Chairman of the Governor’s Committee on Spinal 
Cord Injury 

11:00 a.m. Coffee Break - The Stable (Courtesy of Exhibitors) 

11:15 a.m. TPN for Gl Tract Rest 

Stanley D. Dudrick, M.D., FACS 

Professor and Chairman, Department of Surgery, 

University of Texas Medical School at Houston 
12:00 noon Cocktails - Garden Terrace 
12:30 p.m. Luncheon - Garden Terrace 

Presentation: Drug Abuse as an Emergency Room 
Problem 

Anthony Douglas, B.Sc. 

Consultant, Drug and Alcohol Abuse Program of 
Luzerne County and State Department of Justice, 

Bureau of Corrections 

Panel on Pre and Post Operative Problems - 2:00 p.m 

Wyoming Room 

Moderator: Arthur E. Baue, M.D. 

Overview of Post Operative Problems, 1978 
Misinterpretation of Upper Gl Symptoms 
Leroy H. Stahlgren, M.D. 

Rational Use of Antibiotics 

Herbert B. Greenlee, M.D. CATEGORY 1 CREDIT APPLIED FOR 

TPN in Pre and Post Operative Management 

Stanley D Dudrick, M.D ALL PHYSICIANS WELCOME 


Panel of Spinal Cord Injury - Lehigh Room 
Moderator: William A. Steinbach, M.D. 
Speakers: Robert B. Greer, III, M.D. 

Alan H. Wilde, M.D. 

Robert N. Clark, M.D. 

William A. Black, Jr., M.D. 
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Chairman clarifies 


PMS Impaired Physician Committee philosophy outlined 

Abraham J. Twerski, MD 


In the past few years there has been 
an increasing emphasis on the "Im¬ 
paired Physician” problem, and many 
state and local medical societies have 
developed programs to deal with this 
difficulty. A few months ago the Penn¬ 
sylvania Medical Society established 
an Impaired Physician Committee 
whose function is described in last 
month’s issue of Pennsylvania Medi¬ 
cine. 

"Impairment” is a broad term which 
can be applied to various conditions, 
such as depression, senility, sexual 
deviation, etc. The major thrust of im¬ 
pairment programs, however, has 
been to deal with problems resulting 
from physicians’ addictions to alcohol, 
sedatives, and narcotics. 

The reason for this emphasis is 
twofold. First, conditions such as 
senility and depression, because they 
are less stigmatic and less conceala- 
ble, are more easily identified and 
brought to light by family and col¬ 
leagues. In contrast the "cover up” in 
alcoholism or addiction tends to in¬ 
volve not only the addicted person, but 
also family and colleagues who hesi¬ 
tate to "point a finger” or jeopardize 
the physician’s professional career. 
Second, there are studies indicating 
that the incidence of addiction among 
physicians is significantly greater 
than in the general population. 

It should be noted that addiction is 
addiction is addiction, and that it is of 
little consequence whether the addict¬ 
ive substance is alcohol, barbiturates, 
Valium, Demerol, Talwin, or any of 
the myriad mind-altering substances 
available. Cross-tolerance has been 
demonstrated pharmacologically, and 
cross-dependence has been demon¬ 
strated behaviorally. 

Addiction to alcohol or other chemi¬ 
cals significantly resembles car¬ 
cinoma. The onset is apt to be insidi¬ 
ous, often with an imperceptible 
transition from "social” drinking to 
addictive drinking. When symptoms 
of dysfunction occur, addiction, like 
cancer, may require quite radical 
therapeutic intervention. The condi¬ 
tion may have domestic, occupational, 


and social "metastases”; and if permit¬ 
ted to progress too far, severe hepatic 
or cerebral deterioration may render 
the case hopeless. 

It is a fairly safe generalization that 
addiction arises when alcohol or other 
chemicals are used to relieve the ten¬ 
sions and pressures generated by fre¬ 
quent encounters with stressful real¬ 
ity situations. Stress is a subjective 
phenomenon and is highly relative, 
ranging from major trauma to the an¬ 
noyance of missing a bus. As ano¬ 
dynes, alcohol or other mood- 
altering substances are often used to 
relieve the discomfort of self- 
consciousness in a social situation or 
that of feelings of inadequacy when 
encountering a challenge. Although 
such feelings often are unjustified, 
their existence makes one feel incapa¬ 
ble of coping with a given reality situ¬ 
ation and tempts one to turn to chemi¬ 
cals for a sense of tranquility. 

The use of alcohol, tranquilizers, or 
sedatives for the relief of normally oc¬ 
curring tensions virtually assures de¬ 
velopment of addiction. The law of tol¬ 
erance is as immutable as the law of 
gravity, and dictates that the vast 
majority of chemicals which depress 
the cerebral cortex have a progres¬ 
sively decreasing effect as the central 
nervous system accommodates to 
them. After a period of time, the 
sought after relief can be obtained 
only by increasing the quantity of the 
substance or switching to a more po¬ 
tent chemical. Because normally oc¬ 
curring tensions rarely decelerate, 
and most often increase or remain con¬ 
stant, it is evident that the attempt to 
counter these feelings by chemical 
means is an open invitation to addic¬ 
tion. 

In addition to the stresses of life to 


Dr. Twerski, chairman of the State So¬ 
ciety's Committee on the Impaired 
Physician, is medical director of the 
Gateway Rehabilitation Center and 
clinical director of the department of 
psychiatry at St. Francis General Hos¬ 
pital, Pittsburgh. 


which everyone is subject, many 
physicians carry a stress load which is 
greater both qualitatively and quan¬ 
titatively. The physician’s responsi¬ 
bility is of ultimate gravity: the life of 
a human being. This responsibility 
does not end at 5 p.m., nor does it dis¬ 
appear over the weekend. The fact 
that all human life inevitably ends in¬ 
volves physicians with patients who 
die and, because our culture tends to 
look at every death as a therapeutic 
failure (as attested to by the calling of 
cardiac arrest on terminal cases), 
there is a built-in incidence of failure 
in many physicians’ lives. Add to this 
the constant threat that lack of a suc¬ 
cessful outcome may give rise to the 
harrassment of malpractice charges, 
and you have a person, a physician, 
living in a fairly constant state of ten¬ 
sion. 

The unrealistic expectations of pa¬ 
tients often are equalled by the physi¬ 
cian’s unrealistic view of himself as 
being omnipotent. As a healer and re¬ 
liever of suffering, the physician may 
feel it is his function to alleviate all 
sorts of discomfort; when patients’ 
complaints of pain or tension are per¬ 
sistent, the physician often faces the 
dilemma of either subjecting the pa¬ 
tient to addictive analgesics and seda¬ 
tives or seeing himself as derelict or 
deficient in fulfilling his duties. 
Either solution may render the physi¬ 
cian vulnerable to addiction, because 
sanctioning prolonged chemical relief 
for others may imperceptibly reflect 
back on himself, while denying others 
the relief they persistently seek may 
intensify the physician’s feelings of 
inadequacy and lead him to the anes¬ 
thesia of alcohol or drugs to seek his 
own escape. 

The omnipotent role into which the 
physician has been cast presents yet 
another difficulty: the physician is 
less likely to seek help with his feel¬ 
ings. Because asking for help some¬ 
times is considered a betrayal of char¬ 
acter weakness, it is inconsistent with 
this "superman” image. Instead of 
seeking help, the physician may seek 
more frequently the relaxation pro- 
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vided by the occasional drink or, with 
unlimited access to drugs, he may 
self-medicate. Once the crossover into 
addiction has occurred, the same fan¬ 
tasy of omnipotence intensifies the 
denial that is so characteristic in al¬ 
coholism or sedative addiction, and 
the physician may turn a deaf ear to 
the entreaties of family and col¬ 
leagues. 

Ironically the very sensitivity of the 
physician’s role that makes al¬ 
coholism or other addictions so lethal 
to his professional survival militates 
against early recognition and thera¬ 
peutic intervention. The addicted 
physician, concerned that discovery of 


his problem might jeopardize his prac¬ 
tice, is apt to try to conquer his 
problem alone. He frequently resolves 
to abstain "beginning tomorrow,” and 
falls prey to that ever-receding tomor¬ 
row. His spouse, equally fearful that 
exposure might result in loss of 
economic security for the family, may 
refrain from bringing the problem to 
anyone’s attention, and may instead 
resort to all the futile pleas, threats, 
and manipulations characteristic of 
the alcoholic’s spouse. 

The above combination of factors 
fostering denial and perpetuation of 
alcohol and chemical abuse account 
for the classification of addiction 


among physicians as an occupational 
hazard. 

The purpose of the Pennsylvania 
Medical Society’s impaired physician 
program is to provide help at any 
stage, but particularly to be available 
to the physician before he reaches the 
point at which the problem causes a 
dysfunction that not only threatens 
the public, but also jeopardizes the 
physician’s professional career. The 
program, functioning as a totally 
non-punitive resource, will try to help 
the impaired physician by early inter¬ 
vention to achieve recognition of the 
problem and to provide appropriate re¬ 
ferral for optimum treatment. 



editorials 


Hew’s second opinion cost reduction questioned 


Reminiscent of Pennsylvania Insurance Commissioner 
Herbert Denenberg’s campaign against "unnecessary 
surgery” several years ago, the Department of Health, Ed¬ 
ucation, and Welfare recently committed itself to the estab¬ 
lishment of a second opinion program for medicare patients 
as a national solution for the elimination of this alleged 
"problem.” 

Debate about the worth or worthlessness of second opin¬ 
ions has produced a number of valid observations. The 
American College of Surgeons statement on "unnecessary 
surgery” recognizes that "consultation is a common and 
desirable part of good surgical practice ...” Further, if 
either the physician or the patient is uncertain of the rec¬ 
ommended mode of treatment or if the procedure involves 
extended disability, a second opinion ought to be sought. 
Others have expressed a hope that second opinion pro¬ 
grams might recognize and eliminate "unnecessary 
surgery” at a substantial cost saving for third party payers 
and their subscribers and encourage non-operative man¬ 
agement of medical problems. 

It has been pointed out that conflicting opinions may be 
rendered due to honest differences in the practice of medi¬ 
cine. Such disagreement, however, does not indicate abso¬ 
lutely or relatively that the surgery is "unnecessary.” The 
second opinion may or may not be more accurate than the 
first. If the second surgical opinion is rendered by a physi¬ 
cian engaged in the practice of medicine, albeit another 
field, professional expertise may be diminished. This is one 
of the criticisms leveled by the director of the American 
College of Surgeons, C. Rollins Hanlon, MD. In response to 
HEW’s suggestion that perhaps a surgeon ought not to be 
the consultant for a second opinion, he points out that the 
consultation program would not "arrive at some uniformity 
of informed expert opinion” but rather develop with a bias 
against surgical treatment. 

To determine whether second surgical opinions will iden¬ 


tify or reduce inappropriate surgery, Pennsylvania Blue 
Shield’s Surgical Consultation Program was begun in 
January 1976 and expanded in October 1976. Blue Shield 
spokesmen said at that time that the program was, and 
would continue to be considered, a pilot project. It was 
anticipated that another two to four years of study would be 
required to obtain and evaluate sufficient data. 

A similar paid second surgical opinion program was of¬ 
fered by the Associated Hospital Service of New York, Blue 
Cross-Blue Shield. It also was begun in January 1976 and 
was expanded in August 1976. Preliminary data, tallied in 
December 1976, showed that only a small fraction of sub¬ 
scribers took advantage of this program. 

If the second opinion pilot studies are still incomplete, 
one wonders upon what foundation and for what reason 
HEW proposes to institute this plan nationally. As yet it 
has not been proven to be a solution. In fact, the term 
"unnecessary surgery” has not been defined. Moreover, at 
the time of this writing, the second opinion, even when it 
differs from the first, is not sufficient basis from which to 
infer that the recommended surgery is unnecessary. 

It appears unlikely that the mandatory second opinion 
program will be a significant cost reduction factor nor that 
it will contribute to improved quality of patient care except 
in isolated cases. An in-depth diagnostic work-up and con¬ 
sultation with an appropriate expert when either the 
physician or the patient doubts the recommended treat¬ 
ment plan constitutes acceptable medical practice. 

As we enter into another costly government program 
which fosters unnecessary public distrust of medical care, 
perhaps HEW would do well to review the results of this 
new program on a continuing basis to determine its value to 
the patient, and to terminate the program if it proves to be 
of minimal benefit. 

David A. Smith, MD 
Medical Editor 
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Community resources valuable in treating alcoholics 

Richard W. Esterly, M.H.S. 

Sister Rita Moriarty, S.C.C. 


Alcoholism is a complicated illness 
of body and mind. It is psychologically 
characterized by denial, ra¬ 
tionalizations, and alibis. When 
treatment is professional and mul- 
tidisciplined, as outlined in the article 
on page 33 of the July issue of PENN¬ 
SYLVANIA MEDICINE, recovery is 
not only possible, but probable. 

The physical and psychological 
complexity of alcoholism withdrawal 
and treatment and the required time 
for specialized counseling and edu¬ 
cational programs indicates the need 
for a coordinated effort of treatment 
using many community resources. De¬ 
toxification should occur under the 
supervision of qualified medical per¬ 
sonnel. Alcoholism counselors must be 
available to motivate the individual 
and to develop an individualized 
treatment plan involving both the al¬ 
coholic and the family. This will in¬ 
volve a combination of medical, psy¬ 
chological, and social treatments on 
an outpatient or inpatient basis. Total 
treatment generally requires a 
minimum of two years of decreasing 
intensity. The physician is the coor¬ 
dinator of treatment, working closely 
with the other health professionals in 
the community. 

Treatment resources 

The American Hospital Association 
and other professional groups esti¬ 
mate that 20-30 percent of all 
medical-surgical beds are occupied by 
alcoholics, mostly with a nonalcoholic 
diagnosis. Other studies indicate that 
alcoholic patients in the physician’s 
office will be there for reasons other 
than their alcoholism. The number of 
alcoholics in a caseload indicates the 
necessity to become familiar with the 
treatment resources in the commu¬ 
nity. 

The physician should refer an alco¬ 
holic, after the diagnosis has been 
made, based on the signs and 
symptoms indicated in this article. 
The patient should be confronted with 
the facts of the diagnosis and of the 
treatment available. A specific ap¬ 
pointment with a person in a local 


program should be made at that time. 
The psychological nature of al¬ 
coholism indicates that resistance can 
be expected. The physician can obtain 
names and telephone numbers of in¬ 
terested members of Alcoholics Anon¬ 
ymous. They will be available to meet 
with a patient and ease the transition 
into treatment. 

The alcoholic in the Harrisburg 
area is served by a coalition of service 
providers which involves the area 
hospitals, physicians, Alcoholism 
Services, Inc. (A.S.I.), Hamilton 
Health Center, and other health and 
social agencies. Holy Spirit Hospital 
provides an inpatient detoxification 
unit and Alcoholism Services, Inc. 
provides a variety of nonhospital inpa¬ 
tient and outpatient modalities. If the 
patient is evaluated to need the inten¬ 
sity of hospital treatment, then he or 
she will be promptly admitted. The de¬ 
toxification will be supervised by a 
skilled nursing team under the direc¬ 
tion of Dean Olewiler, M.D. the chief 
admitting physician. The case work¬ 
ers develop an individualized treat¬ 
ment plan which involves some com¬ 
bination of further inpatient and out¬ 
patient care for the alcoholic patient 
and the family. 

The following guidelines adopted by 
the AMA are used by Holy Spirit for 
the admission to the hospital. 

1. A patient who is diagnosed as 
"alcoholic” by a physician, or 
who is so known by the hospital, 
or by other responsible agencies 
and individuals, should be ad¬ 
mitted if he: 

a. has an infectious disease. 

b. has hyperthermia. 

c. has a history of convulsions, 
or a poorly controlled convul¬ 
sive disorder and has been 
drinking. 

d. is hemorrhaging or uncon¬ 
scious. 

e. wants to be withdrawn from 
alcohol, either for the first 
time or after having relapsed 
to drinking. 

f. has a disulfiram alcohol reac¬ 
tion. 


2. A person is diagnosed as "alco¬ 
holic” by a physician, or who is so 
known as an alcoholic patient, as 
the case may be, when he: 

a. is unconscious and has been 
drinking. 

b. is agitated and tremorous to 
the extent of indicating an 
acute withdrawal syndrome. 

c. has convulsions, hallucina¬ 
tions, or delirium tremens, 
manifesting a complicated 
withdrawal state. 

d. is suffering from a disease 
recognized as related to al¬ 
coholism (e.g., cirrhosis, 
neuropathy, pancreatitis) 
and wishes to be withdrawn 
from alcohol. 

e. has a disease or posttrauma- 
tic injury usually not requir¬ 
ing hospitalization, but also 
has a history of prolonged 
drinking, or of heavy inges¬ 
tion of alcohol immediately 
prior to the illness. 

In accord with hospital policy, the 
family physician has the option of ad¬ 
mitting the patient to the unit or re¬ 
ferring the patient to the designated 
unit staff physician. 

Non-hospital treatment 

Alcoholic patients who do not need 
the intensity of the hospital, may be 
referred to a program similar to A.S.I. 
in the community. At A.S.I. the pa¬ 
tient will be detoxified under the med¬ 
ical supervision of Robert G. Little, 
M.D., medical director, educated 
about the nature of the illness, coun¬ 
seled about treatment alternatives, 
and have a specific treatment plan de¬ 
veloped. The person may be referred to 
A.S.I.’s 30-90 day inpatient program, 
the outpatient program, and/or Alco¬ 
holics Anonymous. 

Special treatment concerns 

Most of the limited knowledge of al¬ 
coholism is based on middle or late 
stage male alcoholics. Females and 
youth represent treatment popu¬ 
lations that need special considera¬ 
tions. 
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For years, you’ve developed your professional 
skills and your practice. Your staff consists of 
top professionals. We understand. 

We’ve worked with the Medical Profession in 
many capacities. With this experience, we’ve 
developed a complete financial and patient care 
computerized accounting system. 

We both know there are many similarities in 
practices. On the other hand, no two practices 
are alike. 


Therefore, our programs have been designed to 
permit tailoring to your specific needs. 

Sound unbelievable? Why not call us and see for 
yourself? Then check our references. 


Comprehensive financial data? Yes! Why not for 
quality of care too? 



Electronic Data Associates, inc. 

65 NORTH 5TH STREET 
LEMOYNE PA. 17043 
717-761-6752 


Adolescent and teenage alcoholism 
tends to present its own set of 
problems. By definition, alcoholism is 
characterized by an interference with 
normal functioning by alcohol abuse. 
Young persons, however, have not yet 
necessarily achieved a stable exis- 
tance, so it tends to be difficult to iso¬ 
late areas where alcohol and other 
drugs present a disruptive influence. 
Physical indicators of alcoholism be¬ 
come evident over a period of years, 
yet because of more critical nutri¬ 
tional needs during early growth 
periods, disorders are telescoped into 
two or three years. 

Evidence indicates a higher inci¬ 
dence of youthful drinking and a 
higher rate of consumption per occas- 
sion. The attitude of many parents 
that they would rather have their 
children use alcohol than "drugs” 
could be a contributing factor to the 
problem. 

The female alcoholic too often 
shares a conspiracy of silence with 
family and friends, those most able to 
promote treatment. A number of spe¬ 
cial concerns emphasize the impor¬ 
tance of having physicians using their 
prestige and influence to confront the 
fact of female alcoholism. These con¬ 
cerns include the following: 

1. Alcoholic mothers may deprive 
children of affection, nurturing, 
and stimulation. 

2. Recent studies indicate that a 
susceptibility to alcoholism may 
be inherited. 

3. Women who drink alcohol dur¬ 
ing pregnancy risk bearing phys¬ 
ically and mentally deficient 
offspring. 

4. A strong possibility of poly addic¬ 
tion exists. 

This complex illness responds well 
to a comprehensive community ap¬ 
proach that insures continuity of care. 
A team of professionals, each provid¬ 
ing individual expertise, will dissolve 
the stigma associated with al¬ 
coholism, promote a broader under¬ 
standing of the nature of the illness, 
and encourage persons who would 
benefit from treatment to accept re¬ 
sponsibility for their illness and take 
appropriate action. 


Mr. Esterly is executive director of Al¬ 
coholism Services, Inc.,Harrisburg. Sis¬ 
ter Rita is director of nursing services at 
Holy Spirit Hospital, Camp Hill. 























Dyazide 

Each capsule contains 50 mg. of Dyrenium® (brand of 
triamterene) and 25 mg. of hydrochlorothiazide. 

Makes Sense 
Hypertension 

MflHI 


Before prescribing, see complete prescribing informa¬ 
tion in SK&F Co. literature or PDFt. A brief summary 
follows: 


Warning 

This drug is not indicated for initial therapy of edema 
or hypertension. Edema or hypertension requires 
therapy titrated to the individual. If this combination 
represents the dosage so determined, its use may 
be more convenient in patient management. Treat¬ 
ment of hypertension and edema is not static, but 
must be reevaluated as conditions in each patient 
warrant. 


Contraindications: Further use in anuria, progressive 
renal or hepatic dysfunction, hyperkalemia. Pre-existing 
elevated serum potassium Hypersensitivity to either 
component or other sulfonamide-derived drugs. 
Warnings: Do not use potassium supplements, dietary 
or otherwise, unless hypokalemia develops or dietary 
intake of potassium is markedly impaired. If supple¬ 
mentary potassium is needed, potassium tablets should 
not be used. Hyperkalemia can occur, and has been 
associated with cardiac irregularities. It is more likely in 
the severely ill, with urine volume less than one liter/day, 
the elderly and diabetics with suspected or confirmed 
renal insufficiency. Periodically, serum K+ levels should 
be determined. If hyperkalemia develops, substitute a 
thiazide alone, restrict K+ intake. Associated widened 
QRS complex or arrhythmia requires prompt additional 
therapy. Thiazides cross the placental barrier and appear 
in cord blood. Use in pregnancy requires weighing 
anticipated benefits against possible hazards, including 
fetal or neonatal jaundice, thrombocytopenia, other 
adverse reactions seen in adults. Thiazides appear and 
triamterene may appear in breast milk. If their use is 
essential, the patient should stop nursing Adequate 
information on use in children is not available. 
Precautions: Do periodic serum electrolyte determina¬ 
tions (particularly important in patients vomiting exces¬ 
sively or receiving parenteral fluids). Periodic BUN and 
serum creatinine determinations should be made, 
especially in the elderly, diabetics or those with sus¬ 
pected or confirmed renal insufficiency. Watch for signs 
of impending coma in severe liver disease. If spiro¬ 
nolactone is used concomitantly, determine serum K+ 
frequently; both can cause K+ retention and elevated 
serum K + . Two deaths have been reported with such 
concomitant therapy (in one, recommended dosage was 
exceeded, in the other serum electrolytes were not 
properly monitored). Observe regularly for possible 
blood dyscrasias, liver damage, other idiosyncratic 
reactions. Blood dyscrasias have been reported in 
patients receiving triamterene, and leukopenia, throm¬ 
bocytopenia, agranulocytosis, and aplastic anemia have 
been reported with thiazides. Triamterene is a weak folic 
acid antagonist. Do periodic blood studies in cirrhotics 
with splenomegaly. Antihypertensive effect may be 
enhanced in post-sympathectomy patients. Use cau¬ 
tiously in surgical patients. The following may occur: 
transient elevated BUN or creatinine or both, hyper¬ 
glycemia and glycosuria (diabetic insulin requirements 
may be altered), hyperuricemia and gout, digitalis 
intoxication (in hypokalemia), decreasing alkali reserve 
with possible metabolic acidosis. Dyazide’ interferes 
with fluorescent measurement of quinidine. 

Adverse Reactions: Muscle cramps, weakness, dizzi¬ 
ness, headache, dry mouth; anaphylaxis, rash, urticaria, 
photosensitivity, purpura, other dermatological condi¬ 
tions; nausea and vomiting, diarrhea, constipation, other 
gastrointestinal disturbances. Necrotizing vasculitis, 
paresthesias, icterus, pancreatitis, xanthopsia and, rarely, 
allergic pneumonitis have occurred with thiazides alone. 
Supplied: Bottles of 100 and 1000 capsules; Single Unit 
Packages of 100 (intended for institutional use only). 
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Insomnia 

a shade of blue that often 
accompanies depression 

And, in anxiety/depression, Adapin® (doxepin HC1) often 
helps restore disturbed sleep patterns, such as early morning 
awakening, with a sin g le daily dose at bedtime* Adapin quickly 
relieves the patient’s anxiety, gradually brightens his mood and 
outlook, with optimal antidepressant response usually evident 
within two to three weeks. 

1. Goldberg HL, Finnerty RJ, Cole JO: Doxepin: Is a single daily dose enough? AmJPsychiatry 131:1027-1029,1974. 


Brief Summary of Prescribing Information 
ADAPIN® (doxepin HCI) Capsules 

Indications —Relief of symptoms of anxiety and depression. 

Contraindications —Glaucoma, tendency toward urinary retention, or 
hypersensitivity to doxepin. 

Warnings —Adapin has not been evaluated for safety in pregnancy. No 
evidence of harm to the animal fetus has been shown in reproductive 
studies. There are no data concerning secretion in human milk, nor on 
effect in nursing infants. 

Usage in children under 12 years of age is not recommended. MAO 
inhibitors should be discontinued at least two weeks prior to the 
cautious initiation of therapy with this drug, as serious side-effects and 
death have been reported with the concomitant use of certain drugs 
and MAO inhibitors. 

In patients who may use alcohol excessively potentiation may in¬ 
crease the danger inherent in any suicide attempt or overdosage. 



Precautions —Drowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery. Since 
suicide is an inherent risk in depressed patients they should be closely 
supervised while receiving treatment. Although Adapin has shown ef¬ 
fective tranquilizing activity, the possibility of activating or unmasking 
latent psychotic symptoms should be kept in mind. 

Adverse Reactions —Dry mouth, blurred vision and constipation 
have been reported. Drowsiness has also been observed. 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal reactions, secretory effects such as 
sweating, tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, 
photophobia, decreased libido, rash and pruritus may also occur. 

Dosage and Administration —In mild to moderate anxiety and/or 
depression: 25 mg t.^d. Increase or decrease the dosage according 
to individual response. Daily dosage, up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage is 
75 mg to 150 mg per day not to exceed 300 mg per day. 

Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks. 

How Supplied —Each capsule contains doxepin, as the hydro¬ 
chloride: 10 mg, 25 mg, 50 mg and 100 mg capsules in bottles of 100 
and 1000. 

For complete prescribing information please see package 
insert or PDR. 


When they see life 

in shades of blue... 
help them see life 
in all its colors. 

Adaniil 

(do>epn HCI) 

single daily dose recommended h.s. 



10 mg capsules 
25 mg capsules 
® 183M 50 mg capsules 

ib- 359 NEW 100 mg capsules 
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Pennwalt Prescription Products 
Pharmaceutical Division 
Pennwalt Corporation 
Rochester, New York 14603 









For PMS members and 
their employees 

THE PMS CREDIT UNION 

It makes sense to join. 

Who can join? 

All PMS members, their families, employees, and employee’s families 
can share in this new PMS benefit. No age limit. 

What does it cost? 

One dollar! (Plus savings) 

That’s right. With just $1 and a savings deposit you are a member of the 
PMS Credit Union. 

Are my savings protected? 

YES. 

Deposits up to $40,000 per account are insured by the NCUA, an 
independent agency of the U. S. Government. 

Are loans available to anyone? 

NO. Only PMS Credit Union members can borrow from the PMS Credit 
Union. 

Who owns the PMS Credit Union? 

YOU DO. 

The PMS Credit Union is owned and operated by its members on a 
non-profit basis. 


YOUR PMS 
CREDIT UNION 



PENNSYLVANIA MEDICAL SOCIETY CREDIT UNION 
20 Erford Rd., Lemoyne, PA 17043 
Phone (717) 763-7151 

Yes, I am interested in the PMS Credit Union. Please send 
me more information today. 

I know_other persons who also want information 

about the PMS Credit Union. 

NAME:_ 

ADDRESS: _ 

CITY: _STATE: _ZIP: _ 

For more information fill out coupon and mail today! 


























Case report 

Cystic dilatation of 

Victor C. Dy, M.D. 

Lee S. Serfas, M.D. 


C ystic dilatation of the biliary tract 
is a rare condition. The anatomy of 
choledochal cyst was first described by 
Vater in 1723, 1 and idiopathic cystic 
dilatation of the common bile duct was 
reported by Todd in 1817. 2 Douglas in 
1852 was the first to give an accurate 
explanation of the symptomatology 
and pathological characteristics of 
this lesion. 3 

The location, degree, and type of di¬ 
latation may vary. Types of cystic di¬ 
latation of biliary tract include: 4 (1) 
choledochal cyst; (2) diverticulum of 
the common bile duct; (3) choledo- 
chocele; and (4) dilatation of hepatic 
duct with or without involvement of 
common bile duct (Caroli’s disease). 

Yotuyanagi 2 classified choledochal 
cyst into four types. Type 1 involves 
the common bile, cystic, and common 
hepatic ducts and therefore has two 
orifices at its upper end (cystic and 
common hepatic) and one orifice at the 
lower end (common bile duct). Type 2 
involves the common bile duct, cystic, 
and both hepatic ducts and therefore 
has three orifices at the upper end (the 
cystic and both hepatics) and one 
orifice at the lower end. Type 3 in¬ 
volves common bile, cystic, common 
hepatic, and pancreatic ducts and 
therefore has two orifices at the upper 
end and two at the lower end. Type 4 
involves only the common bile duct. 

In a series of 49 cases reviewed by 
Yotuyanagi, 65.3 percent were Type 1, 
22.4 percent Type 2, 6.1 percent Type 
3, and 6.1 percent Type 4. The case 
reported belongs to Type 1, the most 
common of the four types. 


Dr. Dy is a pediatric surgeon at Memo¬ 
rial Sloane-Kettering Cancer Center in 
New York. Dr. Serfas is director of 
surgery at Easton Hospital. 


biliary tract: choledochal cyst 


Case report 

A 64-year-old white male was ad¬ 
mitted to Easton Hospital via the 
emergency room with the chief com¬ 
plaint of severe right upper quadrant 
abdominal pain. The patient was a 
relatively poor historian but appar¬ 
ently had been having intermittent, 
vague, epigastric pain radiating to the 
right upper quadrant for several 
years. For two months prior to admis¬ 
sion the pain had been increasing in 
severity and frequency but not enough 
to stimulate the patient to seek medi¬ 
cal evaluation. 

The day of admission the pain be¬ 
came so severe that the patient re¬ 
ported to the emergency room. Within 
24 hours of admission the pain became 
colicky and was accompanied by three 
episodes of vomiting. The patient was 
unable to relate his attacks of pain to 
any dietary indiscretion. He had no 
specific food intolerances, and he de¬ 
nied hematemesis, melena, change in 
bowel habits, and was unaware of any 
jaundice. 

The patient’s past medical history 
revealed that he had a gastrectomy 
performed at another hospital seven 
years prior to this admission, al¬ 
legedly for peptic ulcer disease. He 
also had a right inguinal hernioplasty. 
The postoperative course for both pro¬ 
cedures was uneventful and without 
sequelae. 

When the patient was counseled re¬ 
garding our working diagnosis of 
biliary tract disease, he remembered 
that, many years ago, lje had been in¬ 
formed that he had gallbladder dis¬ 
ease. He could remember none of the 
details, and he stated that he could not 
remember any recommendations of 
surgery for this condition. No mention 
was made of gallbladder disease at the 
time of his gastrectomy. 


Physical examination on admission 
revealed the following data: pulse 78, 
respirations 22, temperature normal, 
BP 120/80. Positive physical findings 
revealed a jaundiced sclera and 
slightly decreased thoracic excursion 
secondary to splinting from abdomi¬ 
nal pain. There was guarding, marked 
tenderness and rebound tenderness in 
the right upper quadrant with moder¬ 
ate tenderness in the epigastrium. 
Bowel sounds were hyperactive. Rec¬ 
tal examination was normal. 

Tests and procedures at the time of 
admission revealed the following: 
WBC of 9100 with 66 polys, 29 percent 
bands, 3 lymphocytes, and 2 mono¬ 
cytes with a hemoglobin of 15.4 and 
hematocrit of 46.3. The urinalysis, 
electrolytes, prothrombin time, chest 
x-ray, and EKG were all within nor¬ 
mal limits. The admission serum 
amylase was 195 (normal less than 
200), and the urinary amylase was 
1150 (normal less than 500). 

The patient smoked approximately 
one pack of cigarettes daily and admit¬ 
ted to a chronic history of heavy alco¬ 
holic intake. The admission diagnosis 
was biliary colic, possibly with pan¬ 
creatitis. It was also felt at admission 
that marginal ulcer should be ruled 
out. 

The patient was treated with seda¬ 
tion, intravenous fluids, demerol, and 
fasting. Within 12 hours he improved, 
although he still had some distress in 
the right upper quadrant. The admit¬ 
ting bilirubin level was reported as 
10.4 mgm percent; within 24 hours it 
had dropped to 3.8, and by 48 hours it 
had dropped to 2.1. 

In view of the clinical improvement 
within 12 hours of adn ission, we de¬ 
cided to continue conservative treat¬ 
ment and further evaluation. An IV 
cholangiogram, performed after the 
bilirubin had dropped to 2.1, revealed 
no visualization. An upper GI series 
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Figure 2. Operative cholangiogram, through the gallbladder, 
showing gallbladder and choledochal cyst. 


Figure 1. Operative cholangiogram showing radiolucent 
stone in the cyst. 





Figure 3. 
stone. 


Open cyst reveals 4-cm 


Figure 4. Stone removed, showing connection to common 
bile duct lumen. 


revealed that the patient had a high 
subtotal gastrectomy with a gas¬ 
trojejunostomy and no evidence of 
marginal ulceration. The patient con¬ 
tinued to improve and by the third 
hospital day was essentially asymp¬ 
tomatic, although he had a slight daily 
elevation of temperature. 

On the sixth hospital day we dis¬ 
cussed with the patient our tentative 
plan to discharge him and follow him 
as an outpatient with the recommen¬ 
dation that an oral cholecystogram be 
performed in 3 to 6 weeks. Daily ab¬ 
dominal examinations had not re¬ 
vealed a palpable gallbladder or mass 
in the right upper quadrant. 

On the seventh hospital day the pa¬ 
tient suddenly developed severe right 
upper quadrant abdominal pain. We 
were surprised to find a tender globu¬ 
lar mass palpable, for the first time, in 


the right subcostal region. We inter¬ 
preted it as representing a distended 
gallbladder. This was an unusual 
manifestation because a patient with 
chronic cholecystitis and cholelith¬ 
iasis does not usually distend his fi- 
brotic gallbladder within one hour of 
developing biliary colic. This episode 
occurred at noon. 

At 5 p.m. the mass was still palpa¬ 
ble, and his temperature was 39.3C 
(102.8F). Intravenous antibiotics were 
started and the patient was scheduled 
for surgery the following day. During 
the night the patient’s pain decreased 
dramatically. At 7 a.m. the mass could 
not be palpated; the patient was afe¬ 
brile and without pain. 

Exploration was conducted through 
a right subcostal incision. The area of 
the gastrojejunostomy was normal to 
palpation. The general abdominal ex¬ 


ploration revealed no abnormalities. 
The pancreas felt normal. 

The gallbladder wall was thickened, 
slightly edematous, fibrotic, and con¬ 
tracted. No stones were palpable 
within the gallbladder, nor were any 
demonstrated in the gallbladder when 
the specimen was removed and 
opened. There was a cystic area, 7 to 8 
cm in diameter, present in the porta 
hepatis with marked edema and vas¬ 
cular adhesions in the area of the cyst. 

An operative cholangiogram was 
performed with 50 percent hypaque 
after inserting a catheter in the fun¬ 
dus of the gallbladder. The two Films 
that were taken were difficult to 
interpret because of the size of the cyst 
which filled with dye from the 
gallbladder. It appeared that a large 
stone, approximately 4 cm in diame¬ 
ter, was present in the cyst (Figure 1). 
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We were certain at this time that we 
were dealing with a choledochal cyst. 

The gallbladder was removed, start¬ 
ing at the fundus, until we definitely 
demonstrated the cystic duct empty¬ 
ing into the choledochal cyst. A 
Kocher maneuver was performed, and 
the external cyst wall was successfully 
dissected from the duodenal stump, 
the second portion of the duodenum, 
and the common hepatic duct. 

A repeat cholangiogram was per¬ 
formed after removal of the gallblad¬ 
der by injecting the dye directly into 
the cyst. The cyst distended in spite of 
its thickened fibrotic wall when the 
dye was injected and no dye passed 
through the common duct into the 
duodenum. This occurrence was dif¬ 
ficult to evaluate accurately because 
of the size of the choledochal cyst and 
also because barium was still present 
in the colon from a previous upper GI 
series (Figure 2). The cyst was opened, 
and a 4-cm stone and multiple small 
stones were removed (Figure 3). The 
posterior wall of the cyst was made up 
of the posterior wall of what would 
normally be the common hepatic and 
common bile ducts and, when the cyst 
was examined from within, the com¬ 
mon hepatic orifice was easily visu¬ 
alized proximally as was the common 
duct distally. Both orifices were irri¬ 
gated and several small stones re¬ 
moved from the hepatic ducts and one 
3-mm stone from the distal common 
duct (Figure 4). 

A #5 Bakes dilator was easily 
passed distally into the duodenum 
with no feeling of resistance or ab¬ 
normality. We decided that it would be 
inadvisable to attempt excision of this 
choledochal cyst with an end-to-end 
anastomosis of the common hepatic 
duct to the common bile duct in view of 
the amount of inflammatory reaction 
that had been encountered, secondary 
to the choledochal cyst and his previ¬ 
ous gastrectomy. Illustrative of the 
amount of reaction present is an esti¬ 
mated blood loss of approximately 
1,000 cc, all of which was secondary to 
oozing in the area of the dissection and 
none of which was lost because of 
transection of a major vessel. 

We decided to perform a choledocho- 
cystoduodenostomy since the patient 
had a Billroth II gastrectomy, and 
the duodenum was therefore de- 
functionalized. The original cystos- 


tomy, through which the stones were 
removed and the exploration carried 
out, was therefore closed with #2-0 
chromic catgut sutures. The depen¬ 
dent wall of the choledochal cyst was 
easily approximated to the second por¬ 
tion of the duodenum over a distance 
of approximately 4 cm with inter¬ 
rupted #4-0 black silk. A 3-cm 
choledochocystoduodenostomy was 
performed with an inner layer of 
chromic catgut, after which the an¬ 
terior wall was reinforced with inter¬ 
rupted atraumatic #4-0 black silk. 

Postoperative course was essen¬ 
tially uneventful. He was continued 
on antibiotics for a total of 8 days. The 
bilirubin, serum amylase, urinary 
amylase, and serum lipase were nor¬ 
mal. The patient was not transfused in 
spite of the rather significant blood 
loss. His postoperative hemoglobin 
was 11.0 and hematocrit 33.5. 

He was discharged from the hospital 
on the tenth postoperative day. His 
retention sutures were removed three 
weeks postoperatively. An IV cholan¬ 
giogram performed six weeks post¬ 
operatively revealed no visible dye but 
pneumobilia clearly outlined the 
hepatic ducts. 

Discussion 

The etiology of the choledochal cyst 
is unknown. Yotuyanagi has an ex¬ 
cellent review of the etiology and 
pathogenesis postulated by different 
authors. He classified the theories as: 
(1) acquired postnatally, secondary to 
obstruction by stone, trauma, or in¬ 
flammatory process; and (2) congeni¬ 
tal. No single theory can explain all 
cases of choledochal cyst. 

The most widely accepted theory is 
Yotuyanagi’s hypothesis that there is 
unequal proliferation of epithelial 
cells of the primitive choledochus dur¬ 
ing the solid embryonic stage. The in¬ 
adequate proliferation of the epithe¬ 
lial cells could be multifocal and affect 
both intra- and extra-hepatic biliary 
systems. 

Alonso-Lej et al. 5 similarly clas¬ 
sified the etiology into extrinsic (or 
acquired) and congenital. Babbitt and 
associates 6 in 1973 suggested that an 
anomalous relationship between the 
common bile duct and the pancreatic 
ducts allows reflux of pancreatic 
juice into the common bile duct. This 


eventually leads to cholangitis and di¬ 
latation of the common bile duct. 

Glenn and McSherry 7 proposed that 
congenital segmental absence of the 
subserous layer in the biliary tract 
serves as a weak point for cystic dila¬ 
tation, which becomes more pro¬ 
nounced in the presence of distal 
obstruction. Choledochal cyst associ¬ 
ated with atresia or stenosis of the dis¬ 
tal common bile duct is classified by 
Kasia as Type 1 biliary atresia. 8 

The incidence of this disease ranges 
from 1 in 13,000 to 1 in 260,000 hos¬ 
pital admissions. 9 According to 
Tsuchiya and associates, 10 at least 965 
cases have been reported. Review of 
our medical records from 1966 to 1976 
revealed a total of 114,166 hospital 
discharges and 2,179 cases of 
cholecystectomy where biliary tract 
surgery was performed. One case of 
congenital absence of the gallbladder 
and no prior cases of choledochal cyst 
were recorded. Our incidence of 
choledochal cyst has been 1 in 2,179 
cases of biliary tract surgery and 1 in 
114,166 hospital discharges. 

Since about one-third of reported 
cases have been made by the 
Japanese, one must suspect a racial 
predisposition. Choledochal cyst may 
be found at any age. Lee, Min, and 
associates 11 in their reviews reported 
that 54 of 97 cases (55.7 percent) were 
found at age 10 and below, and 
Alonzo-Lej gave a figure of 45 percent 
of cases found below age 10. 
Flanigan 12 in 1975 reported 81 percent 
of patients were females and 61 per¬ 
cent were discovered before age 10. 

Diagnosis 

In 30 percent of the 94 cases 
analyzed by Alonzo-Lej et al. diagnosis 
was made or considered preopera- 
tively. The presence of pain, jaundice, 
and a palpable mass constitute the 
classic triad. Lorenzo et al. reported 
that the triad is present in approxi¬ 
mately two-thirds of patients; Yue, 22 
percent of patients. Tsardakos and 
Robnett 13 reported the triad was 
present in 57.7 percent, pain present 
in 63.4 percent, jaundice in 69 percent, 
and a palpable mass in 72 percent. 

Roentgenologic studies might be 
helpful in establishing the diagnosis 
preoperatively. Flat films of the ab¬ 
domen may reveal a mass displacing 
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the stomach and colon. Upper GI 
series, barium enema, or IVP may 
help to outline the mass and differ¬ 
entiate it from other conditions. IV 
cholangiogram has been recom¬ 
mended by Serfas and Lyter 14 when 
the serum bilirubin is less than 3 mg 
percent. 

Cholangitis, as signified by fever, 
leucocytosis, and accentuation of signs 
and symptoms, may develop. Stones in 
the gallbladder and/or biliary tract 
have been reported in association with 
some choledochal cysts. Maingot, 
however, reported stones present in 
less than 1 percent, and thus stones 
are not of primary concern in the etiol¬ 
ogy. symptomatology, or treatment of 
choledochal cyst. In the many cases 
reported without stones, the triad of 
pain, jaundice, and a palpable mass is 
apparently secondary to intermittent 
obstruction of the outlet of the cyst due 
to redundancy of the cyst wall itself 
which can act as a ball-valve mecha¬ 
nism. 

Our case revealed multiple stones in 
the cyst with the largest one measur¬ 
ing 4 cm in diameter. The fluctuation 
of the serum bilirubin level preopera- 
tively suggests the stones caused in¬ 
termittent obstruction. The triad of 
pain, jaundice, and a palpable mass 
was present for only a few hours when 
a mass was palpable in the right upper 
quadrant, suggesting the cyst was dis¬ 
tended secondary to a stone blocking 
the bile passage. When the stone dis¬ 
lodged and allowed drainage of bile, 
the mass disappeared. 

There is great variation in size of 
the cysts. As much as 4 to 5 liters of 
bile in the cyst has been reported. 
Reed and Burrell reported 8 liters of 
bile obtained in one patient, though 
Poate doubts the authenticity of this 
case. 15 

Aspiration of the cyst has been re¬ 
ported by Kjellberg and Lumpkin et al. 
with injection of radio-opaque mate¬ 
rial as a preoperative diagnostic test 
without complications. This technique 
is not recommended because of the 
danger of producing bile peritonitis. 
Arteriogram and scanning of the pan¬ 
creas may be of value in ruling out 
other conditions. Perhaps with recent 
advancement of ultrasonography, 
diagnosis may be more accurately 
made preoperatively. To our knowl¬ 
edge, no report has yet been made of 


the use of ultrasound as a diagnostic 
aid. 


Treatment 

Choledochal cyst should be treated 
surgically. Flanigan has stated un¬ 
treated or medically treated patients 
had a 97 percent mortality. The opera¬ 
tive mortality has decreased from 83 
percent to 3 to 4 percent. 

Operative cholangiogram is defi¬ 
nitely indicated in order to visualize 
the entire biliary system. External 
drainage should be reserved as a tem¬ 
porary measure for decompression in 
severely ill patients who represent 
prohibitive risks for a definitive pro¬ 
cedure. 

Choledochocystogastrostomy is 
rarely performed today because some 
authors believe that cholangitis could 
be produced by reflux of gastric and 
duodenal chyme which subsequently 
leads to stenosis of the anastomosis. 
Choledochocystoduodenostomy is 
technically the easiest method of 
drainage, and it involves minimal dis¬ 
section. A 2- to 3-cm anastomosis 
stoma has been recommended by 
Duckett et al . 16 

Roux-en-Y choledochocystojejunos- 
tomy has been recommended by sev¬ 
eral authors. The length of the Roux- 
en-Y loop should be about 30 cm to 
assure satisfactory drainage and 
avoid reflux of intestinal content to 
the biliary system. Ascending cholan¬ 
gitis will not be a problem if an ade¬ 
quate anastomosis is made. Walters 17 
reviewed 186 cases of stricture of the 
common and hepatic bile ducts and 
concluded that, following choled- 
ochoduodenostomy, cholangitis is 
not secondary to reflux of gastroin¬ 
testinal content but is secondary to 
stenosis of the anastomosis. Braasch 18 
and Donaldson 19 have made the same 
observation. 

Side-to-side choledochocystoje- 
junostomy and side-to-side jeju-je- 
junostomy may be performed. The 
jeju-jejunostomy shunts the gastric 
and intestinal chyme away from the 
biliary system. The cyst should be 
anastomosed at the most dependent 
portion to ensure satisfactory drain¬ 
age. 

Kasai and associates 20 emphasized 
the increased incidence of carcinoma 
arising in the choledochal cyst and 
have recommended primary excision 


of the cyst. The incidence of biliary 
carcinoma in choledochal cyst is ap¬ 
proximately 20 times greater than the 
incidence of bile duct carcinoma in the 
general population. Tsuchiya reported 

4 of 17 patients with associated biliary 
carcinoma. 

Several hypotheses have been pos¬ 
tulated regarding malignant changes 
in a choledochal cyst. Irwin and Mori- 
son suggest that the irritation of the 
stagnant bile within the cyst causes 
squamous metaplasia followed by 
malignant changes. George and 
Maingot noticed the close chemical re¬ 
lationship between certain bile acids 
and methylcholanthrene, a known 
carcinogen. Fischer proposed that 
chronic inflammation in the cyst pro¬ 
vokes repeated regeneration of the 
cyst lining and eventually may lead to 
malignant changes. Excision was 
suggested as early as 1924 by 
McWhorter. Kasai in his article in 
1970 recommended excision of the cyst 
with Roux-en-Y hepaticojejunostomy. 

Recommendation 

Our recommendation for treatment 
is the performance of internal depen¬ 
dent drainage by cystoduodenostomy 
or drainage to a defunctionalized por¬ 
tion of bowel with an anastomosis 3 to 

5 cm in length. The inside of the cyst 
should be examined and any suspi¬ 
cious areas biopsied. If frozen sections 
reveal carcinoma, the cyst should be 
excised and drained. Excision of the 
cyst is a difficult operation, and we 
discourage using it routinely as a 
prophylactic measure against the pos¬ 
sible future development of car¬ 
cinoma. 

Summary 

The case of a 64-year-old man with a 
choledochal cyst has been presented. 
Although the condition is certainly 
not common, more than 900 cases 
have been reported. Abdominal sur¬ 
geons should be familiar with the con¬ 
dition, recognize it if encountered at 
the time of surgery, and be familiar 
with the treatment options. 

The patient demonstrated the triad 
of abdominal pain, jaundice, and pal¬ 
pable mass for less than 12 hours dur¬ 
ing the course of his disease. In spite of 
the multiple stones present in the 
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choledochal cyst, biliary drainage was 
apparently not interfered with for 
many years except for very short and 
intermittent periods of time, allowing 
the patient to live in relative comfort. 

Fortunately the patient was under 
observation when the outlet from the 
choledochal cyst obviously became 
obstructed, either from a ball-valve 
mechanism or, more likely, from 
a gallstone. The resulting acute pain 
and temporary dilatation of the cyst, 
in spite of its fibrotic wall and sur¬ 
rounding reaction, to the point at 
which it became palpable, completed 
the elements of the classically de¬ 
scribed triad. The stone became dis¬ 
lodged spontaneously; the cyst decom¬ 
pressed; the pain disappeared; and the 
palpable mass was no longer demon¬ 
strable. □ 


REFERENCES 

1. Lorenzo, G.A.; Seed, R.W.; and Beal, J.M. Con¬ 
genital dilatation of biliary tract. Am. J. Surg. 121:510, 
1971. 

2. Yotuyanagi, S. Contribution to etiology and 
pathogeny of idiopathic cystic dilatation of the common 
bile duct. Gann 30:601, 1936. 

3. Maingot, R. Abdominal operation. Vol. 1, p. 1101- 
1105, 6th Edition, Appleton-Century-Crofts. 

4. Hardy, J.D. Textbook of surgery, principles and 
practice. 5th Edition, p. 978, J.B. Lippincott Company. 

5. Alonso-Lej. F.; Rever, W.B. Jr.; and Passagno, 
D. J. Congenital choledochal cyst, with a report of two and 
an analysis of 94 cases. International Abstracts of 
Surgery. Surg. Gynecol. Obstet. 108:1, 1959. 

6. Babbitt, D.P.; Starshak, R.J.; and Clement, 
A.R. Choledochal cyst: a concept of etiology. Am. J. 
Roentgenol. Radium Ther. Nucl. Med. 119:57, 1973. 

7. Glenn F.; McSherry, C.K. Congenital segmental 
cystic dilatation of the biliary ductal system. Ann. Surg. 
177:705, 1973. 

8. Kasai, M. Treatment of biliary atresia with special 
reference to hepatico-portoenterostomy and its modifica¬ 
tions. Progr. Pediatr. Surg. 6:5, 1974. 

9. Yue, P.C.K. Choledochal cyst: a review of 18 cases. 
Br. J. Surg. 61:896, 1974. 

10. Tsuchiya, R.; Harada, N.; Ito, T.; et al. Malignant 
tumors in choledochal cysts. Ann. Surg. July, 1977. 

11. Lee, S.S.; Min, P.C.; Kim, G.W.; and Hong, P.W. 
Choledochal cyst. Arch. Surg. 99:19, 1969. 

12. Flanigan, D.P. Biliary cysts. Ann. Surg. 182:635, 
1975. 

13. Tsardakas, E.; and Robnett, A.H. Congenital cys¬ 
tic dilatation of the common bile duct. Arch. Surg. 72:311, 
1956. 

14. Serfas, L.S.; and Lyter, C.S. Choledochal cyst - 
with a report of an intraduodenal choledochal cyst. Am. J. 
Surg. 93:979, 1957. 

15. Asby, B.S. Carcinoma in a choledochal cyst. Br. J. 
Surg. 51:493, 1964. 

16. Spitz, L. The surgical treatment of choledochal 
cysts. S. Afr. Surg. 10:161, 1972. 

17. Walters, W. Physiologic studies in cases of stricture 
of the common bile duct. Ann. Surg. 130:448, 1945. 

18. Braasch, J.W. Current considerations in the re¬ 
pair of bile duct strictures. Surg. Clin. N. Amer. 53:423, 
1973. 

19. Donaldson, G.A.; Allen, A.W.; and Bartlett, M.K. 
Postoperative bile duct strictures - their etiology and 
treatment. New Engl. J. Med. 254:50, 1956. 

20. Kasai, M.; Asakura, Y.; and Taira, Y. Surgical 
treatment of choledochal cyst. Ann. Surg. 99:19, 1969. 

Pennsylvania Medicine, October 1978 


The Co-op now sells 
to all PMS members! 

Pennsylvania MEDICAL Cooperative 


Start saving today. No membership fee, no 
minimum purchase. Just valuable saving. 

These are the benefits of cooperative pur¬ 
chasing: 

Wide selection of products. 

Prompt delivery. Orders processed in 24 
hours, with delivery usually within 48 
hours. 

Unconditional guarantee. Sixty day credit 
or refund policy on all returned items. 

Special offers. See your new catalogue 
and watch for Co-op specials. 


Pennsylvania Medical Cooperative, 

20 Erford Rd., Lemoyne, PA 17043 
Telephone C717) 761-8215. 

THE NATION’S FIRST MEDICAL COOPERATIVE 
RUN BY PHYSICIANS, FOR PHYSICIANS. 


31 






Fc 



n my opinion 


Do big health insurance carriers play fair with payouts? 


Henry F. Lee, M.D. 


Do you feel that Blue Shield and other health and acci¬ 
dent carriers “brush off” your complaints about 
payments or other matters? This article suggests 
you’re getting a better break than you think ... 


D o Blue Shield, Blue Cross, and 
other carriers cut the patient or 
the doctor short? Are they giving less 
than money’s worth? Does the private 
practice of medicine have any input in 
the decisions? 

I have done my share of complaining 
in the past about these problems, but 
my point of view has changed. Experi¬ 
ence has led me to see the good in our 
health insurance industry. What 
gives me the right to comment? My 
experiences during twenty years in a 
group pediatric practice; staff ap¬ 
pointments in urban and suburban 
hospitals; and part-time teaching in 
one of our medical schools qualify me. 

Most of us want health insurance for 
ourselves and our patients, but many 
physicians believe that they and their 
patients have been short-changed. 
Most of these beliefs are based on un¬ 
realistic expectations or simple mis¬ 
understandings. 

For seventeen years I have devoted 
time to contested claims review in the 
pediatric area; I have also served on a 
variety of insurance-related commit¬ 
tees. It has been my experience that 
insurance carriers, subscriber-pa¬ 
tients, and physicians form a trian¬ 
gle; each is important and each needs 
the other. When, they need a mediator 
who understands the contract, the 
special problems of doctors, the va¬ 
garies qf disease, and the patients’ 
points of view, I stand in the middle 
and try to see that each side is treated 
fairly. 

Gradually I have become less criti¬ 
cal of our health and accident insur¬ 
ance system. In all these years I have 


yet to see any company, profit or non¬ 
profit, try to give any patient or doctor 
less than his full entitlement under 
the contract that applies. I believe it’s 
a less arbitrary system than any gov¬ 
ernment bureaucracy that can be 
imagined; that it’s basically a flexible 
system; and that, by and large, patient 
and doctor alike get fair treatment. 

For any given premium structure 
only so much can be paid out. Large 
non-profit organizations like Blue 
Cross and Blue Shield return 90 per¬ 
cent or more of premium income to 
policyholders. In general, they cannot 
make significant changes in premium 
or policy structure without approval of 
state insurance offices. 

In the early 1960s, one of the largest 
Blue Cross plans tried something new 
by establishing a physicians review 
board consisting of doctors from all 
major specialties. Its purpose was to be 
the mediator when differences arose 
between patients, hospitals, physi¬ 
cians, and Blue Cross. The board ex¬ 
amined the records and attempted to 
reach decisions fair to all parties. 
Many types of dispute were studied. 
Most often Blue Cross personnel had 
made correct decisions. Occasionally 
the board ruled in favor of the patient 
or hospital. In these situations, it was 
usually because insurance personnel, 
going by the rules, did not understand 
the medical nuances of a case. In a 
majority of cases, the board was rea¬ 
sonably successful as an arbitrator. 


Dr. Lee is a pediatrician practicing in 
Philadelphia. 


About 1963 the Philadelphia 
County Medical Society established 
an Insurance Mediation Committee. 
Its purpose was to arbitrate com¬ 
plaints about physicians fees or insur¬ 
ance matters involving commercial 
carriers. Members were volunteers 
with considerable practice experience. 
Representatives of the large health 
and accident carriers active in the 
area soon were attending committee 
deliberations. They presented cases 
for arbitration, always urging the 
committee to give the policyholder 
every break possible under his con¬ 
tract. The committee and a similar one 
in California were the first of their 
kind; the insurance industry watched 
their performances closely. 

From these beginnings, Pennsylva¬ 
nia Blue Shield and other carriers es¬ 
tablished the use of medical advisors. 
Physicians are now assured that any 
significant dispute they may have will 
be heard and evaluated by their peers. 
As one of Pennsylvania Blue Shield’s 
medical advisors, I have a straight¬ 
forward assignment to help resolve 
problems involving policyholders, 
physicians, and abrogation of rules. 

The processing of claims by insurers 
at the rate of more than 30,000 a day is 
a complex but streamlined process. 
Most are processed and paid by full¬ 
time personnel; only a small fraction 
are reviewed by medical advisors. 

Most insurers generally follow the 
same claims processing procedures. 
Claims without sufficient or appropri¬ 
ate information to allow machine 
processing are pulled out of the system 
for manual review. At this point the 
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claim goes to a specially trained 
claims examiner. When medical re¬ 
view is necessary, the claim is sent to a 
medical review section where a regis¬ 
tered nurse with extensive experience 
in health insurance claims processing 
reviews the claim. The R.N. can decide 
to pay the claim, but cannot reduce or 
deny payment. When an immediate 
decision is questionable, more infor¬ 
mation is obtained and, if necessary, 
the claim proceeds to the next level of 
review, a medical director. 

A medical director reviews all the 
data and may then pay, reject, or re¬ 
duce the claim. The patient receives a 
detailed explanation of the decision. 
His contract controls the maximum 
permissible payment which can be ap¬ 
proved. 

When physicians are dissatisfied 
with payment, they may write to most 
insurers and present their reasons and 
any supporting information. The 
claim will be reviewed again and, if 
there is any doubt about medical as¬ 
pects, it will be sent to one of the medi¬ 
cal advisors. An advisor then submits 
a written recommendation to the in¬ 
surer. Most insurers act promptly on 
the advisor’s recommendation. 

A doctor should remember that if 
his fees are significantly higher than 
those of other doctors in this area the 
carrier cannot pay charges in full 
under a contract specifying "usual and 
reasonable.” 

Occasionally fraudulent claims are 
received but computer analysis has 
reduced the likelihood that these will 
be paid. Computers spot irregularities 
and any claims suggestive of cheating 
are immediately processed through a 
meticulous channel of review. 

It is inevitable in large insurance 
operations that an occasional inequity 
will occur. In most systems when such 
a situation is discovered, a reporting 
letter will be carefully considered by 
experienced colleagues. Not all insur¬ 
ers operate in the same manner nor do 
all carriers follow a single, consistent 
set of rules. But all will listen to rea¬ 
sonable complaints and make an hon¬ 
est effort to correct them. 

The only visible alternatives to the 
big health insurance carriers are gov¬ 
ernment administered plans that will, 
at best, be far less flexible. And at 
worst—haven’t we already had a 
taste? □ 
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Medical judgment and malpractice 

Courts expect ‘reasonable’ action from 

Jerry Zaslow, M.D., J.D., F.C.L.M. 


I n order for a plaintiff to prevail in an 
action based on negligence, he must 
satisfy four criteria: that a legal duty 
was owed to him by the defendant; 
that there was a breach of that duty; 
that there was harm; and, finally, that 
the breach was the proximate (legal) 
cause of the harm. In a case of negli¬ 
gence in the medical field, the duty 
owed to the plaintiff is that he is ren¬ 
dered that level of care as established 
by physicians practicing the same 
type of medicine in his community (or 
in similar communities or generally, 
depending on jurisdiction) and that 
the physician act as a reasonable man 
under the circumstances of the case. 

Obviously, the best defense a physi¬ 
cian can offer is to prove that he did, in 
fact, follow the standard of care of his 
peers. There are many cases, however, 
in which the only defense the physi¬ 
cian offers is that he used his best med¬ 
ical judgment in treating his patient. 

The courts in all jurisdictions have 
recognized that the practice of medi¬ 
cine is not an exact science; in many 
ways it is more art than science. 
Judgment plays a large part in the 
diagnosis and treatment of diseases, 
and judgment decisions constantly are 
being made. In view of this, the gen¬ 
eral rule promulgated by the courts 
has been that a physician is not liable 
for an error in judgment provided he 
has availed himself of the advances in 
the medical field available to him. 

The courts have not detailed what 
those advances might be, and there 
should be no need for them to do so. 
The modalities available vary with 


Dr. Zaslow is a surgeon in private prac¬ 
tice in Philadelphia and a practicing 
attorney. 


each case, and it is for the medical, not 
the legal, profession to know what 
these are. The basic tenet is that the 
physician must keep abreast of 
changes in medical practice. Failing to 
do so and falling behind in the contin¬ 
uing advances is an injustice to the 
patient to whom the physician 
willingly chose to dedicate his time 
and efforts. 

In addition to keeping abreast of ad¬ 
vances and changes in medicine, the 
physician must use that judgment in 
diagnosis and treatment which a rea¬ 
sonable man in the circumstances of 
the case would use. While not all 
physicians will manage any particu¬ 
lar case in a particular way, it may be 
expected that the basis for the decision 
of how to act will be founded on princi¬ 
ples of care that are accepted by at 
least a respectable minority of his 
peers. 

The physician must realize that, be¬ 
cause he has done something in a cer¬ 
tain way, his judgment will not auto¬ 
matically exculpate him from liability 
should an untoward result follow. The 
physician must abandon attitudes 
that often have prevailed in the past: 
that he can do no wrong, that he need 
account to no one for his medical deci¬ 
sion, that his judgment is not to be 
questioned by anyone, and that an un¬ 
toward result was an "act of God,” and 
one of the unfortunate complications 
or risks of a particular procedure. 
While the latter is often true, the 
judgment can be proper only when he 
acts as a "reasonable” man under the 
circumstances of the case, availing 
himself of both his past experience and 
advances in medicine applicable to the 
situation. 

The resident staff in many institu¬ 
tions with ongoing training programs 


physicians 


undertake, more or less independ¬ 
ently, the care of the patient. While 
the attending staff is available, fre¬ 
quently there is a lack of adequate 
supervision of choice of management 
in diagnostic and therapeutic areas. 
The probability of errors in judgment 
is generally proportionate to the expe¬ 
rience and training of the physician, 
with a greater likelihood of error when 
a resident-in-training makes all the 
decisions. 

The attending staff must have con¬ 
trol over all acts of the resident. This is 
a duty owed to the patient and an obli¬ 
gation owed to the resident staff. The 
attitude that the physician-in¬ 
training will learn by his mistakes 
should never be adopted. Rather, the 
attitude should be that the resident 
should learn from mistakes made by 
those with more experience, by learn¬ 
ing and seeing what should and should 
not be done. 

Recently the medical profession has 
been made more accountable for the 
type of care it renders. While this may 
place a heavier burden on the physi¬ 
cian, he is able to adjust to this de¬ 
mand because the medical profession 
has been trained with only one pur¬ 
pose in mind: to render the best care 
available to the patient. This can only 
be done if the physician listens to the 
patient’s complaints; does complete 
physical examinations; discusses fully 
with the patient the modalities to be 
emphasized; keeps abreast of the ad¬ 
vances in medicine; keeps the pa¬ 
tient’s interest foremost in all deci¬ 
sions, weighing risks against benefits; 
and accepts the fact that medical neg¬ 
ligence does exist, and that he must 
act "reasonably” in efforts in the pa¬ 
tient’s behalf to keep negligence to a 
minimum. □ 
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MDs in the news 


The following physicians recently 
were elected officers of the Philadel¬ 
phia Laryngological Society: Ernest 
L. McKenna, Jr., MD, president; 
Charles L. Rojer, MD, secretary; and 
Louis W. Welsh, MD, treasurer. 

Peter Safar, MD, internationally 
known pioneer in critical care medi¬ 
cine and cardiopulmonary resuscita¬ 
tion, has been appointed Distin¬ 
guished Service Professor at the Uni¬ 
versity of Pittsburgh in conjunction 
with his resignation as chairman of 
anesthesiology/critical care medicine 
in the School of Medicine. Succeeding 
Dr. Safar in that capacity is Ryan 
Cook, MD, associate professor of clin¬ 
ical anesthesiology. 

Elected as new officers of the 
Pittsburgh Academy of Medicine are: 
Robert B. Atwell, MD, president; 
William M. Cooper, MD, president 
elect; Dorothy C. Scott, MD, secre¬ 
tary; Stuart E. Price, Jr., MD, trea¬ 
surer; and H. Lee Dameshek, MD, 
assistant treasurer. 

Paul L. McLain, MD, recently re¬ 
ceived the Philip K. Hench Distin¬ 
guished Alumnus Award from the 
Medical Alumni Association of the 
University of Pittsburgh School of 
Medicine. The award honors the 
memory of Nobel Laureate in Medi¬ 
cine Dr. Philip K. Hench, graduate of 
Pitt’s medical school, and is presented 
to an individual who has made out¬ 
standing contributions to the school 
and the medical profession. 

The following physicians recently 
were elected officers of the Medical 
Alumni Association of the University 
of Pittsburgh School of Medicine: 
Phillip R. Levine, MD, president; 
Lawrence D. Ellis, MD, president 
elect; Dorothy C. Scott, MD, vice 
president; Mark E. Thompson, MD, 
secretary; and Richard H. Horn, 
MD, treasurer. 


Newly elected officers of the 
Pittsburgh Psychiatric Society are: 
Marjorie TaVoularis, MD, presi¬ 
dent; Robert H. Stanger, MD, vice 
president; Ruth Coyne, MD, secre¬ 
tary; and Robert Trivus, MD, trea¬ 
surer. 

Monto Ho, MD, has been named one 
of 25 faculty scholars in North 
America by the Josiah Macy, Jr. 
Foundation. Dr. Ho will pursue his re¬ 
search in viral immunology as a visit¬ 
ing fellow at the John Curtin School of 
Medical Research in Canberra, Au¬ 
stralia. 

Recently elected officers of the 
Schuylkill County Medical Society 
are: John Y. Modarress, MD, presi¬ 
dent; Louis Gabriel, MD, president 
elect; Richard Bindie, MD, secre¬ 
tary; and Michael Pristas, MD, trea¬ 
surer. 

John C. Gaisford, MD, Pittsburgh, 
chairman of surgery and director of 
the Western Pennsylvania Hospital’s 
burn center, recently was elected 
1978-79 president of the Society of 
Head and Neck Surgeons. 

Gerald H. Escovitz, MD, associate 
dean for medical education at the 
Medical College of Pennsylvania, has 
been awarded a Senior International 
Fellowship of the Fogarty Interna¬ 
tional Center for Advanced Study in 
the Health Sciences. He will work at 
Israel’s Hebrew University Hadassah 
Medical Center in a program to en¬ 
hance that country’s evaluation of 
continuing education for physicians. 

The Pittsburgh Obstetrical and 
Gynecological Society recently elected 
the following physicians to serve as 
officers in 1978-79: Frank Reda, MD, 
president; John E. Walker, MD, vice 
president; Robert E. Warner, MD, 
secretary; and Robert P. Gannon, 
MD, treasurer. 


Leslie Nicholas, MD, was the only 
American elected a technical counsel¬ 
lor at the recent meeting of the Inter¬ 
national Union Against the Venereal 
Diseases and the Treponematoses held 
in Leeds, England. Dr. Nicholas is pro¬ 
fessor of medicine at Hahnemann 
Medical College and Hospital and 
president of the American Venereal 
Disease Association. 

Ray A. Moyer, MD, has been named 
director of Temple University Hospi¬ 
tal’s sports medicine center. Dr. Moyer 
succeeds Theodore C. Quedenfeld in 
the position. 

Martin Rubel, MD, has been named 
director of the adolescent treatment 
program at the Institute of Pennsyl¬ 
vania Hospital. Since 1971 Dr. Rubel 
has been clinical assistant professor of 
psychiatry at Temple University 
School of Medicine and recently was 
appointed to the faculty of the 
Philadelphia Psychoanalytic Insti¬ 
tute. 

Cyril H. Wecht, MD, Allegheny 
County coroner, recently was awarded 
the Distinguished Service to Law En¬ 
forcement Award by the Pennsylvania 
State Division of the International 
Association of Identification Officers. 
Dr. Wecht, a forensic pathologist and 
attorney, is a faculty member at the 
University of Pittsburgh and Du- 
quesne University and is past pres¬ 
ident of the American Academy of 
Forensic Sciences and the American 
College of Legal Medicine. 

Two Pennsylvania physicians re¬ 
cently received certificates for contin¬ 
uing education in utilization review. 
They are: John G. Hallisey, MD, 
chief of utilization review at Aliquippa 
Hospital, and Joan M. Roberts, MD, 
chairman of utilization review at 
Chestnut Hill Hospital, Philadelphia. 
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Bacitracin Polymyxin B 


This potent broad-spectrum antibacterial 
provides overlapping action to help combat 
infection caused by common susceptible pathogens 
(including staph and strep). The petrolatum base 
is gently occlusive, protective and 
enhances spreading. 
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Burroughs Wellcome Co. 

Research Triangle Park 
North Carolina 27709 


In vitro overlapping antibacterial action of 
Neosporin* Ointment (polymyxin B-bacitracin-neomycin). 


Ointment 

(Polymyxin B-Bacitracin-Neomycin) 


Each gram contains: Aerosporin* brand Polymyxin B 
Sulfate 5,000 units; zinc bacitracin 400 units; neomycin 
sulfate 5 mg (equivalent to 3.5 mg neomycin base); 
special white petrolatum qs; in tubes of 1 oz and 1/2 oz 
and 1/32 oz (approx.) foil packets. 

WARNING: Because of the potential hazard of nephro¬ 
toxicity and ototoxicity due to neomycin, care should be 
exercised when using this product in treating extensive 
burns, trophic ulceration and other extensive conditions 
where absorption of neomycin is possible. In burns 
where more than 20 percent of the body surface is 


affected, especially if the patient has impaired renal 
function or is receiving other aminoglycoside anti¬ 
biotics concurrently, not more than one application a 
day is recommended. 

When using neomycin-containing products to control 
secondary infection in the chronic dermatoses, 
it should be borne in mind that the skin is 
more liable to become sensitized to many substances, 
including neomycin. The manifestation of sensitization to 
neomycin is usually a low grade reddening with swelling, 
dry scaling and itching; it may be manifest simply as 
failure to heal. During long-term use of neomycin- 
containing products, periodic examination for such 
signs is advisable and the patient should be told to 
discontinue the product if they are observed. These 
symptoms regress quickly on withdrawing the medica¬ 
tion. Neomycin-containing applications should be 
avoided for that patient thereafter. 


PRECAUTIONS: As with other antibacterial preparations, 
prolonged use may result in overgrowth of nonsus- 
ceptible organisms, including fungi. Appropriate measures 
should be taken if this occurs. 

ADVERSE REACTIONS: Neomycin is a not uncommon 
cutaneous sensitizer. Articles in the current literature 
indicate an increase in the prevalence of persons 
allergic to neomycin. Ototoxicity and nephrotoxicity 
have been reported (see Warning section). 

Complete literature available on request from Profes¬ 
sional Services Dept. PML. 
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nicotinic acid therapy 


IMMEDIATE RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid .100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (B-l) . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6) 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


LIPO-NICIN/250 mg. 

Each yellow tablet contains: 


Nicotinic Acid .250 mg. 

Niacinamide 75 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (B-l) 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6) 10 mg. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


GRADUAL 

RELEASE 


LIPO-NICIN/300 mg. 

Each time-release capsule con¬ 


tains: 

Nicotinic Acid.300 mg. 

Ascorbic Acid 150 mg. 

Thiamine HCL (H-l) 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: For use as a vasodilator in the symp¬ 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins. The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur. Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. 
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TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 
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FORGETFULNESS • CONFUSION 



Cerebro- 
Nicin 


CAPSULES 


A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazoie.100 mg. • Nicotinic Acid ... 100 mg 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 
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Residency 

in 

physical medicine 
and 

rehabilitation 

Dynamic, young program with balanced ac¬ 
ademic and clinical emphasis under the 
supervision of ten physiatrists. Three year pro¬ 
gram and integrated internship residency with 
opportunity for research and pursuit of special 
interests both in medical school and private 
hospital settings. Stipends from $13,800 to 
$15,800 depending on qualifications. We will 
pay for visits in selected cases. 

Equal Opportunity/Affirmative Action employer. 

Telephone or write for information to: 

John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 928-6573 











































Pediatrics 1978 


SH 

The Children’s Hospital of Philadelphia 
announces a three-day course in 
pediatrics for pediatricians and family 
practitioners. 

November 6-8, 1978 

Caribe Hilton Hotel San Juan, Puerto Rico 

The curriculum will include a review of practi¬ 
cal pediatric topics, as well as presentations 
and analyses of newer therapeutic efforts in 
pediatrics and pediatric surgery. The faculty 
will be entirely from the Children’s Hospital 
staff and from the Catholic University School 
of Medicine, Puerto Rico. 

15 credits-American Medical Association 
15 credits-American Academy of Family Physi¬ 
cians, application pending 

Tuition-$1 50 (includes three coffee breaks, rum punch party, two 
cocktail parties, one banquet, and a syllabus of the course) 

Registration and inquiries should be sent to Dr. Patrick S. 
Pasquariello, Jr., Director of Continuing Medical Education, 
The Children’s Hospital of Philadelphia, One Children's Center, 
Philadelphia, PA 19104. 

Make checks payable to: CH Postgraduate Education Fund. 
Applications will be accepted in order to receipt. 
Registration closes MONDAY, October 23, 1978 


WANTED FOR CONSUMER EDUCA¬ 
TION PROGRAM — Physician with broad 
experience in the treatment of pain to 
travel part-time for major producer of 
analgesics. Provide consumer informa¬ 
tion on pain and fever management 
through TV, radio, and newspaper inter¬ 
views. Spring 1979 program would call 
for approximately ten trips of two days 
each to large cities. Ideal project for re¬ 
tiree, or author of articles on related sub¬ 
ject. 

Please respond to 

Department 795, 

Pennsylvania Medicine 

20 Erford Rd, Lemoyne, PA 17043 


Continuing Education Programs 1978-1979 

Institute for Medical Education and Research 
Geisinger Medical Center 


Management of Rheumatic Diseases - Update 

Wednesday, September 20, 1978 
9 a.m. to 5 p.m. Tuition: $40 
Common Problems in Neurology 
Wednesday, October 4, 1978 
9 a.m. to 5 p.m. Tuition: $40 
4th Annual Emergency Medicine Seminar 
Wednesday, October 18, 1978 
9 a.m. to 5 p.m. Tuition $40 
Clinical Update in Gynecology 
Wednesday, October 25, 1978 
9 a.m. to 5 p.m. Tuition $40 
Ophthalmology Update for Family Physicians 
Wednesday, November 1, 1978 
1 p.m. to 5 p.m. Tuition: $25 
Clinical Advances in Pediatrics 
Wednesday, November 15, 1978 
1 p.m. to 5 p.m. Tuition: $25 
Advances in Clinical Practice - 1979* 

Saturday, Sunday, February 10, 11, 1979 
9 a.m. to 5 p.m. Tuition $105 
Office Treatment for Common Problems in 
Otolaryngology 
Wednesday March 7, 1979 
9 a.m. to 5 p.m. Tuition: $40 


Endocrine Disorders of Pituitary, Pancreas 
& Parathyroid 

Wednesday, March 21, 1979 
9 a.m. to 5 p.m. Tuition: $40 

Current Topics in Surgery 
Wednesday, April 4, 1979 
9 a.m. to 5 p.m. Tuition: $40 

Advances in Dermatology for the 
Practitioner 

Wednesday, April 18, 1979 
1 p.m. to 5 p.m. Tuition: $25 

As an organization accredited for continuing medi¬ 
cal education, the Geisinger Medical Center cer¬ 
tifies that these activities meet the criteria for credit 
hours in Category I of the Physician’s Recognition 
Award of the American Medical Association. (Refer 
to each program — full day - 7 hours credit and V 2 
day - 4 hours credit). 

For further information write to: 

Millie K. Fleetwood, Ph.D. 

Geisinger Medical Center 
Danville, Pennsylvania 17821 
or telephone (717) 275-6333 





classifieds 


PHYSICIANS WANTED 

Cardiologist/Internist —Productive, board-certified cardiologist/ 
internist in southeastern Pennsylvania with excellent hospital 
(Director of Heart Station) and in-office practice seeks an experi¬ 
enced associate. Excellent salary and benefits leading to a 
shareholder in the corporation. Reply to Box 792, Pennsylvania 
Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

Ophthalmologist —Board certified/eligible ophthalmologist 
sought to associate in an established practice. Major regional 
medical center consisting of 43 multi-specialty physicians in 
northwest Ohio. Top salary and excellent fringe benefits program 
along with all corporate benefits. Please forward curriculum 
vitae, salary requirements to Box 793, Pennsylvania Medicine, 20 
Erford Rd., Lemoyne, PA 17043. 

Placement Opportunities—Pennsylvania —Excellent positions 
available now and in the near future for private, group and hospi¬ 
tal associated practices in Internal Medicine, Urology, Ophthal¬ 
mology, Family Practice, General Surgery, Orthopedics, 
Psychiatry and Otolaryngology. Confidential service by licensed 
placement agency. No fees charged to you. For details, forward 
CV to Department 790, Pennsylvania Medicine, 20 Erford Rd., 
Lemoyne, PA 17043. 

Erie, Pennsylvania —Emergency physician for six-man depart¬ 
ment. Background in emergency care, family practice, medicine 
or surgery. New modern emergency department; 600-bed hospi¬ 
tal; congenial group. Community of 130,000; clean environment; 
good schools; five colleges; cultural advantages; low crime rate; 
favorable taxes. Forty-two hour week; one month off; salary 
competitive. Send CVto Director of Medical Affairs, Saint Vincent 
Health Center, Erie, PA 16512. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 per year plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 

Emergency Medicine Positions —Available with fee-for-service 
group throughout Pennsylvania, New York, New Jersey, and 
southeastern U.S. including all suburban, rural, and metropolitan 
areas. Minimum guarantee provided. Malpractice paid. Physician 
directors also desired. Send resume to NEEMA Emergency Medi¬ 
cal Associates, 500 Spruce St., Philadelphia, PA, 19106; (215) 
925-3511. 

Director, Department of Emergency Services —The Mercy Hospi¬ 
tal of Pittsburgh. A major teaching, progressive, 617-bed, JCAH- 
accredited hospital is seeking an aggressive and innovative indi¬ 
vidual for this outstanding opportunity. The ideal candidate 
would currently be engaged in the practice of emergency medi¬ 
cine, preferably with experience as an emergency department 
director. This department experiences approximately 30,000 an¬ 
nual visits and a high percentage of major trauma. The depart¬ 
ment is currently staffed with a full complement of well trained 
physicians. Salary is negotiable and liberal fringe benefits pro¬ 
gram is available. Interested, qualified applicants should forward 
curriculum vitae to: Chairman, Search Committee c/o Executive 
Director, Mercy Hospital, 1400 Locust St., Pittsburgh, PA 15219. 
An equal opportunity employer M/F. 


General Internist —At the Aspinwall VA Hospital, Aspinwall, PA. 
This intermediate and chronic care facility is located in a beautiful 
suburban setting, 15 minutes from downtown Pittsburgh. De¬ 
fined hours with duties limited to the care of in-house patients. 
Salary dependent in part upon qualifications. Must be board 
eligible or certified in internal medicine. Write to Frederick R. 
DeRubertis, MD, Acting Chief Medical Service, Oakland VAH, 
Pittsburgh, PA 15240; or phone (412) 683-3000, ext. 325. An equal 
opportunity employer. 

Emergency Physicians —Suburban Philadelphia hospitals. FFS 
with minimum guarantee, 42 hours per week average. Experience 
preferred but will consider all applicants. Also, new hospital con¬ 
tract to begin January 1,1979. Contact Judy Blum (215) 242-4707 
for further details or send CV to PO Box 192, Flourtown, PA 19031. 

Diagnostic Radiologists —Board certified. Three full-time faculty 
positions available in general radiology at Thomas Jefferson Uni¬ 
versity Hospital beginning July 1,1979. Salaries to be discussed. 
Send CV to Jack Edeiken, MD, Professor and Chairman, Dept, of 
Radiology, 11th and Walnut Sts., Philadelphia, PA 19107. Af¬ 
firmative Action/Equal Opportunity Employer. 

Family Practitioner —To associate with long-time practice in ru ral 
south central Pennsylvania. Two hours driving distance from 
major cities. Well-equipped 50-bed hospital. Board-certified or 
board-eligible for family practice/internal medicine. Gerald 
Lorentz, MD, Box 715, McConnelsburg, PA 17233. 

University Health Services —Opening for an internist or FP/GP at 
Penn State University, University Park, Pennsylvania. Staff of 16 
physicians serving 30,000 students from well appointed health 
center. Many liberal benefits including excellent retirement pro¬ 
grams, and educational privileges for family. Pleasant university 
town with excellent cultural and recreational facilities. Contact 
John A. Hargleroad, II, MD, Director, University Health Services, 
Box 30-4, Ritenour Health Center, University Park, PA 16802. An 
equal opportunity/affirmative action employer. 

Staff Physicians—State Geriatric Center —South central Penn¬ 
sylvania. Easily accessible to Washington, DC, Baltimore, 
Philadelphia, Harrisburg. Good salary with exceptional benefits, 
retirement plan, and professional liability insurance. 37.5 hour 
work week, Pennsylvania license required. Contact Robert T. 
Gray, MD, South Mountain Restoration Center, South Mountain, 
PA 17261; (717) 749-3121. 

r- 

CLASSIFIED ADVERTISING INFORMATION 

Rates—$12.00 per insertion up to 30 words; 50 cents each additional word; $1.00 
per insertion tor answers sent in care of Pennsylvania Medical Society. Payable in 
advance. 

COPY DEADLINE— Copy due by the first day of month preceding month of 
publication. Send to PENNSYLVANIA MEDICINE, 20 Erford Rd., Lemoyne, Penn¬ 
sylvania 17043. The right is reserved to reject or modify copy to conform with 
publication rules. 

DEPARTMENT NUMBERS —Advertisers using department numbers forbid dis¬ 
closure of their identity. Written inquiries are forwarded to such advertisers. 

WORD COUNT —Count as one word all single words, two initials of a name, each 
abbreviation, isolated numbers, groups of numbers, hyphenated words. Count 
name and address as five words, telephone numbers as one, and "Write Depart¬ 
ment . . ., PENNSYLVANIA MEDICINE” as five. 
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Diagnostic Radiologist —Board certified. Nuclear medicine, ul¬ 
trasonography and angiography experience needed. Community 
hospital in Philadelphia. Immediate opening. Locum tenens ac¬ 
ceptable until permanent associate is obtained. Write Depart¬ 
ment 789, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 


Physicians —To fill more than 150 opportunities available in 
Pennsylvania. All specialties included. For further information 
write PMS Physician Placement Service, Donna F. Wenger, As¬ 
sistant Director Educational Activities, Pennsylvania Medical So¬ 
ciety, 20 Erford Rd., Lemoyne, PA 17043; (717) 763-7151. 


Psychiatrists —Board certified or eligible. Immediate openings. 
Good salary. Excellent benefits. Residence available. Located in 
central Pennsylvania within minutes of 1-80 and 1-81. Pennsylva¬ 
nia license required. Call (717) 275-7201 or write to Mr. Donald 
Campbell, Acting Superintendent, Danville State Hospital, Dan¬ 
ville, PA 17821. An equal opportunity employer. 

Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Physician for Department of Emergency Services —200-bed 
general hospital in a beautiful university community located in 
western Pennsylvania. New construction and renovation pro¬ 
gram underway. Salary highly competitive. Pennsylvania license 
required. Contact William B. Yeagley, M.D., Director of 
Emergency Services, Indiana Hospital, Indiana, PA 15701; (412) 
463-0261. 

Psychiatrist —Board certified or board eligible. Mental hospital in 
metropolitan area. Easy access to New York, Philadelphia, and 
close to Pocono resort area. Good salary with excellent fringe 
and retirement benefits. Residence available. Pennsylvania 
license required. Contact Henry Buxbaum, M.D., Superintendent, 
Clarks Summit State Hospital, Clarks Summit, PA 18411; (717) 
586-2011. 

Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after oneyear. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 


POSITIONS WANTED 

Certified Physician’s Assistant —B.M.S.C. Pennsylvania native. 
Four years experience. Desires position with medical center or 
rural physician providing primary care in Pennsylvania. For re¬ 
sume write or call Robert Pyle, 1028 Mell Ave., Clarkston, GA; 
30021; (404) 292-0494. 

If You Need —A partner or associate; a physician to continue your 
practice upon your retirement; or a specialty physician for your 
hospital staff, contact PMS Physician Placement Service, Donna 
F. Wenger, Assistant Director Educational Activities, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., Lemoyne, PA 17043; (717) 
763-7151. 


FOR SALE 

Medical-Dental-Podiatric Complex —Fully equipped and situated 
in densely populated area. Excellent opportunity for ambitious 
individual or group. Northeast Philadelphia. Reply Jenkintown 
Post Office, PO Box 2152, Jenkintown, PA 19046. 


MISCELLANEOUS 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 143 North 9th St., Lebanon, PA 
17042. Telephone (717) 274-3919. 


CONTINUING EDUCATION 

Office Management of Gastrointestinal Disorders —November 
13-15, 1978. Marriott Motor Hotel, Philadelphia. Sponsored by 
Hahnemann Medical College. AMA, AAFP, and ACGP accredited. 
For information: Harris R. Clearfield, M.D., Program Director, 
Hahnemann Medical College, 230 N. Broad St., Philadelphia, PA 
19102; (215) 448-8101. 


professional practice management associates, ltd. 



specializing in 

employee leasing and practice management 

We will assume your management problems. 

The time and taxes you save may be your own! 

box 1027 kingston, Pennsylvania 18704 (717) 586-0565 333-4113 
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Angina 

freedom 

fighter... 


Burroughs Wellcome Co. 

Research Triangle Park 
Wellcome North Carolina 27709 


Cardilate® (erythrityl tetranitrate) 

INDICATIONS: For the prophylaxis and long-term treatment of patients with frequent 
or recurrent anginal pain and reduced exercise tolerance associated with angina pec¬ 
toris, rather than for the treatment of the acute attack of angina pectoris, since its 
onset is somewhat slower than that of nitroglycerin. 

PRECAUTIONS: As with other effective nitrites, some fall in blood pressure may occur 
with large doses. 

Caution should be observed in administering the drug to patients with a history of re¬ 
cent cerebral hemorrhage, because of the vasodilation which occurs in the area 
Although therapy permits more normal activity, the patient should not be allowed to 
misinterpret freedom from anginal attacks as a signal to drop all restrictions. 

SIDE EFFECTS: No serious side effects have been reported. In sublingual therapy, a 
tingling sensation (like that of nitroglycerin) may sometimes be noted at the point of 
tablet contact with the mucous membrane. If objectionable, this may be mitigated by 
placing the tablet in the buccal pouch. As with nitroglycerin or other effective nitrates, 
temporary vascular headache may occur during the first few days of therapy. This 
can be controlled by temporary dosage reduction in order to allow adjustments of the 
cerebral hemodynamics to the initial marked cerebral vasodilation. These headaches 
usually disappear within one week of continuous therapy but may be minimized by the 
administration of analgesics. 

Mild gastrointestinal disturbances occur occasionally with larger doses and may be 
controlled by reducing the dose temporarily. 

DOSAGE: Therapy may be initiated with 10 mg sublingually prior to each anticipated 
physical or emotional stress and at bedtime for patients subject to nocturnal attacks. 
The dose may be increased or decreased as needed. 

HOW SUPPLIED: 10 mg chewable scored tablets, bottle of 100 Also 5, 10 and 15 mg 
oral/sublingual scored tablets in bottles of 100. 10 mg oral/ sublingual scored tablets 
also supplied in bottle of 1,000. 

Also available: Cardilate®-P (Erythrityl Tetranitrate with Phenobarbital)* Tablets 
(Scored). 

(•Warning—may be habit-forming.) 


1. Taken sublingually, Cardilate® (erythrityl 
tetranitrate) begins to work within 5 minutes, 
eliminating or reducing frequency and severity 
of anginal pain for up to two hours. 

2. Fear of pain, a major deterrent to achieving 
acceptable (and desirable) levels of activity, in¬ 
cluding sex, may be allayed with Cardilate. Ef¬ 
fective prophylaxis and improved exercise 
tolerance help toward normalizing the lives of 
anginal patients. 

Cardilate 

(erythrityl tetranitrate) 




new members 


DELAWARE COUNTY: 

Armand L. Bernabei, Jr., M.D., Radiology, 41 Barbara Ln., Havertown 19083 
Patrick B. Costello, M.D., Internal Medicine, 311 Caversham Rd., Bryn Mawr 19010 
Stephen P. Cowen, D O., Internal Medicine, 2310 Pine St., #304, Philadelphia 19103 
Jean W. Helz, M.D., Psychiatry, 250 Beverly Blvd., #1-203, Upper Darby 19082 
Richard W. Hole, Jr., M.D., Psychiatry, Univ. of Penna. Hosp., Philadelphia 19107 
Yehchiu Hsieh, M.D., Pediatrics, 500 Dawn Ln., Bryn Mawr 19010 
Marie B. Lim, M.D., Internal Medicine, Crozer-Chester Med. Ctr., Chester 19013 
Marc H. Lipschutz, M.D., Psychiatry, 915 Gakspavilion, Univ. of Penna., 

Philadelphia 19104 

R. Michael McClellan, M.D., Plastic Surgery, Crozer-Chester Med. Ctr., Chester 
19013 

Wilson S. Morris, Jr., D.O., Internal Medicine, Crozer-Chester Med. Ctr., Chester 
19013 

Siavash Nael, M.D., Psychiatry, 146 S. Lansdowne Ave., Lansdowne 19050 

ELK-CAMERON COUNTY: 

Ali Sahelli, M.D., Internal Medicine, 29 S. Wood St., Emporium 15834 

ERIE COUNTY: 

Agop V. Karamanian, M.D., Anesthesiology, 201 State St., Erie 16512 
Thomas K. Mathew, M.D., Family Practice, 5158 Peach St., Erie 16509 
Angelo P. Millan, M.D., Family Practice, Hamot Hosp., Emer. Dept., Erie 16512 
Atin K. Mitra, M.D., Family Practice, 319 Glenridge Rd., Erie 16509 
Joao O. Tavares, M.D., Orthopedic Surgery, 406 Peach St., Erie 16507 

FRANKLIN COUNTY: 

Stephen L. Carter, M.D., General Surgery, 45 Roadside Ave., Waynesboro 17268 

GREENE COUNTY: 

Thomas W. Mering, M.D., Obstetrics/Gynecology, 54 N. Morris St., Waynesburg 
15370 

INDIANA COUNTY: 

Farhad Salari-Lak, M.D., Anesthesiology, Indiana Hosp., Indiana 15701 

LACKAWANNA COUNTY: 

Gary J. Cassone, M.D., Urology, 427 Madison Ave., Scranton 18510 
Charles T. Curtin, M.D., Pathology, 403 Med. Arts Bldg., Scranton 18503 
Arvind D. Desai, M.D., Internal Medicine, 141 Salem Ave., Carbondale 18407 
Lio-Lian Fang, M.D., Family Practice, 204 Yale Blvd., Clarks Green 18411 
Joseph E. Gronkey, M.D., Orthopedic Surgery, Bank Towers Bldg., Scranton 18503 
Adeluola Lipede, M.D., Thoracic Surgery, 414 Madison Ave., Scranton 18510 
Daniel P. Parsick, M.D., Family Practice, 146 S. Main St., Scranton 18504 
Oscar Y. Piczon, M.D., Internal Medicine, 748 Quincey Ave., Ste. 3D, Scranton 
18510 

Robert H. Schreckengaust, M.D., Obstetrics/Gynecology, 802 Jefferson Ave., 
Scranton 18510 

Tae I. Shynn, M.D., Psychiatry, 141 Salem Ave., Carbondale 18407 

LANCASTER COUNTY: 

Christopher K. Balkany, M.D., Internal Medicine, 445 N. Duke St., Lancaster 17602 
Trudie J. Ellenberger, D O., Family Practice, 27 Spring Dell Rd., Lancaster 17601 
William D. Hunt, M.D., Family Practice, 34 Main St., Landisville 17538 
Ronald S. Plutnicki, M.D., Obstetrics/Gynecology, 549 N. Lime St., Lancaster 17602 
Richard L. Smith, M.D., Internal Medicine, 1400 Quarry Ln., Lancaster 17603 

PHILADELPHIA COUNTY: 

Henry F. Sears, M.D., General Surgery, 215 Sunrise Ln., Philadelphia 19118 
Thomas V. Sedlacek, M.D., Obstetrics/Gynecology, 230 N. Broad St., Philadelphia 
19102 

Larry S. Seidman, D O., Obstetrics/Gynecology, 255 S. 17th St., Ste. 1701, 
Philadelphia 19103 

Gary S. Shaber, M.D., Radiology, 326 Saybrook Rd., Villanova 19085 
Jayalakshmi Shayamalan, M.D., Obstetrics/Gynecology, 216 Wynne Ln., Penn Valley 
19072 

Dean R. Silver, M.D., 1200 Red Rambler Rd., Rydal 19046 
Arthur K. Smith, M.D., Family Practice, 535 Pine St., Philadelphia 19106 
Arvabhumi Srinivas, M.D., Physical Medicine & Rehabilitation, 612 Edison Ave., 
Philadelphia 19116 

Jacob K. Task, M.D., Family Practice, 941 Belmont Ave., Philadelphia 19104 
John M. Templeton, Jr., M.D., General Surgery, Children s Hosp., Surg. Assoc., 
Philadelphia 19010 

Noble L. Thompson, Jr., M.D., Radiology, Hopkins House, 1903 Washington Sq. S., 
Philadelphia 19106 

Shailendra Vaidya, M.D., Internal Medicine, 1229 Centennial Rd., Penn Valley 19072 
Barry S. Waldman, D.O., Anesthesiology, 230 N. Broad St., Philadelphia 19120 
Jan R. Weber, M.D., Internal Medicine, 2013 Green St., Philadelphia 19130 
Stephen M. Weiss, M.D., General Surgery, 233, 4000 Gypsy Ln., Philadelphia 19144 


Joel M. Weissman, M.D., Urology. 545 Meadowbrook Dr., Huntingdon Valley 19006 
Herbert L. White. M.D., Family Practice, 113 E. Cliveden St., Philadelphia 19119 
Stephen W. Wong, M.D., Ophthalmology, 1 Buttonwood Sq., 21H, Philadelphia 
19130 

Victor L. Woo, M.D., Radiology, 3401 N. Broad St., Philadelphia 19140 
Stephen M. Woodruff, M.D., Obstetrics/Gynecology, 408 Penn Oak Rd., Flourtown 
19031 

Walter F. Wrenn, III, M.D., Internal Medicine, 537 Cedar Pavilion, Philadelphia 19143 
Scott H. Wright, M.D., Internal Medicine, 104 Woodside Ave., Narberth 19072 
A. Vivian Yanovski, M.D., Internal Medicine, 5501 Green St., Philadelphia 19144 

SCHUYLKILL COUNTY: 

Sun C. Kim, M.D., 80 N. Main St., Mahanoy City 17948 

Maqsood A. Malik, M.D., Internal Medicine, 106 S. Claude A. Blvd., Pottsville 17901 
Soli F. Tavaria, M.D., Internal Medicine, 327 Sunbury St., Minersville 17954 
Ghaffar A. Zafar, M.D., Pediatrics, 106 Claude A. Blvd., Pottsville 

SUSQUEHANNA COUNTY: 

Dennis Allen, M.D., Family Practice, Box 349, R.D. 1, Hallstead 18822 
Arindam Purkayastha, M.D., General Surgery, P.O. Box 488, Halstead Plaza, 

Halstead 18822 

VENANGO COUNTY: 

Lee E. Denlinger, M.D., Internal Medicine, 418 N. Washington St., Titusville 16354 

WARREN COUNTY: 

Paul A. Bialas, M.D., Internal Medicine, 514 Third Ave., Warren 16365 

WASHINGTON COUNTY: 

Gerald Durkan, Jr., M.D., Neurology, 1013 Woodbine St., Pittsburgh 15201 
Henry E. Holets, Jr., M.D., Family Practice, R.D. 2, Box 53D, Monongahela 15063 
Clarke T. Miller, M.D., Internal Medicine, R.D. 1, Avella 15312 
Carl R. Fischer, III, M.D., General Surgery, 137 Lee Circle, Bryn Mawr 19010 
Joseph S. Fisher, M.D., Internal Medicine. 919 Robin Ln., Huntington Valley 19066 
Richard D. Fleisher, D.O., Radiology, 1156 Frederick Rd., Meadowbrook 19046 
Jamison K. Francis. M.D., Dermatology, 151 Bishop Ave., Apt. C-25, Secane 19018 
Joseph B. Giletto, M.D., Family Practice, 2020 Locust St., Philadelphia 19103 
Joseph E. Giletto, D O., Internal Medicine, 1011 Baird Ave., Yeadon 19050 
Gary D. Glass, M.D., Psychiatry, 4000 Gypsy Ln.. Apt. 630, Philadelphia 19144 
Joseph A. Glennon, M.D., Internal Medicine, Thomas Jefferson Univ., Philadelphia 
19107 

Harjinder S. Gogia, M.D., Internal Medicine, St. Rd. Brookwood Apt. 215, Cornwells 
Heights 19020 

Robert M. Goldberg, M.D., Internal Medicine, 8201 Henry Ave., Apt. E20, 
Philadelphia 19128 

Robert C. Goldszer, M.D., Internal Medicine, 6333 Greene St., Philadelphia 19144 
Elihu N. Goren, M.D., Internal Medicine, 230 N. Broad St., Philadelphia 19102 
John R. Gregg, M.D., Orthopedic Surgery, 415 S. 19th St., Philadelphia 19146 
Andrea S. Hanaway, M.D., Internal Medicine, 51 N. 39th St., Philadelphia 19104 
Glenn O. Herman, M.D., Obstetrics/Gynecology, 3901 Conshohocken, 221, 
Philadelphia 19131 

Steven D Herman, M.D., Thoracic Surgery, 230 N. Broad St., Philadelphia 19102 
William Herring, M.D., Radiology, 22 Fitzwatertown Rd., C7, Willow Grove 19090 
S. Jay Hirsh, M.D., Obstetrics/Gynecology, 606 Marple Wds. Dr., Springfield 19064 
Edgardo B. Holgado, M.D., Anesthesiology, 73 Bishops Dr., Aston 19014 
Irwin J. Hollander, M.D., Pathology, 2735 E. Country Club Rd.. Philadelphia 19131 
Sunwha Hong, M.D., Obstetrics/Gynecology, 4115 Presidential Dr., Lafayette Hill 
19444 

WAYNE-PIKE COUNTY: 

George J. Gustainis, M.D., Family Practice, 507 High St., Honesdale 18431 
James J. McGraw, M.D., Family Practice, 507 High St., Honesdale 18431 

WESTMORELAND COUNTY: 

Antoine F. Cawog, M.D., Family Practice, 70 Lincoln Way E., Jeannette 15644 
Farid J. Elias, M.D., General Surgery, 70 Lincoln Way E., Jeannette 15644 
Alexander G. Paterson, M.D., Family Practice, Laurel Mt. Pk., Laughlintown 15650 

YORK COUNTY: 

Ira J. Berman, M.D., Dermatology, 2305 Baythorne Ct., Baltimore, MD 21209 
John N. Carson, III. M.D., Internal Medicine, York Hosp., Dept, of Nephrology. York 
17405 

Raymond J. Gaspari, M.D., Internal Medicine, 755 F. Colony Dr., York 17404 
Jay R. Jackson, M.D., Obstetrics/Gynecology, York Hosp., York 17405 
James E. Kirby, M.D., Pediatrics, 1 Rathton Rd., York 17403 
Richard E. Kraus, M.D., Radiology, Highland Ave., Hanover 17331 
John D. Owens, M.D., Pathology, 1001 S. George St., York 17405 
John T. Peiffer, M.D., Radiology, Hanover Gen. Hosp., Hanover 17331 
William A. Prin, M.D., Obstetrics/Gynecology, 315 Highland Ave., Hanover 17331 
Nicolas V. Simon, M.D., Obstetrics/Gynecology, York Hosp., York 17405 
Richard J. Zigrossi, M.D., Obstetrics/Gynecology, York Hosp., York 17405 
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DESCRIPTION: Methyltestosterone is 17^-Hydroxy- 
17-Methylandrost-4-en-3-one. ACTIONS: Methyltesto¬ 
sterone is an oil soluble androgenic hormone. 
INDICATIONS: In the male: 1. Eunuchoidism and 
eunichism. 2. Male climacteric symptoms when these are 
secondary to androgen deficiency. 3. Impotence due to 
androgenic deficiency. 4. Post-puberal cryptochidism 
with evidence of hypogonadism. Cholestatic hepatitis 
with jaundice and altered liver function tests, such as 
increased BSP retention, and rises in SGOT levels, have 
been reported after Methyltestosterone. These changes 
appear to be related to dosage of the drug. Therefore, in 
the presence of any changes in liver function tests, drug 
should be discontinued. PRECAUTIONS: Prolonged 
dosage of androgen may result in sodium and fluid 
retention. This may present a problem, especially in 
patients with compromised cardiac reserve or renal 
disease. In treating males for symptoms of climacteric, 


avoid stimulation to the point of increasing the nervous, 
mental, and physical activities beyond the patient's 
cardiovascular capacity. CONTRAINDICATIONS: 
Contraindicated in persons with known or suspected 
carcinoma of the prostate and in carcinoma of the male 
breast. Contraindicated in the presence of severe liver 
damage. WARNINGS: If priapism or other signs of 
excessive sexual stimulation develop, discontinue 
therapy. In the male, prolonged administration or 
excessive dosage may cause inhibition of testicular 
function, with resultant oligospermia and decrease in 
ejaculatory volume. Use cautiously in young boys to 
avoid premature epiphyseal closure or precocious sexual 
development. Hypersensitivity and gynecomastia may 
occur rarely. PBI may be decreased in patients taking 
androgens. Hypercalcemia may occur, particularly during 
therapy for metastatic breast carcinoma. If this occurs, 
the drug should be discontinued. ADVERSE 


REACTIONS: Cholestatic jaundice • Oligospermia and 
decreased ejaculatory volume • Hypercalcemia 
particularly in patients with metastatic breast carcinoma. 
This usually indicates progression of bone metastases • 
Sodium and water retention • Priapism • Virilization in 
female patients • Hypersensitivity and gynecomastia. 
DOSAGE AND ADMINISTRATION: Dosage must be 
strictly individualized, as patients vary widely in 
requirements. Daily requirements are best administered 
in divided doses. The following is suggested as an 
average daily dosage guide. In the male: Eunuchoidism 
and eunuchism, 10 to 40 mg.; Male climacteric symptoms 
and impotence due to androgen deficiency, 10 to 40 mg.; 
Postpuberal cryptorchism, 30 mg. REFERENCE: R. B. 
Greenblatt, M.D.; R. Witherington.l M.D.; I. B. Sipahioglu, 
M.D.: Hormones for Improved Sexuality in the Male 
and the Female Climacteric. Drug Therapy, Sept. 1976. 
SUPPLIED: 5, 10, 25 mg. in bottles of 60, 250. Rx only. 


When - 

impotence 

is due tolandrogenic deficiency. 

Android 5 K) 25 

Methyltestosterone U.S.R Tablets 

A well absorbed oral androgen. 


Additional indications: Replacement therapy. When androgen deficiency is the cause of: 
male climacteric/eunuchoidism, eunuchism/post-puberal cryptorchidism. 




Write for new double-blind study reprints and samples. 

(BROWJJI the BROWN PHARMACEUTICAL CO., INC. 

2500 West Sixth Street, Los Angeles, California 90057 








obituaries 


• Indicates membership in the Pennsylvania Society at time of death. 


• Charles R. Fox, Topton; Jefferson Medical College, 1918; age 
86; died May 20, 1978. Dr. Fox, who had practiced in the North¬ 
ampton area for 51 years, was a past president of the Lehigh 
County Medical Society and a former mayor of Northampton. 

• Robert F. Hechler, Shickshinny; Hahnemann Medical College, 
1943; page 61; died May 13, 1978. 

• Herbert H. Herskovitz, Haverford; Temple University School 
of Medicine, 1931; age 74; died April 11, 1978. 

• James B. Landis, Sweet Home, Oregon; Hahnemann Medical 
College, 1951; age 53; died April 5, 1978. He had been medical 
director of Smith Kline & French Laboratories in Philadelphia and 
was most recently chief medical consultant for the Oregon state 
public welfare division. 

• E. James Morrissey, Wyomissing; Harvard Medical School, 
1932; page 72; died May 21,1978. He had been chief of orthopedics 
at Reading Hospital from 1948 to 1970. In 1959 Dr. Morrissey was 
the first surgeon in the United States to replace a severed limb. 

• Nathan M. Nobel, Philadelphia; Jefferson Medical College, 
1931; age 71; died April, 1978. 

• Frederick W. Ort, Coopersburg; Temple University School of 
Medicine, 1937; page 76; died April 28, 1978. 

• Robert C. Stewart, Willow Grove; University of Pittsburgh 
School of Medicine, 1930; age 75; died April 13, 1978. 

• James Weres, Whitehall; Jefferson Medical College, 1932; age 
71; died May 6, 1978. He was a past president of the Warren 
County Medical Society and had practiced medicine in the Coplay 
area for 27 years. 

John S. Newkam, Jr., Carlisle; University of Pittsburgh School 
of Medicine, 1949; age 54; died May 20, 1978. 

• Charles M. Pohl, White Haven; Hahnemann Medical College, 
1934; page 71; died April 3, 1978. 

Harlow B. Rowell, York Beach, Maine; University of Pennsylva¬ 
nia School of Medicine, 1934; age 69; died March 11, 1978. 

• Harry Rubin, Philadelphia; Jefferson Medical College, 1924; 
age 79; died May 19, 1978. He had been a general practitioner in 
Philadelphia for 54 years. 


was a member and past president of the Waynesboro Hospital staff 
and the Franklin County Medical Society. 

• Paul D. Harrison, Union City; Western Reserve University 
School of Medicine, 1929; age 74; died August 1, 1978. 

• Arthur A. Hartley, Cherry Hill, New Jersey; Hahnemann Med¬ 
ical College, 1934; age 70; died June 3, 1978. 

• Joseph R. Kielar, Simpson; Jefferson Medical College, 1920; 
age 71; died July 10,1978. He had practiced medicine in the upper 
Lackawanna valley for 57 years. 

• Harvey Klaer, Jr., Milford; University of Pennsylvania School 
of Medicine, 1931; age 71; died June 14, 1978. He had practiced 
general medicine in Milford for 30 years. 

• Frederick H. Leavitt, Merion Station; University of Pennsyl¬ 
vania School of Medicine, 1911; age 90; died June 6, 1978. He had 
practiced psychiatry for 57 years. 

• Edward Lebovitz, Pittsburgh; Jefferson Medical College, 1923; 
age 79; died July 9, 1978. He was a charter member of the College 
of Chest Physicians and was a pioneer in the care of tuberculosis 
patients in Pittsburgh. 

• Virgil A. LoRusso, Erie; George Washington University School 
of Medicine, 1941; age 65; died August 9, 1978. 

• Robert M. Lukens, Wildwood Crest, New Jersey; Jefferson 
Medical College, 1912; age 90; died June 24, 1978. Dr. Lukens, an 
otolaryngologist, was a member of the Jefferson Medical College 
faculty from 1914 until his retirement in 1961 after 50 years of 
practice. 

• William J. Reddy, Johnstown; Medico-Chirurgical College of 
Philadelphia, 1915; age 88; died July 29,1978. He had been chief of 
surgery at Mercy Hospital, Johnstown, and had served on the 
board of directors of the Cambria County Medical Society from 
1946 to 1948. 

• Stephen A. Schlesinger, Monroeville; Johns Hopkins Univer¬ 
sity School of Medicine, 1968; age 35; died July 3, 1978. 

• William D. Schrack, Jr., Etters; University of Pennsylvania 
School of Medicine, 1935; age 69; died June 23, 1978. Dr. Schrack 
was a retired director of the Division of Communicable Disease 
Control of the state Department of Health. 

• James E. Townsend, Murrysville; University of Pittsburgh 
School of Medicine, 1944; age 57; died July 18, 1978. He had 
practiced in Murrysville since 1948 and was on the staff of the East 
Suburban Health Center. 


• Albert Behrend, Boca Raton, Florida; University of Pennsyl¬ 
vania School of Medicine, 1932; age 70; died July 23, 1978. Dr. 
Behrend was senior attending surgeon at Albert Einstein Medical 
Center, Northern Division, from 1941 until he moved to Florida in 
1972. 

• Harold H. Cashman, Pittsburgh; Temple University School of 
Medicine, 1943; age 59; died June 17, 1978. 

• Harvey D. Groff, New Brunswick, New Jersey; Jefferson Medi¬ 
cal College, 1943; age 61; died June 21, 1978. 

• William A. Guenon, Greencastle; University of Pennsylvania 
School of Medicine, 1935; age 68; died July 1, 1978. Dr. Guenon, 
who had practiced general medicine in Greencastle for 40 years, 


• Thomas J. Vischer, Flourtown; Hahnemann Medical College, 
1924; age 78; died August 5, 1978. He had been an associate 
professor at Hahnemann for 30 years and in 1975 was honored by 
the State Society for 50 years of service to the medical profession. 

• Irving J. Wolman, Melrose Park; Johns Hopkins University 
School of Medicine, 1929; age 72; died June 1978. Until his retire¬ 
ment in 1970, Dr. Wolman had been director of laboratories and of 
the division of hematology at Children’s Hospital of Philadelphia. 

Joseph V. DiPrimio, Pittsburgh; Georgetown University School 
of Medicine, 1955; age 53; died April 2, 1978. 

Edward E. Roth, Phoenix, Arizona; St. Louis University School 
of Medicine, 1933; age 70; died January 23,1978. He had practiced 
medicine in Donora for 33 years. 
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Before prescribing, please consult complete product information, a 
summary of which follows: 

The effectiveness of Valium (diazepam) in long-term use, that is, more than 
4 months, has not been assessed by systematic clinical studies. The 
physician should periodically reassess the usefulness of the drug for the 
individual patient. 

Contraindications: Tablets in children under 6 months of age; known 
hypersensitivity; acute narrow angle glaucoma; may be used in patients 
with open angle glaucoma who are receiving appropriate therapy. 

Warnings: As with most CNS-acting drugs, caution against hazardous oc¬ 
cupations requiring complete mental alertness (e g operating machinery, 
driving). Withdrawal symptoms (similar to those with barbiturates, alcohol) 
have occurred following abrupt discontinuance (convulsions, tremor, 
abdominal/muscle cramps, vomiting, sweating). Keep addiction-prone indi¬ 
viduals (drug addicts or alcoholics) under careful surveillance because of 
predisposition to habituation/dependence. 

Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided because 
of increased risk of congenital malformations, as sug¬ 
gested in several studies. Consider possibility of preg¬ 
nancy when instituting therapy; advise patients to dis¬ 
cuss therapy if they intend to or do become pregnant. 
oral Advise patients against simultaneous ingestion of alcohol and other 
CNS depressants. 

Not of value in treatment of psychotic patients; should not be employed in 
lieu of appropriate treatment. When using oral form adjunctively in convul¬ 
sive disorders, possibility of increase in frequency and/or severity of grand 
mal seizures may require increase in dosage of standard anticonvulsant 
medication; abrupt withdrawal in such cases may be associated with tem¬ 
porary increase in frequency and/or severity of Seizures. 

INJECTABLE: To reduce the possibility of venous thrombosis , phlebitis, local 
irritation, swelling, and, rarely, vascular impairment when used I.V.: inject 
slowly, taking at least one minute for each 5 mg (1 ml) given: do not use 
small veins, i.e., dorsum of hand or wrist; use extreme care to avoid intra¬ 
arterial administration or extravasation. Do not mix or dilute Valium with 
other solutions or drugs in syringe or infusion flask. If it is not feasible to 
administer Valium directly I.V., it may be injected slowly through the infusion 
tubing as close as possible to the vein insertion. 

Administer with extreme care to elderly, very ill, those with limited pulmo¬ 
nary reserve because of possibility of apnea and/or cardiac arrest; con¬ 
comitant use of barbiturates, alcohol or other CNS depressants increases 
depression with increased risk of apnea; have resuscitative facilities avail¬ 
able. When used with narcotic analgesic eliminate or reduce narcotic dos¬ 
age at least 1/3, administer in small increments. Should not be administered 
to patients in shock, coma, acute alcoholic intoxication with depression of 
vital signs. 

Has precipitated tonic status epilepticus in patients treated for petit mal 
status or petit mal variant status. 

Withdrawal symptoms (similar to those with barbiturates, alcohol) have oc¬ 
curred following abrupt discontinuance (convulsions, tremor, abdominal/ 
muscle cramps, vomiting, sweating). Keep addiction-prone individuals 
under careful surveillance because of predisposition to habituation/ 
dependence. Not recommended for OB use. 

Efficacy/safety not established in neonates (age 30 days or less); pro¬ 
longed CNS depression observed. In children, give slowly (up to 0.25 
mg/kg over 3 minutes) to avoid apnea or prolonged somnolence; can be 
repeated after 15 to 30 minutes. If no relief after third administration, 
appropriate adjunctive therapy is recommended. 

Precautions: If combined with other psychotropics or anticonvulsants, 
carefully consider individual pharmacologic effects—particularly with known 
compounds which may potentiate action of Valium (diazepam), i.e., 
phenothiazines, narcotics, barbiturates, MAO inhibitors and antidepres¬ 
sants. Protective measures indicated in highly anxious patients with ac¬ 
companying depression who may have suicidal tendencies. Observe usual 
precautions in impaired hepatic function; avoid accumulation in patients 
with compromised kidney function. Limit oral dosage to smallest effective 
amount in elderly and debilitated to preclude ataxia or oversedation (ini¬ 
tially 2 to 2’/ 2 mg once or twice daily, increasing.gradually as needed or 
tolerated). 


INJECTABLE: Although promptly controlled, seizures may return; readminister 
if necessary; not recommended for long-term maintenance therapy. 
Laryngospasm/increased cough reflex are possible during peroral 
endoscopic procedures; use topical anesthetic, have necessary coun¬ 
termeasures available. Hypotension or muscular weakness possible, par¬ 
ticularly when used with narcotics, barbiturates or alcohol. Use lower doses 
(2 to 5 mg) for elderly/debilitated. 

Adverse Reactions: Side effects most commonly reported were drowsi¬ 
ness. fatigue, ataxia. Infrequently encountered were confusion, constipa¬ 
tion, depression, diplopia, dysarthria, headache, hypotension, incontinence, 
jaundice, changes in libido, nausea, changes in salivation, skin rash, 
slurred speech, tremor, urinary retention, vertigo, blurred vision. Paradoxical 
reactions such as acute hyperexcited states, anxiety, hallucinations, in¬ 
creased muscle spasticity, insomnia, rage, sleep disturbances and stimula¬ 
tion have been reported, should these occur, discontinue drug. 

Because of isolated reports of neutropenia and jaundice, periodic blood 
counts, liver function tests advisable during long-term therapy. Minor 
changes in EEG patterns, usually low-voltage fast activity, have been ob¬ 
served in patients during and after Valium (diazepam) therapy and are of 
no known significance. 

INJECTABLE: Venous thrombosis/phlebitis at injection site, hypoactivity, syn¬ 
cope, bradycardia, cardiovascular collapse, nystagmus, urticaria, hiccups, 
neutropenia. 

In peroral endoscopic procedures, coughing, depressed respiration, dysp¬ 
nea, hyperventilation, laryngospasm/pain in throat or chest have been 
reported. 

Management of Overdosage: Manifestations include somnolence, confu¬ 
sion, coma, diminished reflexes. Monitor respiration, pulse, blood pressure; 
employ general supportive measures, I.V. fluids, adequate airway. Use 
levarterenol or metaraminol for hypotension, caffeine and sodium benzoate 
for CNS-depressive effects. Dialysis is of limited value. 

Supplied: Tablets, 2 mg, 5 mg and 10 mg, bottles of 100 and 500; 
Tel-E-Dose® (unit dose) packages of 100, available in trays of 4 reverse- 
numbered boxes of 25, and in boxes containing 10 strips of 10; Prescription 
Paks of 50, available singly and in trays of 10. Ampuls, 2 ml, boxes of 10; 
Vials, 10 ml, boxes of 1; Tel-E-Ject® (disposable syringes), 2 ml, boxes of 
10. Each ml contains 5 mg diazepam, compounded with 40% propylene 
glycol, 10% ethyl alcohol, 5% sodium benzoate and benzoic acid as buf - 
ers, and 1.5% benzyl alcohol as preservative. 
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More than two decades of 
research —including hundreds 
of animal studies and hundreds 
of clinical trials —stand 
behind the proven antianxiety 
performance of Librium. 

























□ Proven antianxiety performance 

□ Minimal effect on mental acuity 

□ Predictable patient response 

□ Is used concomitantly with primary 
medications, such as anticholinergics 
and cardiovascular drugs 


What excited clinical 
researchers about 
Librium was its promise 
of effective antianxiety 
action within an unprece¬ 
dented margin of safety 
This promise continues to be 
fulfilled in millions of 
patients today— most 
likely including many 
of yourowa 


The highly favorable benefits-to-risk ratio 
of Librium is a well-documented matter of 
record. Clinical experience with millions of 
patients indicates that the most common 
side effects are dose - related and thus 
largely avoidable. Tolerance rarely devel¬ 
ops at recommended doses. Few cases of 
known toxicity have been reported. In 
proper dosage, Librium rarely interferes 
with mental acuity or produces adverse 
effects on the cardiovascular or respira¬ 
tory system. Patients should, however, be 
cautioned about performing tasks requir¬ 
ing mental alertness, such as driving, and 
possible combined effects with alcohol. 


chlordiazepoxide HCI/Roche 
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5mg, lOmg, 25mg capsules 

synonymous with relief of anxiety 
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Ubriumms?^ 

chlordiazepaxide HOVRoche 

Before prescribing, please consult complete 
product information, a summary of which fol¬ 
lows: 

Indications: Relief of anxiety and tension occur¬ 
ring alone or accompanying various disease 
states. Efficacy beyond four months not estab¬ 
lished by systematic clinical studies. Periodic 
reassessment of therapy recommended. 
Contraindications: Patients with known hyper¬ 
sensitivity to the drug. 

Warnings: Warn patients that mental and/or 
physical abilities required for tasks such as driv¬ 
ing or operating machinery may be impaired, as 
may be mental alertness in children, and that 
concomitant use with alcohol or CNS depres¬ 
sants may have an additive effect. Though phys¬ 
ical and psychological dependence have rarely 
been reported on recommended doses, use cau¬ 
tion in administering to addiction-prone individu¬ 
als or those who might increase dosage; with¬ 
drawal symptoms (including convulsions), follow¬ 
ing discontinuation of the drug and similar to 
those seen with barbiturates, have been re¬ 
ported. 

Usage in Pregnancy: Use of minor 
tranquilizers during first trimester 
should almost always be avoided be¬ 
cause of increased risk of congenital 
malformations as suggested in several 
studies. Consider possibility of preg¬ 
nancy when instituting therapy; advise 
patients to discuss therapy if they in¬ 
tend to or do become pregnant. 
Precautions: In the elderly and debilitated, and 
in children over six, limit to smallest effective 
dosage (initially 10 mg or less per day) to pre¬ 
clude ataxia or oversedation, increasing gradu¬ 
ally as needed and tolerated. Not recommended 
in children under six. Though generally not rec¬ 
ommended, if combination therapy with other 
psychotropics seems indicated, carefully con¬ 
sider individual pharmacologic effects, particu¬ 
larly in use of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe usual 
precautions in presence of impaired renal or 
hepatic function. Paradoxical reactions {e g., ex¬ 
citement, stimulation and acute rage) have been 
reported in psychiatric patients and hyperactive 
aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of im¬ 
pending depression; suicidal tendencies may be 
present and protective measures necessary. 
Variable effects on blood coagulation have been 
reported very rarely in patients receiving the 
drug and oral anticoagulants; causal relationship 
has not been established clinically. 

Adverse Reactions: Drowsiness, ataxia and 
confusion may occur, especially in the elderly 
and debilitated. These are reversible in most in¬ 
stances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage 
ranges. In a few instances syncope has been 
reported. Also encountered are isolated in¬ 
stances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipation, 
extrapyramidal symptoms, increased and de¬ 
creased libido—all infrequent and generally con¬ 
trolled with dosage reduction; changes in EEG 
patterns (low-voltage fast activity) may appear 
during and after treatment; blood dyscrasias (in¬ 
cluding agranulocytosis), jaundice and hepatic 
dysfunction have been reported occasionally, 
making periodic blood counts and liver function 
tests advisable during protracted therapy. 

Usual Daily Dosage: Individualize for maximum • 
beneficial effects. Oral-Adults: Mild and moder¬ 
ate anxiety and tension, 5 or 10 mg t.i.d. or 
q.i.d.; severe states, 20 or 25 mg t.i.d. or q.i.d. 
Geriatric patients: 5 mg b.i.d. to q.i.d. 

(See Precautions.) 

Supplied: Librium® (chlordiazepoxide HCI) Cap¬ 
sules, 5 mg, 10 mg and 25 mg—bottles of 100 
and 500; Tel-E-Dose® packages of 100, available 
in trays of 4 reverse-numbered boxes of 25, and 
in boxes containing 10 strips of 10; Prescription 
Paks of 50, available singly and in trays of 10. 
Libritabs® (chlordiazepoxide) Tablets, 5 mg, 10 
mg and 25 mg—bottles of 100 and 500. With re¬ 
spect to clinical activity, capsules and tablets are 
indistinguishable. 



Each tablet contains: aspirin, 227 mg; phenacetin,162 
mg; and caffeine, 32 mg; plus codeine phosphate in 
one of the following strengths: # 4—60 mg (gr 1); 
# 3-30 mg (gr'/2); # 2-15 mg (gr '/<); and # 1-7.5 f||| 
mg (gr '/s), (Warning—may be habit-forming). 
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PMS HOUSE OF DELEGATES 
TACKLES VARIETY OF ISSUES 

The Society’s House of Delegates, in session at the 

Host Farm Resort Motel, Lancaster, is acting on over 

30 resolutions and a number of recommendations from 
officers and councils. The role of the physician in 
malpractice risk management, health care cost contain¬ 
ment measures, an AMA membership campaign, minimum 
standards for mental health services, and the 
relationship of physicians with other health care 
practitioners—all will be considered during three days 
of meetings. John B. Lovette, MD, will be installed as 
president of the Society. Delegates will review all 
Society activities since the last meeting of the House, 
including operation of the Pennsylvania Medical Society 
Liability Insurance Company and the establishment of a 
fifth administrative council on "health planning and 
facilities." Other reports submitted for review are 
those of the Pennsylvania Medical Care Foundation and 
the Educational and Scientific Trust. 

HOUSE OF DELEGATES HEARS 
CHIROPRACTIC SUIT REPORT 

A report from the Board of Trustees on the settlement 
in the suit brought by the Pennsylvania Chiropractic 
Society against PMS, the AMA, and others is on the 

House of Delegates agenda as it meets in Lancaster this 
week. The report summarizes the terms of the settle¬ 
ment agreed to by the Society's Board of Trustees and 
presents a chronology of activities leading to settle¬ 
ment. The terms require acceptance of the fact that 
chiropractors are licensed limited practitioners in 
Pennsylvania, and that "physicians may or may not, at 
their discretion, accept patients sent by licensed 
limited practitioners or any other individual." The 
Board of Trustees approved the settlement agreement, as 
did the AMA, after determining that the agreement is 
not in conflict with the Principles of Medical Ethics. 
Copies of the report are available on request to the 
Society. 

LEGAL COUNSEL ADVISES 

MOVING FOR TRIAL COST 

The Society's Board of Trustees has issued a recommen¬ 
dation to physicians, based on advice from PMS legal 
counsel. The recommendation is: "Whenever a PMS 
member is sued for medical malpractice and honestly 
believes that suit is brought in bad faith, the 
member's counsel should be instructed to move for 
payment of counsel fees." 

TWO LINE PRESCRIPTION FORMS 
NOT ENOUGH FOR HEW RULES 

"The use of the two line prescription form (as called 
for in Pennsylvania law) will not suffice as a means of 
certification to override MAC (maximum allowable cost) 
limits on multiple source drugs...certification (for 
medicaid payment) requires the inclusion of some 
phrase in the prescriber's own handwriting indicating 
the need for a specific brand of medication." This was 
the word received by a PMS task force which visited the 
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Health Care Financing Administration in Washington 
seeking clarification. Physicians must write "brand 
necessary" or a similar statement before medicaid will 
cover brand name medications. 

Philip E. Ingaglio, MD, of Philadelphia, was elected 
chairman of the State Board of Medical Education and 
Licensure October 25. He has been a member of the 
board since 1972 and most recently served as vice 
chairman. He succeeds Richard C. Lyons, MD, of Erie, 
who will remain on the board and was voted the title, 
"chairman emeritus." 

The Society’s Medical Assistance Program Improvement 
Project (MAPIP) has commissioned a survey to determine 
the actual cost to the physician of a patient's visit 
to the office. Five hundred physicians will receive 
this month a request to participate in the scientific 
survey prepared by an independent practice management 
consulting firm. The data collected will be used to 
negotiate an increase of the $6.00 fee now paid to 
physicians who treat Medical Assistance patients. 

Society President John V. Blady, MD, in a letter to 
those physicians chosen to participate, asks that they 
take the time required to complete the questionnaire, 
and promises that individual responses will be held in 
strictest confidence. Survey results will be presented 
only in the aggregate. 

The Blue Shield Board of Trustees must be composed of 
50 percent consumers according to a law passed by the 
legislature and signed by Governor Shapp as Act 211 of 
1978. 

Act 200 of 1978 passed by the legislature and signed 
into law by the governor, calls for enforced reciprocity 
without regard to geographic location or blood bank 
affiliation. It says no one shall be denied blood for 
nonmedical reasons when it is available. The legislation 
was adopted after a compromise was agreed to by the 
American Association of Blood Banks and the American 
Red Cross. 

The Pennsylvania Medical Care Foundation has had 
extended through June 1979 a contract to perform drug 
utilization review for Capital Blue Cross, fiscal 
intermediary for the Medical Assistance Program. The 
Foundation’s drug utilization review committees perform 
the review in each PSRO area. 

The Commissioner of the Bureau of Professional and Occu¬ 
pational Affairs is enforcing a rule requiring that all 
licensing fees be paid with a certified check or money 
order. This means that physicians must use one of these 
means to pay their $75 biennial license renewals which 
are due now. John F. Rineman, executive vice president, 
said PMS protested the "bureaucratic harassment" both in 
person and by letter. 
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Cost conference investigates voluntary strategies 


A conference on voluntary 
strategies for health care cost con¬ 
trol, cosponsored by the Pennsyl¬ 
vania Medical Society and the 
Hospital Association of Pennsyl¬ 
vania, was held September 6 and 7 
at the University of Pennsylvania 
in Philadelphia. 

Produced by the National 
Health Care Management Center, 
the conference brought together 
64 representatives of Pennsylva¬ 
nia’s industrial, labor, provider, 
and payor communities to evalu¬ 
ate actions which might be taken 
voluntarily to control the costs of 
health care services. 

A major goal of the conference 
was accomplished by bringing to¬ 
gether the various components of 
the health care system and initiat¬ 
ing mutual efforts toward the so¬ 
lution of the health care cost 
problem. "One of the most signifi¬ 
cant accomplishments of the con¬ 
ference,” according to John V. 
Blady, M.D., Society president, 
"was the participants’ recognition 
that the cost problem encompasses 
all segments of the health care in¬ 
dustry and that a solution requires 
the efforts of not one group but all 
those involved. In the near future, 
I hope to see more face-to-face 
meetings between the individual 
components of Pennsylvania’s 
health care system.” 

Faculty members of the Univer¬ 
sity of Pennsylvania began the 
conference with a series of lectures 
dealing with the multifaceted cost 
problem. Participants then met in 
small working groups to discuss 
the impact of the health care cost 
problem on their individual work¬ 
ing environments and to describe 
efforts they have undertaken to 
deal with the problem. The confer¬ 
ence ended with discussion and 


evaluation of several proposals 
which documented voluntary 
strategies for health care cost con¬ 
trol. 

Physicians representing the 
Pennsylvania Medical Society at 
the cost conference were: John V. 
Blady, M.D., Villanova; David W. 


Clare, M.D., Pittsburgh; Joseph N. 
Demko, M.D., Scranton; Henry H. 
Fetterman, M.D., Allentown; 
George R. Fisher, M.D., Philadel¬ 
phia; Raymond C. Grandon, M.D., 
Harrisburg; Webb S. Hersperger, 
M.D., Carlisle; and Sidney O. 
Krasnoff, M.D., Elkins Park. 



Officers of the Pennsylvania Medical Society met with other health care professionals 
and with leaders of industry and labor to investigate voluntary cost control strategies. 
The University of Pennsylvania was the setting for the conference which was spon¬ 
sored by PMS and the Hospital Association of Pennsylvania. 


Pennsylvania internists form 

Internal medicine specialists 
throughout the state soon will 
speak with a common voice on is¬ 
sues relating to medicine in Penn¬ 
sylvania. With the creation of a 
Liaison Committee for Internal 
Medicine, representatives of the 
American College of Physicians, 
the Pennsylvania Society of Inter¬ 
nal Medicine, the Association of 
Professors of Medicine, and the 
Program Directors in Internal 
Medicine hope to develop joint pol¬ 
icy statements that may speak to 
the needs and concerns of patients 
requiring internal medicine ser¬ 
vices. 

Representing each branch of the 
new committee are: American 
College of Physicians —John 
Hill, MD, Pittsburgh, governor for 


liaison committee 

the western Pennsylvania region; 
and George Jackson, MD, Harris¬ 
burg, governor for the eastern 
Pennsylvania region. Pennsyl¬ 
vania Society of Internal 
Medicine —George Fisher, MD, 
Philadelphia, president; and 
James Regan, MD, Bethlehem, 
president elect. Association of 
Professors of Medicine —Sol 
Sherry, MD, and Donald Kaye, 
MD, both of Philadelphia. Pro¬ 
gram Directors of Internal 
Medicine —John Moyer, MD, 
Johnstown. 

Robert Pressman, MD, 
Philadelphia, representative for 
internal medicine on the State So¬ 
ciety’s Interspecialty Committee, 
also has joined in efforts to form 
the committee. 
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State Society acts on prison health plan 


The Pennsylvania Medical So¬ 
ciety has initiated a new prison 
health accreditation program to 
improve medical care in Pennsyl¬ 
vania’s county jails. 

James J. Houser, MD, Franklin 
(Venango County), chairman of 
the Society’s Jail Health Advisory 
Committee, said, "Jails are a doc¬ 
umented breeding ground for in¬ 
fectious and contagious diseases 
which endanger the public as well 
as the inmates and prison 
employes. Many jails do not have 
adequate medical care programs. 
Our objective is to assist all county 
jails in Pennsylvania to achieve 
adequate standards of medical 
care and health services.” 

The voluntary Jail Health Ac¬ 
creditation Program is sponsored 
by the American Medical Associa¬ 
tion (AMA), and the Law En¬ 
forcement Assistance Administra¬ 
tion of the US Department of Jus¬ 
tice. It requires a four step review, 
including on site inspection by a 
health care team, as well as 
maintenance of Standards for the 
Accreditation of Medical Care and 
Health Services in Jails, estab¬ 
lished by the AMA. 

Other members of the Jail Advi¬ 
sory Committee are John Belfonti, 
assistant to chief, health care sec¬ 


tion, Pennsylvania Bureau of Cor¬ 
rection; Gladys Keiper, RN, di¬ 
rector, Division of Institutional 
Nursing, Pennsylvania Depart¬ 
ment of Health; Walter G. 
Scheipe, warden, Berks County 


Prison; Douglass Thompson, MD, 
Magee’s Women’s Hospital, 
Pittsburgh; James A. Collins, Jr., 
MD, Geisinger Medical Center, 
Danville; and Theodore L. Yar- 
boro, MD, Sharon. 



The goal of the prison health accreditation program is to provide standards for ade¬ 
quate health care at such institutions as Delaware County Prison. 


State funds research in pneumoconiosis early detection 


Four research proposals for in¬ 
vestigating the feasibility of early 
detection of coalworkers’ pneu¬ 
moconiosis recently were funded 
by the Pennsylvania Department 
of Health following review in Au¬ 
gust by a peer review board. 

Named to receive a portion of 
the $100,000 appropriated for the 
program are: David Murphy, MD, 
of the University of Pennsylvania 
School of Medicine; Joseph Wat¬ 
son, PhD, of the Graduate School 
of Public Health at the University 
of Pittsburgh; Allan Freedman, 


MD, of Hahnemann Medical Col¬ 
lege and Hospital; and C. C. Li, 
PhD, of the University of Pitts¬ 
burgh’s department of electrical 
engineering. 

Particular areas of concern in¬ 
clude: identification of susceptible 
individuals; screening; early iden¬ 
tification of the disease; and inves¬ 
tigation of immunological de¬ 
ficiencies contributing to the dis¬ 
ease. 

The peer review board for 
1978-79 awarded the grants under 
authority delegated by the gover¬ 


nor and his advisory committee, 
chaired by Warfield Garson, MD. 
Members of the board are: Al¬ 
fred Fishman, MD, chairman; 
Katherine Sturgis, MD; Philip 
Enterline, PhD; William Weiss, 
MD; Eugene Grebner, PhD; Rob¬ 
ert Johnston, MD; John Kibelstis, 
MD; Richard Naeye, MD; and 
William Atkinson, MD. The pro¬ 
gram, administered by the De¬ 
partment of Health, originated in 
the Division of Chronic Respi¬ 
ratory and Occupational Disease 
Services under the direction of 
Evan D. Riehl, MD. 
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PMS wins first round in battle for medical care equality 


The Department of Public Wel¬ 
fare (DPW) has been stopped tem¬ 
porarily from implementing a de¬ 
partment regulation banning 
most benzodiazepines for Medical 
Assistance patients. Judge Daniel 
H. Huyett, III, of the U.S. District 
Court for the Eastern District of 
Pennsylvania, issued the tempo¬ 
rary restraining order. 

The Pennsylvania Medical So¬ 
ciety won this first round in its suit 
against DPW October 12. Judge 
Huyett set November 16 as the 
date for a hearing on a permanent 
injunction in response to the suit 
filed by PMS October 6. 

Joining the Society as plaintiffs 
are: MA patient David S. Bowers, 
an epileptic, who requires a ben¬ 
zodiazepine (Clonopin®) for con¬ 
trol of seizures; Mrs. Dolores 
Wright, a welfare recipient from 
Pittsburgh who requires Valium® 
for control of muscle spasms (class 
action); the Pennsylvania Welfare 
Rights Organization; Joseph M. 
Sienkiewicz, MD, Mount Carmel; 
Robert Poole, III, MD, West Ches¬ 
ter; Robert R. Rundle, a pharma¬ 
cist from Reading; the Pennsylva¬ 
nia Pharmaceutical Association; 
and the Pennsylvania Osteopathic 
Medical Association. 

Defendants include Secretary of 
Welfare Aldo Colautti; Roger A. 
Cutt, commissioner of the Office of 
Medical Programs for DPW; Don 
Jose Stovall, executive director, 
Philadelphia County Board of As¬ 
sistance; and O. K. Stephenson, 
MD medical director for the DPW 
Office of Medical Programs. 


Judge Huyett’s order said: 
r 'physicians may continue to pre¬ 
scribe Valium and other ben¬ 
zodiazepines for welfare patients. 
Benzodiazepines have been rein¬ 
stated as compensable items.” 


A regulation published in Penn¬ 
sylvania Bulletin on September 


23, to become effective October 1, 
precipitated the Society’s suit. In 
it DPW said: "Numerous com¬ 
ments were received, all of which 
objected to the limitations on 
payment for benzodiazepines. 
Since medical evidence indicates 
that chlordiazepoxide is clinically 
equivalent to and may be safely 
substituted for the more expensive 
brand name drugs, the proposed 
regulations are being adopted 
without modification.” 

The Society responded with a 
report which concluded: "Chlor¬ 
diazepoxide is not clinically 
equivalent to and may not be 


safely substituted in all cases for 
the benzodiazepines . . . and there 
is no basis in the administrative 
record for the finding by DPW.” 

At a press conference October 5, 
George A. Rowland, MD, chair¬ 
man of the Society’s Board of 
Trustees, accused DPW of practic¬ 
ing medicine without a license and 
discriminating against the poor. 
He announted the Society’s inten¬ 
tion to file suit and said that the 
exempt drugs, including chlor¬ 
diazepoxide, cannot, consistent 
with sound medical practice, be 
substituted in all cases for the 
benzodiazepines. 



Theodore L. Yarboro, MD (above), a family physician from Sharon, represented the 
State Society in September 6 testimony before the Special Senate Committee on Medi¬ 
cal and Veterinary Training at State Institutions. Dr. Yarboro, a member of the PMS 
Commission on Education and Manpower, discussed the Society’s policies on physi¬ 
cian distribution, desirability of a new medical school in the Commonwealth, and 
availability of minority physicians in the state. 
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Board sets policy on smoking, prescribing amphetamines 


Two position statements, one on 
smoking and the other on am¬ 
phetamines used as an anorex- 
iant, were adopted by the Board 
of Trustees at its August 23 meet¬ 
ing. 

Health hazards associated with 
smoking prompted the Board to 
make the following recommen¬ 
dations: 

• That the role of smoking as a 
public health hazard be recog¬ 
nized. 

• That the Society actively en¬ 
courage and undertake appropri¬ 
ate patient education efforts de¬ 
signed to minimize health risks 
attributed to smoking. 

• That since physicians should 
be leaders in establishing personal 
health patterns which result in 
healthy living, we should by 
example and supportive en¬ 
couragement assist our patients to 
stop smoking. 

Having considered the benefits 


and deleterious effects of am¬ 
phetamines as an anorexiant 
agent in the treatment of obesity, 
the Board adopted the position: 
"that amphetamines as an 
anorexiant be identified as a spe¬ 
cific example of'inappropriate use 
of drugs.’ ” 

The statement, referring to 
current medical literature on the 
usefulness of amphetamines, cites 
an article by Lester Grinspoon, 
MD, and James D. Bakalar ("The 

A rebate totalling $14,814.96 was re¬ 
ceived this year by the State Society 
based on AMA membership reported 
for 1978, a decrease of $3,166.94 from 
the 1977 sum. Fifty percent of the re¬ 
fund from AMA dues will be shared by 
the 58 counties reporting AMA mem¬ 
bership prior to March 15. A rebate of 
$2.99 per member will be given to 
those counties that reported in Jan¬ 
uary; reduced amounts of $.64 and 
$.33 per member will be refunded to 
those that reported in February or be¬ 
tween March 1 and March 15. 


amphetamines: medical uses and 
health hazards,” Psychiatric An¬ 
nals 7:8, August 1977, 381-390) 
which concludes: "People who 
have problems controlling their 
need for constant gratification as 
indicated by compulsive eating 
find it hard to put aside a medica¬ 
tion that makes them feel good. 
Many patients consider their at¬ 
tempt to lose weight doomed to 
failure once they lose this magic 
potion that protects them from 
themselves. When the drug is dis¬ 
continued, a psychologic vacuum 
is created that must be filled with 
food. Some patients gain back 
even more weight than they have 
lost. So although short-term use of 
the drug causes a short-term 
weight loss, it also helps the pa¬ 
tient avoid the issue of changing 
his eating habits. For these rea¬ 
sons we doubt the wisdom of using 
amphetamines for weight reduc¬ 
tion under any circumstances.” 



AIR FORCE MEDICINE 


=5 



- 


IT CAN MEAN A GREAT WAY OF LIFE FOR YOU. 

Air Force medicine is practiced in hospitals and and clinics 
around the world. From the 3 bed hospital at Zarogoza, Spain 
to the 1000 bed Wilford Hall medical complex in San Antonio, 
Texas, our health care system utilizes excellent equipment and 
highly trained and motivated staff personnel. 

Air Force doctors practice medicine. Administrative duties and 
paperwork are kept to a minimum. 

An excellent program of compensation and entitlements is avail¬ 
able. This program includes 30 days of paid vacation each year, 
medical and dental care, and, for qualified physicians, an opportu¬ 
nity to work toward specialization. 

Find out more about your future in Air Force medicine. Contact 
your nearest Air Force medical recruiter. We’ll answer your questions 
promptly and without obligation. 

Call collect: 412-687-5114. 

AIR FORCE. HEALTH CARE AT ITS BEST. 


A great way of life. 
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Philadelphia CMS stars in new video health seminar 



“Doctor’s Appointment,” the television series cosponsored by the Philadelphia County Medical Society and WCAU-TV (Channel 10), 
brings practical information on health care to viewers in the metropolitan area. In discussion on the segment, “What do hormones 
do?” are, left to right, Doris Bartuska, MD, Angelo M. DiGeorge, MD, and John Helwig, Jr., MD, president of the county society, who 
serves as moderator for the series. 


Prevention, care, and cure of 
common medical problems are the 
subjects of "Doctors’ Appoint¬ 
ments,” a series of seminars being 
presented on TV 10 (WCAU, 
Philadelphia). Featuring 39 pro¬ 
grams, the series began on Mon¬ 
day, September 18 and will con¬ 
tinue until Friday, December 15. 
The program is aired from 6:30 to 7 
a.m. Monday, Wednesday, and 
Friday mornings. 

"Doctors’ Appointments” is pro¬ 
duced in cooperation with the 
Philadelphia County Medical So¬ 
ciety. John Helwig, Jr., MD, presi¬ 
dent of the society, hosts the show. 
Dr. Helwig is cardiovascular spe¬ 
cialist at Germantown Hospital 
and professor of medicine at Tem¬ 
ple University. 

"Doctors’ Appointments” is sur¬ 
veying a variety of health con¬ 
cerns, ranging from headaches to 
heart attacks and including medi¬ 
care and medicaid. Dr. Helwig 
said, "The range of our topics con¬ 
cerns the human condition from 
conception to old age . . . from the 
selection of a doctor to the anat¬ 
omy of a hospital . . . from condi¬ 
tions which affect your emotional 
health to others which affect your 
physical well-being.” 


On each program guest special¬ 
ists present their particular sub¬ 
jects. Past participants who have 
appeared as guests on the program 
include: 

Mr. Joseph F. Farrell; Mr. Mark S. Levi¬ 
tan; Michael T. McDonough, MD; Peter A. 
Theodos, MD; Carole W. Soskis, Esquire; 
Jerome Miller, DO; Frances S. Esposito, 
MD; R. Robert Tyson, MD; Sidney O. Kras- 
noff, MD; Peter T. Kuo, MD; Luigi Mas- 
troianni, Jr., MD; Helen O. Dickens, MD; 
Hope Punnett, PhD; William J. Mellman, 
MD; Iain Black, MD; L. Henry Edmunds, 
Jr., MD; Albert J. Finestone, MD; Paul J. 
Poinsard, MD; Perry S. MacNeal, MD; 
Stephen D. Silberstein, MD; Lester Baker, 
MD; Charles R. Shuman, MD; Susan H. 
Bray, MD; Lawrence Earley, MD; Charles 
E. Hartford, MD; Frederick A. DeClement, 
MD; Winston M. Bryant, Jr., MD; Myron 
Yanoff, MD; Norman N. Cohen, MD; 
Charles C. Wolferth, MD; Peter Randall, 
MD; Myron E. Rosenfeld, MD; Dorothea D. 
Glass, MD; Henry S. Wieder, Jr., MD; Wal¬ 
ter P. Lomax, MD; Albert N. Brest, MD; Sol 
Sherry, MD; Harold A. Wurzel, MD; Don¬ 
ald F. Heiman, MD; John Y. Templeton, 
III, MD; Edward J. Resnick, MD; Mary E. 
Moore, MD; Sylvan Eisman, MD; George P. 
Rosemond, MD; Angelo M. DiGeorge, MD; 
Doris Bartuska, MD; Wallace G. McCune, 
MD; Morton S. Ward, MD. 

The remaining schedule of programming 
for the series is: 

11/13/78 "Medicaid and medicare 
problems”-Mr. Thomas L. 
Hooker, Robert B. Edmiston, 
MD 


11/15/78 

"Care of the sick and dying”-Jay 
W. MacMoran, MD, Edward 
D. Viner, MD 

11/17/78 

"VD”-Mr. Robert Levinson, Don¬ 
ald Kaye, MD 

11/20/78 

"Preventive medicine”-Willard 
A. Krehl, MD, PhD, Ira Gab- 
rielson, MD 

11/22/78 

"Iatrogenic diseases”-Robert 
Moser, MD, Donald R. 
Cooper, MD 

11/24/78 

"Epilepsy”-William F. Bou- 
zarth, MD, Alan S. Trou- 
pin, MD 

11/27/78 

"Stroke and rehabilitation”- 
Brooke Roberts, MD, Em¬ 
meline Gutierrez, MD 

11/29/78 

"Anemia, leukemia and tired 
blood”-Isadore Brodsky, MD, 
William E. Barry, MD 

12/1/78 

"Down in the dumps”-H. Keith 
Fischer, MD, Arthur Hunt- 
ley, MD. 

12/4/78 

"Alcoholism and drug abuse”- 
Samuel B. Hadden, MD, 
Manuel M. Pearson, MD 

12/6/78 

"Emergency”-David T. Reed, 
MD, David K. Wagner, MD 

12/8/78 

"The high cost of health care”- 
William Y. Rial, MD, Ed¬ 
ward Stemmier, MD 

12/11/78 

"Asthma and emphysema”- 
Philip Kimbel, MD, Charles 
Egoville, MD 

12/13/78 

"Flu and viral disease”-Robert 
Weibel, MD, Harvey M. 
Friedman, MD 

12/15/78 

"Ear, nose and throat prob- 
lems”-Jennifer A. All¬ 
cock, MD, Wayne Wedding- 
ton, MD 
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MDs in the news 


D. Ernest Witt, MD, of Bloomsburg, 
served as chairman of the committee 
on scientific program for the 1978 Sci¬ 
entific Assembly of the American 
Academy of Family Physicians. The 
meeting, held in San Francisco in Sep¬ 
tember, was attended by more than 
3000 physicians. 

Thomas H. Kreulen, MD, of Wayne, 
has been appointed chief of cardiology 
at the Graduate Hospital, Philadel¬ 
phia. Since 1972 Dr. Kreulen has been 
assistant professor of medicine and di¬ 
rector of the cardiac catheterization 
laboratory at the Temple University 
Health Sciences Center. 


Dr. Kreulen Dr. Clifford 

Maurice C. Clifford, MD, Mt. Airy, 
has been elected vice president for 
medical affairs at the Medical College 
of Pennsylvania. Dr. Clifford is clini¬ 
cal associate professor of obstetrics 
and gynecology at MCP. 

John H. Moyer, MD, recently was 
appointed director of regional/ 
educational affairs at Temple Univer¬ 
sity School of Medicine. Dr. Moyer, a 
professor of medicine at the univer¬ 
sity, will coordinate health/education 
activities in the Cambria-Somerset 
area. 

A brief report on Legionnaire’s Dis¬ 
ease by Gary L. Lattimer, MD, and L. 
V. Rhodes, III, MD, of Allentown, 
appeared in the September 8, 1978 
issue of JAMA. 

Robert E. Wharen, MD, of 
Williamsport, has been named Penn¬ 
sylvania Physician of the Year by the 


Governor’s Committee on Employ¬ 
ment of the Handicapped. A physiat- 
rist, Dr. Wharen is director of the mus¬ 
cular dystrophy clinic at Williamsport 
Hospital’s Rehabilitation Center. 

The formal investiture of William 
Likoff, MD, as president of 
Hahnemann Medical College and 
Hospital took place on September 26. 
Among those having major roles in the 
ceremonies were R. Buckminster Ful¬ 
ler, inventor of the geodesic dome; 
Eugene Ormandy, conductor of the 
Philadelphia Symphony Orchestra; 
actor Walter Matthau; Jonathan E. 
Rhoads, MD, professor of surgery at 
the University of Pennsylvania School 
of Medicine; Katharine B. Sturgis, 
MD, emeritus professor at the Medical 
College of Pennsylvania; and the pres¬ 
idents of the five Philadelphia medical 
schools: Marvin Wachman, PhD, 
Temple University; Lewis W. 
Bluemle, Jr., MD, Thomas Jefferson 
University; Robert E. Cooke, MD, 
Medical College of Pennsylvania; and 
Thomas R. Rowland, Jr., LLD, 
Philadelphia College of Osteopathic 
Medicine. 

Allen R. Myers, MD, of Ardmore, has 
been named professor of medicine and 
director of the teaching program of the 
department of medicine at Temple 
University Medical Center. Dr. Myers 
is former president of the Philadelphia 
Rheumatism Society. 

Sherwood C. Young, executive di¬ 
rector of the Berks County Medical So¬ 
ciety, recently completed a post¬ 
graduate course in medical associa¬ 
tion management at Northwestern 
University in Evanston, Illinois. 
Young was among 30 executives to 
take the course at the university’s 
graduate school of management. 
Young, an affiliate member of the 
State Society, has been executive di¬ 
rector of the county society since 1961. 

Four physicians recently were ap¬ 
pointed to the neurology staff at the 
Medical College of Pennsylvania. 




Jack O. Greenberg, MD, Philadel¬ 
phia, chairman of neurology at Epis¬ 
copal Hospital, is now a full professor 
at MCP. Richard T. D’ Addario, MD, 
Ambler, has been named an assistant 
professor. He is also deputy director 
of neurology at Episcopal. Daniel L. 
Skubick, MD, Strafford, an expert in 
directional Doppler examination of 
the carotid arteries, has been named 



Dr. Greenberg Dr. D’Addario 



Dr. Skubick Dr. Cohen 


instructor in neurology. Also an in¬ 
structor is Michael Martin Cohen, 
MD, Philadelphia, who will design a 
neuro-ophthalmology laboratory at 
MCP. 

John L. Neigh, MD, has been named 
director of anesthesiology at 
Presbyterian-University of Pennsyl¬ 
vania Medical Center. Dr. Neigh 
served as an anesthesiologist at the 
university’s hospital and as chief of 
anesthesiology at Veterans Adminis¬ 
tration Hospital in Philadelphia be¬ 
fore accepting his current post. 

A well-known "hometown” physician, 
Fred H. McClain, Jr., MD, was rec¬ 
ognized as the Citizen of the Year by 
the Mount Union chapter of the 
Knights of Columbus. Dr. McClain 
has served his hometown for 31 years. 
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Does it influence 
your choice of a 
peripheral/cerebral 
vasodilator? 

• vasodilan—compatible 
with coexisting diseases 

• vasodilan—compatible 
with concomitant therapy 

• vasodilan—compatible 
with your total regimen 
for vascular insufficiency 


’Indications: Based on a review of this drug by the National Academy of 
Sciences National Research Council and/or other information, the FDA has 
classified the indications as follows: 

Possibly Effective: 

1. For the relief of symptoms associated with cerebral vascular insufficiency. 

2. In peripheral vascular disease of arteriosclerosis obliterans, throm¬ 
boangiitis obliterans (Buerger's Disease) and Raynaud’s disease. 

Final classification of the less-than-effective indications requires further in¬ 
vestigation. 


Composition: Vasodilan tablets, isoxsuprine HCI, 10 mg. and 20 mg 
Vasodilan injection, isoxsuprine HCI, 5 mg., per ml. 

Dosage and Administration: Oral: 10 to 20 mg., three or four times daily. 
Intramuscular: 5 to 10 mg. (1 or 2 ml.) two or three times daily. Intramuscular 
administration may be used initially in severe or acute conditions. 
Contraindications and Cautions: There are no known contraindications to oral 
use when administered in recommended doses. Should not be given immediately 
postpartum or in the presence of arterial bleeding. 

Parenteral administration is not recommended in the presence of hypotension or 
tachycardia. 

Intravenous administration should not be given because of increased likelihood 
of side effects. 

Adverse Reactions: On rare occasions oral administration of the drug has 
been associated in time with the occurrence of hypotension, tachycardia, 
nausea, vomiting, dizziness, abdominal distress, and severe rash. If rash ap¬ 
pears the drug should be discontinued. 

Although available evidence suggests a temporal association of these reactions 
with isoxsuprine, a causal relationship can be neither confirmed nor refuted. 
Administration of single dose of 10 mg. intramuscularly may result in hypoten¬ 
sion and tachycardia. These symptoms are more pronounced in higher doses. 
For these reasons single intramuscular doses exceeding 10 mg. are not recom¬ 
mended. Repeated administration of 5 to 10 mg. intramuscularly at suitable in¬ 
tervals may be employed. 

Supplied: Tablets, 10 mg., bottles of 100, 1000, 5000 and Unit Dose; Tablets, 

20 mg., bottles of 100, 500, 1000, 5000 and Unit Dose; Injection, 10 mg. per 
2 ml. ampul, box of six 2 ml. ampuls. 

U S Pat. No. 3,056,836 

VASODILAN 

(ISOXSUPRINE HCI) 

20-mg tablets 


PHARMACEUTICAL DIVISION 
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This asthmatic 

isn’t worried about his next hreath... 


he’s active 
he’s effectively 
maintained on 




contains theophylline (anhydrous) 150 mg 
ond glyceryl guoiocolote (guaifenesin) 

90 mg. Elixir: alcohol 15% 


• theophylline for effective 
around-the-clock 
bronchodilator therapy 

• 100% free theophylline 

Indications: For the symptomatic relief of bronchospostic 
conditions such as bronchial asthma, chronic bronchitis, ond 
pulmonary emphysema. 

Warnings: Do nor administer more frequently than every 
6 hours, or within 12 hours after rectal dose of any prep¬ 
aration containing theophylline or ominophylline. Do nor 
give other compounds containing xanthine derivatives 
concurrently. 

Precautions: Use with caution in patients with cardiac 
disease, hepatic or renal impairment. Concurrent adminis¬ 
tration with certain onribiorics, i.e. clindamycin, erythromy¬ 
cin, troleondomycin, may result in higher serum levels of 
theophylline. Plosmo prothrombin ond factor V may 
increase, bur any clinical effect is likely to be small. Metabo¬ 
lites of guaifenesin may contribute to increased urinary 
5-hydroxyindoleoceric odd readings, when determined 
with nirrosonophrol reogenr. Safe use in pregnancy has nor 
been established. Use in case of pregnancy only when 
clearly needed. 

Adverse Reactions: Theophylline moy exert some stimulat¬ 
ing effect on the central nervous system. Its administration 
may cause local irritation of the gastric mucosa, with possi¬ 
ble gastric discomfort, nausea, ond vomiting. The frequency 
of adverse reactions is related to the serum theophylline 
level and is nor usually a problem at serum theophylline 
levels below 20 /xg/ml. 

How Supplied : Capsules in bottles of 100 ond 1000 ond 
unit-dose pocks of 100: Elixir in bottles of 1 pint and 1 gallon. 
See packa g e insert for complete prescribin g information . 
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Confidentiality is keystone « 


Functioning of Committee on Impaired Physician outlined 

^ ^ M ... ^ 
Edward J. Resnick, MD 


In 1976 the New York Times pub¬ 
lished a series of articles about in¬ 
competent physicians that created a 
great stir. Among other things, the 
Times claimed that as many as 16,000 
licensed physicians, or 5 percent of the 
medical profession, are unfit to prac¬ 
tice medicine, but only about 72 physi¬ 
cians in the entire United States lose 
their licenses each year because of in¬ 
competence. However, the Times 
failed to mention anywhere in its 
series of five articles what American 
physicians are doing to help their col¬ 
leagues with impaired health. 

Almost a year before the Times arti¬ 
cles, a major conference was held in 
San Francisco. Sponsored by the 
American Medical Association, its 
theme was "The Disabled Doctor— 
Challenge to the Profession.” The pur¬ 
pose was to stimulate and encourage 
action to meet that challenge. 

During the conference, it was 
pointed out that the Times was 
probably correct in its estimate of 
physician impairment. For example, it 
was shown that an alcoholic physician 
is more likely to lose his driver’s 
license than his medical license. Only 
1-2 percent of physicians come to offi¬ 
cial attention because of marked drug 
dependence. Between 7 and 8 percent 
of physicians may become alcoholics; 
and even if half of these are affected in 
their ability to practice medicine, 
there are still 10,000 impaired alco¬ 
holic physicians in the United States. 
A full 100-student medical school 
graduating class is required each year 
just to replace the number of physi¬ 
cians who commit suicide. And yet, up 
until a few years ago, only a few state 
societies had any mechanism to 
handle the problem of the impaired 
physician. 

The San Francisco conference re¬ 
viewed the dimensions of the problem, 
known methods of attacking it, and 
the measures already being taken in 
some states. Recommendations in¬ 
cluded encouragement of state medi¬ 
cal society programs, enactment of 
improved medical practice legislation, 
and suggestion of improved treatment 


methods for impaired physicians. 

Even before the Times series, the 
Pennsylvania Medical Society had 
been working on the problem. By the 
autumn of 1976, an ad hoc committee 
of our Society was working on a pro¬ 
gram for Pennsylvania. The commit¬ 
tee presented its program to the Board 
of Trustees in March 1977 and in June 
1977 the Board authorized an im¬ 
paired physician program. 

Under the supervision of the per¬ 
manent Committee on the Impaired 
Physician, this program is now in full 
operation. 

The Committee believes that the 
problem of the impaired physician is 
the responsibility of the medical pro¬ 
fession. The purpose of the program is 
to establish a noncoercive program for 
finding and helping physicians who 
have become impaired because of al¬ 
coholism, drug dependency, mental, 
physical, or aging problems. 

The program encourages the earli¬ 
est possible intervention, when the im¬ 
paired physician’s resources may still 
be intact and before serious harm has 
been done to professional reputation 
or to the public. The Committee has 
designed the program so that all ac¬ 
tions taken on behalf of the impaired 
physician will preserve unimpaired 
his right to continue practice without 
restriction on recovery. All actions are 
intended in the best interest of the 
physician and the public. Referral to 
any other agency, such as the State 
Board of Medical Education and 
Licensure, will be considered only 
when the impaired physician’s actions 
endanger the public or himself and he 
refuses assistance. In keeping with the 
non-punitive aspects of the program, 
such referral would not be made by the 
Committee itself. 

The impaired physician program is 
run from a central office administered 


Dr. Resnick, a member of the State So¬ 
ciety's Impaired Physician Committee, 
is an orthopedic surgeon at Temple 
University Hospital and secretary of the 
Philadelphia County Medical Society. 


by the Pennsylvania Medical Society. 
The program is managed by the Im¬ 
paired Physician Committee with the 
assistance of Society staff. The Com¬ 
mittee has established and is main¬ 
taining a resource registry of inter¬ 
veners, who are selected for their ex¬ 
pertise in the areas of alcoholism, drug 
abuse, mental health, and geriatrics. 
They may be rehabilitated impaired 
physicians. A team of interveners is 
selected by the Impaired Physician 
Committee in each case. 

It is the responsibility of the inter¬ 
vention team to contact the impaired 
physician, encourage him voluntarily 
into active treatment, assist him to 
continue his professional duties or to 
return to them as soon as possible, and 
maintain contact with the impaired 
physician to support and encourage 
his cooperation and treatment. No 
member of an intervention team is in¬ 
volved in the treatment process. 

A confidential telephone number at 
PMS headquarters has been estab¬ 
lished: (717) 763-7937. Contacts have 
been made to this number, and the 
program has started operations. 
Prompt follow-up is made by members 
of the Impaired Physician Committee 
on call to this confidential number. 

When the impaired physician him¬ 
self contacts the program, the commit¬ 
tee assigns an intervention team, 
which becomes an advocate for the 
physician as he undergoes treatment. 
The Committee also accepts from any 
responsible source (other physicians, 
physician’s spouse, etc.) information 
indicating that a physician may be 
impaired. In such cases, the Commit¬ 
tee evaluates the information given, 
making as much use as possible of 
firsthand information concerning spe¬ 
cific incidents of demonstrated im¬ 
pairment. All information gathered by 
the Committee is completely privi¬ 
leged and confidential under Pennsyl¬ 
vania law. If the Committee finds suf¬ 
ficient cause to justify contacting the 
physician thought to be impaired, 
members select an intervention team, 
which contacts the impaired physician 
and helps him on the road to recovery. 
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Office counseling series 


'Does sexual stereotyping affect medical care? 


Marion Zucker Goldstein, MD 
Joyce D. Kales, MD 
Carmela F. deRivas, MD 


T he primary care physician needs to 
be familiar with societal issues af¬ 
fecting women patients. Our culture’s 
rapidly changing view of feminine 
roles affects the physician’s perspec¬ 
tive with regard to physical and emo¬ 
tional health norms in women, and 
will ultimately affect patterns of med¬ 
ical care. The authors feel that it is 
timely and helpful to discuss womens’ 
perspectives of their medical care. 
This article, the tenth in a series, 
explores physicians’ attitudes towards 
the woman patient and her particular 
emotional needs. 

Common stereotypes of women 

Women still live with stereotypes of 
feminine behavior that consist of sev¬ 
eral facets. Generally, a woman is ex¬ 
pected to be ever-available, and to 
nurture and care for her family. She is 
expected to give priority to housekeep¬ 
ing and the raising of children over the 
development of a career or any other 
personal interests she might have. 
Sexually, she is expected to be more 
passive and compliant, but she must 
also be pleasing and responsive to her 
partner’s demands. Usually she is dis¬ 
couraged from expressing anger di¬ 
rectly, and instead is taught to be de¬ 
vious and indirect in communicating 
such feelings. Self-assertion on the 
part of women is often considered ab¬ 
rasive and out of place; the assertive 
woman is frequently labeled as "un¬ 
feminine,” and the unfortunate result 
can be the inducement or aggravation 
of conflicts concerning her personal 
identity. 

Despite the psychological limi¬ 
tations that stereotyping imposes, 
women are in fact assuming greater 
economic responsibility. Nearly half of 
all mothers with children under age 18 
were in the labor force in 1976, com¬ 
pared with nine percent in 1940. More 
than half of those women who are 
heads of households and who are 
mothers of children under age six are 


in the labor force. Over seven million 
families are headed by women. 1 Over¬ 
all, economists project that one half of 
American women over age 16 will be 
in the work force within two to three 
years. 

Due to the current emphasis on pop¬ 
ulation control and the decreasing 
number of years occupied with child 
bearing and rearing, women are ad¬ 
vancing toward a new identity and 
meaning, increased social contact and 
recognition, and financial rewards, all 
of which are engendered by the work 
performance that has long defined a 
man’s social role and identity. 2 

Male perspective in medicine 

Although admissions of women to 
medical schools have increased to 
about 23 percent during the past sev¬ 
eral years, and are still rising, medical 
education remains a male-dominated 
field. Men still are the primary health 
care providers for women, but women 
patients constitute considerably more 
than 50 percent of most physicians’ 
practices and of hospital admissions. 

When women meet together with 


This is the tenth in a series of office 
counseling articles, a project of the de¬ 
partments of psychiatry of Pennsylva¬ 
nia’s medical schools and the Pennsyl¬ 
vania Psychiatric Society. This article 
and those preceding it were prepared 
under the direction of the department 
at the Pennsylvania State University, 
Milton S. Hershey Medical Center. Dr. 
Goldstein is medical director of day 
care services at St. Francis General 
Hospital, Pittsburgh. Dr. Kales is di¬ 
rector of the division of community and 
social psychiatry at Hershey. Dr. de- 
Rivas is medical director of the Central 
Montgomery County Mental Health/ 
Mental Retardation Center, Norris¬ 
town. She also is president of the 
Pennsylvania Psychiatric Society 
(PPS). Dr. Goldstein is chairperson of 
the PPS Committee on Women, and Dr. 
Kales is a committee member. 


each other either socially or in 
consciousness-raising groups, one of 
their recurring observations is that 
physicians are patronizing toward 
women. To bring this to their physi¬ 
cian’s attention means challenging 
traditions and customs that have be¬ 
come ingrained in medical practice 
and in our culture in general. 

Many women feel that their physi¬ 
cians do not attempt to understand 
their needs, and to communicate their 
concerns adequately requires a great 
deal of self-assertion and confidence 
on their part. Physicians have gen¬ 
erally assumed they know what is best 
for the woman by virtue of their train¬ 
ing, which in our advanced technology 
receives a far greater emphasis on sci¬ 
entific fact than on sensitivity, aware¬ 
ness, and knowledge of psychological 
and sociocultural issues. This 
technological orientation may put the 
contemporary physician at a marked 
disadvantage in treating his patients, 
particularly women, many of whom 
have become skeptical of the assumed 
authority of the physician. They are 
eager to become more informed about 
their own anatomy and physiology, 
and they are becoming more insistent 
upon having greater involvement in 
their treatment options. A recent book 
by Gena Corea entitled, "The Hidden 
Malpractice,” surveys womens’ con¬ 
cerns in this area in detail. 3 

The medical profession has provided 
a great deal of peer support and role 
modeling for traditionally accepted at¬ 
titudes and approaches toward women 
that may cause resentment on the part 
of women patients. Collective support 
among women reinforces their de¬ 
mands not only to be treated with the 
same respect and privileges accorded 
to men, but also to receive medical 
care that is sensitive to their needs as 
women. As more women become con¬ 
cerned with these issues, certain med¬ 
ical approaches will require modifica¬ 
tion. 4 
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The care-giving process 

The waiting room —More women are 
finding it essential to respect their 
own time commitments, and con¬ 
sequently expect the same respect and 
consideration of their time from their 
physicians. The traditionally long 
wait in many doctors’ offices is in dire 
need of modification to adjust to 
changing lifestyles. In most other pro¬ 
fessional situations, it is considered 
common courtesy and evidence of mu¬ 
tual respect to be available at the ap¬ 
pointed time. The question arises 
whether men patients are treated 
more as the physician’s equals and 
their time respected. 

The examining room —It is often cus¬ 
tomary in doctors’ offices to request 
that the patient disrobe and lie down 
on an examining table, at times with 
her feet up in stirrups in the lithotomy 
position, before she has been given an 
opportunity to speak with the physi¬ 
cian. This can be quite disturbing to a 
woman who has come to the physician 
as a patient who is vulnerable, some¬ 
what helpless and perhaps in pain. 
Also, the assumption of inappropriate 
familiarity and a condescending at¬ 
titude take the form of calling the pa¬ 
tient "honey” or "dear,” or casually 
using her first name. This is another 
approach to which women patients 
frequently object. 5 

The need for reassurance —Women 
frequently visit their doctor to be reas¬ 
sured that they are physiologically 
normal. They often need to alleviate 
anxiety over possible pathology in 
their reproductive organs during the 
onset and course of menstruation, 
course of pregnancy, labor, and de¬ 
livery, or during the onset and course 
of menopause. Since many women 
have only a minimum knowledge of 
their own anatomy and physiology, 
they are vulnerable to vivid fantasies 
and subject to subtle innuendos or 
overt admonitions that they are 
"imagining things.” A sensitive and 


patient explanation of anatomy, 
physiology, and when appropriate, pa¬ 
thology, is needed to help the woman 
distinguish between fact and fantasy, 
to relieve her anxiety and depression, 
or to alleviate the somatization that 
may be the manifest expression of 
these emotions. Only when this has 
taken place can the physician and the 
patient define the functional and or¬ 
ganic components of her chief com¬ 
plaint. 

Concerns unique to women — 
Dysmenorrhea, nausea during preg¬ 
nancy, pain in labor, and menopausal 
symptoms are often regarded as either 
entirely or mostly psychogenic in na¬ 
ture, occurring as they do only in 
women. However, these symptoms 
have distinct physiologic etiologies: 
dysmenorrhea is related to ovulatory 
cycles; nausea during pregnancy is re¬ 
lated to high levels of estrogen, and is 
mimicked by the effects of oral con¬ 
traceptives; pain in labor is due to 
strong visceral contractions against 
the obstructing fetal parts, and 
menopausal symptoms occur when the 
ovaries cease to function. When these 
symptoms are presented, reassurance 
alone may be insufficient treatment, 
and symptomatic relief should be con¬ 
sidered. 6 Physicians who believe these 
disorders are entirely due to 
psychogenic factors may be depriving 
women of appropriate reassurance, 
education, or treatment. 

Treatment recommendations —It is not 
uncommon for physicians to give or¬ 
ders without explanation or educa¬ 
tion, or to dismiss the overt complaint 
by indicating that it is "just in her 
mind.” This is generally perceived as 
offensive and condescending by 
women, even when no harm is meant. 

Current and unbiased information 
is essential for a woman to decide in¬ 
telligently on methods of prevention 
or termination of pregnancy. The 
physician should provide her with the 
information necessary to make an ed¬ 


ucated, contemplated decision, thus 
helping her live with her decisions 
more comfortably, whatever they may 
be. The physician’s moralizing or 
bringing his own value system to bear 
on the patient’s decision is unwise and 
may only compound any conflict that 
already exists. When the male part¬ 
ner’s involvement and participation in 
these decisions is appropriate, it 
should not be confused with giving 
him authority to make the decision on 
her behalf, and allowing him to violate 
the doctor-patient relationship. 

Women have been concerned that 
hysterectomies are too readily rec¬ 
ommended after their reproductive 
organs have ceased to function, and 
that there is little concern for the emo¬ 
tional significance of losing these 
parts of the body. The same is true for 
radical breast removal, where the ex¬ 
tent of the physical mutilation and 
grief is minimized rather than dealt 
with openly. 

If the woman seeks another opinion 
before accepting the physician’s rec¬ 
ommendation, or simply wants more 
consideration for her own concerns, 
she is not necessarily questioning the 
physician’s competence but is merely 
protecting herself as a thinking adult. 
The physician should respect her for 
her desire to be informed and should 
not become defensive, reject her, or 
withhold care. 

Norms for emotional health 

Two-thirds of psychiatric outpa¬ 
tients are women, and 60 percent of 
admissions to private mental hospi¬ 
tals are women. Women use more 
psychotropic drugs than men do, and 
although men have more completed 
suicides, women attempt suicide twice 
as often. The diagnosis, "involutional 
melancholia,” is made for women with 
two to three times greater frequency 
than for men. These statistics raise 
questions as to whether the accepted 
"norms” for emotional health in 
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women are biased. We might also 
question whether an attitude exists in 
our organizational systems—vo¬ 
cational, family, academic, recre¬ 
ational, or health care delivery—that 
is stressful to women. 

Indeed, men also experience stress 
when they are subject to stereotyping 
and those expectations of our culture 
to which they may not wish to con¬ 
form: the 80 hour work week, the ex¬ 
pectation not to show emotion, the 
pressure to compete, and the assump¬ 
tion that career advancement will be 
placed before family considerations. 
Instead of having open choices for a 
balanced commitment to personal 
growth and care of others within the 
family, many men find themselves 
trapped in this stereotype of "norm,” 
which takes its toll in increased car¬ 
diovascular disorders in men and 
manifestations of distress in children 
who have been deprived of adequate 
"fathering.” 

Our culture needs a more equitable 
distribution of affection and caring for 
others, domestic responsibility, and 
making contributions away from 
home. If ample reward and recognition 
for all of these activities were shared 
by men and women, much of the stress 
that plagues both sexes would be alle¬ 
viated. 7 

The older woman patient 

The middle-aged and elderly woman 
has received even less concern and re¬ 
spect in our society than the attrac¬ 
tive, younger woman. Most older 
women are widowed and have lost 
their central roles of wife and mother. 
Over one-third of women over 65 live 
alone, and by the year 2000 it is esti¬ 
mated that there will be 150 women 
over 65 to every 100 men. The medical 
profession needs to give more concern 
to care of the aging in general and 
older women in particular. 

The older woman is still expected to 
do for herself as her sources of support 
are diminishing. She must cope with 
progressive loss of physical strength, 
frequent diminution of vision due to 
cataracts or glaucoma, hearing and 
memory loss due to arteriosclerosis, 
diminished mobility, and recurring 
mourning because of loss of friends 
and family. It is often impossible for 
her to have a physician make a house 
call, and the community often fails to 


provide her with safe transportation. 
Since excessive medication is fre¬ 
quently substituted for more com¬ 
prehensive care and understanding, 
the older woman is often overmedi¬ 
cated, leading to additional symptoms. 
Closer attention to psychosocial fac¬ 
tors would in many cases alleviate the 
need for pharmacologic treatment. 

The physician’s role 

The physician needs to be aware of 
his own emotions and attitudes in 
order to understand whether his reac¬ 
tion to a particular female patient is a 
defense against experiencing his feel¬ 
ings more overtly on a conscious level. 
If the patient seems seductive, the 
physician should neither be seduced 
nor label her "hysterical.” On the 
other hand, some women tend to relate 
to their doctors in a childlike manner. 
Although this kind of behavior is fre¬ 
quently accepted as a cultural norm of 
feminine behavior, the physician 
should avoid responding in a paternal 
manner that is patronizing or conde¬ 
scending. Rather, the woman’s mature 
coping skills should be elicited by in¬ 
teracting with her in an adult-to-adult 
fashion. 

Physicians have often categorized 
women’s complaints with labels such 
as "housewife’s anxiety syndrome,” 
"empty-nest syndrome,” attention 
seeking by the "neglected wife,” and so 
on. These categorizations are often 
formulated because the stages of 
woman’s life cycle are intimately 
linked to the reproductive cycle and 
child rearing, and many women feel a 
lack of satisfaction and autonomy 
when societal and familial expecta¬ 
tions at a given stage of life seem to 
limit their opportunities for personal 
satisfaction. Unlike their male coun¬ 
terparts, women usually perceive 
themselves as having a minimum of 
mobility and opportunity to change 
their everyday lives for the better; 
they feel tied to their homes and chil¬ 
dren, and in comparison with men, see 
themselves as having fewer accept¬ 
able opportunities for expressing 
themselves. Women see themselves as 
having the option of "take it or leave 
it,” rather than the confidence that 
change is possible even in the most 
ungratifying of situations. Many do 
leave, as evidenced by the rising di¬ 
vorce rate; but when staying and "tak¬ 


ing it” is an unsatisfactory com¬ 
promise, the incidence of the various 
"female syndromes” rises. The unspo¬ 
ken complaint is that of feeling 
"trapped” and the protest is expressed 
either in somatic symptoms without 
physical bases, or in frank psychiatric 
complaints of anxiety, depression, 
suicidal thoughts, insomnia, and 
phobias with obscure etiologies. In 
some instances, if the woman protests 
directly, severe marital discord and 
even domestic violence may occur. 

The physician may become uneasy 
when his patients express concerns 
that are similar to those expressed by 
his wife because of intermittent dis¬ 
satisfaction with her own role assign¬ 
ment in the family. It may be helpful 
for the physician to show an interest in 
helping the woman recognize her con¬ 
flict over her life situation and help 
her to arrive at alternate ways of deal¬ 
ing with it. More adequate prepara¬ 
tion for the various stages of a wom¬ 
an’s life would make each one less 
traumatic, and adaptation more com¬ 
fortable. 

Summary 

Medical advances, the population 
explosion, and societal change have 
mandated changing the stereotyped 
view of woman’s role at various stages 
of the life cycle. To become more sensi¬ 
tive and responsive to women’s needs 
for emotional growth and develop¬ 
ment and changing self-image during 
various life stages, physicians can 
carefully examine their expectations, 
stereotypes and office practices, in 
order to provide women with a more 
effective doctor-patient relationship. 
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No rugged individualism allowed 
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Medical staff is key in hospital risk management 


Robert L. Lambert, MD 



The “rugged individualism” so dear to the physician in the office has no place in the 
hospital where the medical staff, as a group, is held accountable for the actions of its 
individual members.’ 


An extended hospitalization early in his career made a lasting impact on the 
author’s future. He has been involved in improving the quality of care for hospitalized 
patients throughout his professional life, as hospital medical director, member of the 
teaching faculty of the Joint Commission on Accreditation of Hospitals, member of 
the Statewide Professional Standards Review Council, and activist in quality assur¬ 
ance and peer review activities of organized medicine. 

He has been medical director of the Pennsylvania Hospital Insurance Company for 
nearly two years. Before that time he served for 18 years as medical director of the 
Hospital of the Medical College of Pennsylvania in Philadelphia. After earning his 
baccalaureate and medical degrees at the University of Pittsburgh, he interned at the 
U.S. Naval Hospital in Philadelphia. Following a five year bout with tuberculosis, he 
served a residency in medicine at Eagleville Sanatiorium from 1951 to 1954, was chief 
of the chest department at Philadelphia General Hospital for two years, and medical 
director of Rush Hospital, Philadelphia from 1955 to 1959. 

-4s medical director of PH ICO, he reviews all claims involving 187 insured hospitals 
and some 4,000 hospital based physicians, including house staff, anesthesiologists, 
emergency physicians, and other contract and full time physicians. 


F ive previous articles on risk man¬ 
agement in Pennsylvania Medi¬ 
cine have stressed statistics and em¬ 
phasized reducing risks in office prac¬ 
tice. This article will concentrate on 
the importance of physician participa¬ 
tion in hospital risk management pro¬ 
grams, for the majority of practicing 
physicians in Pennsylvania have ad¬ 
mitting privileges in a hospital. In 
addition, approximately 80 percent of 
all claims involving physicians occur 
in hospitals. When a physician is sued 
because of a hospital-incurred inci¬ 
dent, the hospital also is sued because 
it is legally responsible to see that 
physicians are competent and adhere 
to accepted standards of practice. 

Responsibilities 

The governing body of a hospital has 
the ultimate responsibility for overall 
quality of patient care. It delegates to 
administration the authority for oper¬ 
ation of a well-organized hospital with 
provision of optimum care in a safe 
environment. The medical staff is del¬ 
egated authority and responsibility 
for assurance of quality of care 
through its board-approved bylaws, 
rules, and regulations. The "rugged 
individualism” so dear to the physi¬ 
cian in the office has no place in the 
hospital where the medical staff, as a 
group, is held accountable for the ac¬ 
tions of its individual members. 

What is risk management? 

The term "risk management” has 
been used freely in heavy industry for 
many years to describe a safety control 
mechanism. Its recent application to 
hospitals certainly has not encouraged 
physician participation: "risk” is 
threatening and "management” 
means it’s someone else’s responsi¬ 
bility! "Injury prevention” or "quality 
care control” might be more accept¬ 
able to physicians. 

Risk management is a simple con- 
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cept that has been made complex 
through a lack of understanding. The 
fundamentals of risk management are 
used by physicians every day through 
central collection of information (his¬ 
tory, physical, lab tests), analysis of 
data (diagnosis), elimination or 
minimization of problems (treatment), 
and prevention. 

A risk management program is a 
systematic, hospital-wide program de¬ 
signed to reduce preventable accidents 
and injury and to minimize the finan¬ 
cial severity of claims. 1 A program 
which is successful in improving 
quality of care must have strong com¬ 
mitment from the board, administra¬ 
tion, and medical staff. Most incidents 
occurring in hospitals are known to 
someone and might already have been 
reported. All too often the information 
remains in the initial reporting de¬ 
partment or committee and is not 
known to administration or staff. A 
central location to which incidents can 
be reported promptly, without fear of 
punishment, and from which correct¬ 
ive recommendations can be dissemi¬ 
nated must be established. 

Incident report 

The hospital incident report is the 
principal reporting and fact-finding 
tool for any risk management pro¬ 
gram. An "incident” is any happening 
that is not consistent with routine op¬ 
eration of the hospital or any depar¬ 
ture from normal patient care. State 
and national statistics on numbers of 
incidents, claims, and settlements 
could be reported here, but it is more 
important for physicians to know what 
kinds of professional and general lia¬ 
bility incidents are taking place in 
their own hospitals. The staff should 
then ask administration what can be 
done to help reduce these numbers. 

The majority of suits involving both 
doctors and hospitals are the result of 
harm done to a patient by diagnostic or 
therapeutic endeavors. It is difficult to 


believe that most doctors are not 
aware of these maloccurrences when 
they happen. Many physicians, by 
their own admission, do not see that 
such reports are initiated. The most 
common reasons given for not report¬ 
ing incidents are: 

• Reports were never requested be¬ 
fore. 

• Reporting results in increased 
claims and premiums. 

• Hospitals enjoin physicians in 
suits. 

• Non-reporting means non-dis¬ 
covery. 

There is no valid reason for not re¬ 
porting known incidents, and the rea¬ 
sons given are self-protective rather 
than patient-protective. If we really 
believe in quality of care and patient 
safety, every physician has an obliga¬ 
tion to each patient and the admitting 
hospital to report incidents that cause 
harm, or could cause harm, to pa¬ 
tients. The risks of not reporting far 
exceed those of reporting. 

There have been instances in which 
physicians have forbidden nurses to 
initiate an incident report because it is 
a "complication” and not an incident. 
The two words are synonymous, but 
neither is necessarily synonymous 
with "malpractice.” Only about 1 per¬ 
cent of incidents reported develop into 
claims, and many claims are resolved 
without a finding of "malpractice.” If 
the incident reported does not develop 
into a claim, no harm has been done by 
reporting it, and a useful purpose has 
been served by exposing the irregu¬ 
larity. If the incident is one which 
should result in a claim, the failure to 
report it will not make it disappear, 
but the lack of knowledge of its exis¬ 
tence will seriously affect an investi¬ 
gation and its defense. 

The importance of accurate incident 
reporting is its statistical value in the 
prevention of future incidents and im¬ 
provement in patient care; a sec¬ 
ondary value is the possibility of re¬ 
duced malpractice premiums. In re¬ 


turn for cooperation in risk manage¬ 
ment programs, the staff should ex¬ 
pect assurances from administration 
that: 

• An early and thorough investiga¬ 
tion of claims will be made to deter¬ 
mine the merits of allegations and the 
value of the claim. 

• The physician involved in an inci¬ 
dent will be kept advised of investiga¬ 
tive or settlement procedures. 

• Statistical information discovered 
by incident reports will be used for ed¬ 
ucational, not punitive, purposes. 

• Corrective action involving pro¬ 
fessional care will be taken through 
the staff bylaws, rules and regula¬ 
tions, and peer review activities. 

Informed consent 

Informed consent involves the pa¬ 
tient’s right to know what may happen 
to his body before approval for a proce¬ 
dure is given. If it can be shown that a 
physician did not inform the patient of 
the nature of the treatment or proce¬ 
dure, the risks, and the alternatives 
and complications (as required under 
Act 111), the plaintiff could prevail on 
the basis of assault and battery— 
regardless of the presence or absence 
of a malpractice event. 

The standard consent form which 
patients sign for the hospital’s protec¬ 
tion does not necessarily prove that a 
physician properly informed the pa¬ 
tient; however, a properly completed 
form signed by physician and patient 
can support the defense against a 
claim of "lack of informed consent.” 
Medical records of patients who allege 
lack of informed consent usually do 
not contain documentation that the 
physician even visited the patient 
pre-operatively; thus it is the physi¬ 
cian’s word against the patient’s in 
court—and we know who wins! 

For the physician’s protection, the 
chart should show a handwritten, 
timed and dated notation on the prog¬ 
ress notes or this information should 
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‘If we really believe in quality of care and patient safety, every physician has an 
obligation to each patient and the admitting hospital to report incidents that cause 
harm, or could cause harm, to patients.’ 


be added to the bottom of the standard 
consent form. This note should state 
that the physician gave his patient the 
information required under Act 111 
and obtained the patient’s consent. 
Enumeration of all complications, 
risks, and alternatives is not neces¬ 
sary; the note may simply state that 
these were explained. 

Discharge information 

Some incidents cannot be known to 
physicians or hospitals because many 
result from complications that occur 
after the patient leaves the hospital or 
emergency department. The attor¬ 
ney’s allegation in such suits often is 
that the physician did not give the pa¬ 
tient enough information about self- 
care at the time of discharge. 

We are all aware of studies which 
have proven that patients have poor 
retention or understanding of the spo¬ 
ken word pre-operatively. The same 
applies to discharge information. Thus 
it is important to continuing patient 
care that instructions are given to the 
patient at the time of discharge and 
are documented in writing by the 
physician. Most physicians claim this 
is contained in the dictated discharge 
summary, as required by JCAH. The 
patient, however, does not receive a 
copy of the discharge summary. The 
attending physician is responsible for 
the patient’s care until such time as 
the patient returns to a clinic or the 
referring physician. 


The patient should be informed in 
writing about his medication; possible 
complications; activity; time, date, 
and place of return visit; and where to 
call in an emergency. A three-part 
form could be developed by the staff for 
this purpose. With such a form an orig¬ 
inal remains on the record, one copy is 
given to the patient, and another copy 
is given to the attending physician. A 
re-designed front sheet on the chart 
can accommodate this information. 2 

Conclusion 

A recent review of more than 200 
professional liability claims involving 
Pennsylvania physicians (regardless 
of insurance coverage) and hospitals 
has led to the conclusion that a prop¬ 
erly organized hospital risk manage¬ 
ment program can result in improved 
patient care and reduced insurance 
premiums. 

Such a program cannot succeed, 
however, without physician commit¬ 
ment, for most of the harm to patients 
is not a result of lack of knowledge or 
willful negligence, but rather lack of 
time—to listen to the patient—to ex¬ 
amine the patient—and to examine 
the chart. □ 
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chlordiazepoxide HCI and 2.5 mg clidinium Br. 

Please consult complete prescribing informa¬ 
tion, a summary of which follows: 

Indications: Based on a review of this drug 
by the National Academy of Sciences— 

National Research Council and/or other in¬ 
formation, FDA has classified the indications 
as follows: 

“Possibly” effective: as adjunctive therapy in 
the treatment of peptic ulcer and in the 
treatment of the irritable bowel syndrome 
(irritable colon, spastic colon, mucous colitis) 
and acute enterocolitis. 

Final classification of the less-than-effective 
indications requires further investigation. 

Contraindications: Glaucoma; prostatic hyper¬ 
trophy, benign bladder neck obstruction; hyper¬ 
sensitivity to chlordiazepoxide HCI and/or 
clidinium Br. 

Warnings: Caution patients about possible com¬ 
bined effects with alcohol and other CNS depres¬ 
sants, and against hazardous occupations requir¬ 
ing complete mental alertness (e g ., operating 
machinery, driving). Physical and psychological 
dependence rarely reported on recommended 
doses, but use caution in administering Librium® 
(chlordiazepoxide HCI) to known addiction-prone 
individuals or those who might increase dosage; 
withdrawal symptoms (including convulsions) re¬ 
ported following discontinuation of the drug. 

Usage in Pregnancy: Use of minor tran¬ 
quilizers during first trimester should 
almost always be avoided because of 
increased risk of congenital malforma¬ 
tions as suggested in several studies. 
Consider possibility of pregnancy when 
instituting therapy. Advise patients to 
discuss therapy if they intend to or do 
become pregnant. 

As with all anticholinergics, inhibition of lactation 
may occur. 

Precautions: In elderly and debilitated, limit dos¬ 
age to smallest effective amount to preclude 
ataxia, oversedation, confusion (no more than 2 
capsules/day initially; increase gradually as 
needed and tolerated). Though generally not rec¬ 
ommended, if combination therapy with other 
psychotropics seems indicated, carefully consider 
pharmacology of agents, particularly potentiating 
drugs such as MAO inhibitors, phenothiazines. 
Observe usual precautions in presence of im¬ 
paired renal or hepatic function. Paradoxical reac¬ 
tions reported in psychiatric patients. Employ 
usual precautions in treating anxiety states with 
evidence of impending depression; suicidal ten¬ 
dencies may be present and protective measures 
necessary. Variable effects on blood coagulation 
reported very rarely in patients receiving the drug 
and oral anticoagulants; causal relationship not 
established. 

Adverse Reactions: No side effects or manifesta¬ 
tions not seen with either compound alone re¬ 
ported with Librax. When chlordiazepoxide HCI is 
used alone, drowsiness, ataxia, confusion may 
occur, especially in elderly and debilitated; avoid¬ 
able in most cases by proper dosage adjustment, 
but also occasionally observed at lower dosage 
ranges. Syncope reported in a few instances. 

Also encountered: isolated instances of skin erup¬ 
tions, edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal symp¬ 
toms, increased and decreased libido—all infre¬ 
quent, generally controlled with dosage reduction; 
changes in EEG patterns may appear during and 
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ported occasionally with chlordiazepoxide HCI, 
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QUARZANf (clidinium Br) for adjunctive therapy 
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You could be next... 


Will hospital-based MDs be the initial step to physician 
income regulation by the government under the cloak of 
cost containment? If so, the first groups to be affected will 
be radiologists, pathologists, anesthesiologists, and some 
hospital-based cardiologists. If this ground is broken suc¬ 
cessfully, it will be only a matter of time until more fertile 
fields are sought. And that means your fees. 

The Maryland Health Services Cost Review Commission 
(MHSCRC) has argued successfully in state court that it 
has the authority to regulate the incomes of pathologists, 
anesthesiologists, radiologists, and cardiologists because 
the fees of these MDs are for "hospital-based” services. 
Radiologists are appealing the decision, along with 
pathologists and cardiologists of Holy Cross Hospital in 
Silver Spring, Maryland. 

Where did the MHSCRC come from and upon what do 
they base their authority to do this? Under PL 93-641, the 
Health Services Planning and Resource Act, five states— 
Colorado, Connecticut, Maryland, Massachusetts, and 
Washington—have received federal money to establish 
these cost review (or rate regulatory) commissions. About 
two dozen states now have some form of cost review pro¬ 
gram. Of the five named, only the Maryland Commission 
thus far has attempted to extend its control to include 
physicians’ fees. If it is successful, other states will follow. 

About a year ago, Ralph Nader’s Health Research Group 
(HRG) called on the Carter administration to place all 
hospital-associated MDs on salary. The HRG estimates, 
based on a Health Care Financing Administration study, 
revealed that such a move would have saved about $215 
million in 1975. Sidney Wolfe, MD, spokesman for the 
HRG, in a letter to HEW Secretary Joseph Califano said, "If 
all the approximately 6,400 hospital-based pathologists, 
radiologists, and anesthesiologists in the United States had 
been paid salaries at the average rates shown in the HEW 
study, instead of being compensated through percentage or 
fee-for-service arrangements, about $215 million of con¬ 
sumer and taxpayer money would have been saved during 
fiscal 1975.” 

Reaction to HRG’s position from the professional organi¬ 
zations representing physicians named in the study was 
pointed. The American College of Radiology disputed 
HRG’s charges, averring that radiologists, as consultants, 
do not generate charges, and that the majority are on direct 
billing systems. The College of American Pathologists dis¬ 
puted HRG’s assumption that there is a direct relationship 
between rising hospital costs and reimbursement ar¬ 
rangements for hospital-associated MDs. The American 
Society of Anesthesiologists stated that about 90 percent of 
anesthesiologists are on fee-for-service direct billing and 8 


percent are on salary. ASA wondered who was being com¬ 
pensated by percentage contracts. 

Is there a need for government controls on fees? Will cost 
review agencies concern themselves only with percentage 
contract arrangements? Do direct billing MDs have any ef¬ 
fect on rising hospital costs even when they are hospital- 
based? Will a salary with all the fringe benefits be any more 
economical? 

Will MDs who might fall under these regulations remain 
hospital-based or will there be an exodus from hospital- 
based practice? If such a move occurs, will it contribute to or 
detract from quality patient care? Will fees of the individ¬ 
ual private practitioner next be scrutinized by government 
cost review? 

The American College of Radiology has elected to contest 
MHSCRC’s position in court. They believe that this is a 
"must win” situation for themselves and others and they 
are providing support to Maryland radiologists from ACR’s 
legal fund. The outcome of this test case is a vital issue to 
every practicing physician. A "win” for MHSCRC is a "loss” 
for you. 

Looking back over this editorial, I am reminded of the 
motto which appears on a local weekly newspaper—Insist 
on justice for your fellow man . . . you could be next. 

David A. Smith, MD 
Medical Editor 


I want you to slow down a bit—take only two bounds per tall 
building. 
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A Difference in 
TheophyllineTherapy 



micro-Dulverized 


■ Achieves blood levels rapidly 


With minimal gastric irritation' 1 

Please see complete prescribing information, a summary of which follows. 


JESCRIPTfON: 

Each green and white hard gelatin capsule contains theophylline USP anhy¬ 
drous. 200 mg., in a micro-pulverized form. Each brown and white hard gelatin 
capsule contains 100 mg. The elixir contains 80 mg. theophylline per 15 ml. 
in a 20% alcohol elixir (approximately 20 calories, 0.9 gm carbohydrate per 
tablespoonful). 

ACTION: Theophylline is a methylxanthine which relaxes the smooth muscu¬ 
lature of the bronchioles through its inhibition of the conversion of cyclic 
adenosine monophosphate to adenosine monophosphate by phosphodiester¬ 
ase. It also has diuretic, cardiotonic, and CNS stimulant effects. 

INDICATIONS: Bronkodyl is indicated for symptomatic relaxation of brortchiolar 
spasm in the chronic obstructive bronchopulmonary diseases; e.g., bronchial 
asthma, chronic bronchitis and pulmonary emphysema. 


ADVERSE REACTIONS: Gastrointestinal: Epigastric distress, nausea, vomit¬ 
ing. Cardiovascular: palpitations. CNS. Insomnia, restlessness, irritability, con¬ 
vulsion. 

DOSAGE AND ADMINISTRATION: Adults: Usual dosage of Bronkodyl is 200 
mg. every 6 hours (four doses in each 24 hours). This dosage may be adjusted 
to reflect individual clinical response as an indication of slow or rapid metab¬ 
olism of the drug. If adverse reactions are encountered, each dose may be 
reduced, or the interval between doses may be lengthened, or both. If clinical 
response is not satisfactory, indicating possible rapid inactivation of the drug, 
dosage may be gradually increased to achieve the desired response. In some 
instances of either too slow or too rapid metabolism, plasma levels of theo¬ 
phylline should be determined and dosage adjusted accordingly to achieve 
levels above 10 meg/ml, but not to exceed 20 mcg/ml. 


CONTRAINDICATIONS: Bronkodyl is contraindicated in persons known to 
have had serious idiosyncratic responses to theophylline, its salts, or the other 
methylxanthines. theobromine, or caffeine and may be contraindicated in peptic 
ulcer. 

WARNINGS: All methylxanthines should be used with caution in children and in 
others who are currently taking bronchodilator products, especially in rectal 
dosage form, which may contain theophylline or related drugs. 

USAGE IN PREGNANCY: Although theophylline has been used for many 
years, with no evidence of adverse fetal effect or teratogenicity, its safety in 
pregnancy has not been established. Therefore use of Bronkodyl during lacta¬ 
tion or in women of childbearing potential requires that possible benefits of the 
drug be weighed against possible hazards to fetus or child. 

PRECAUTIONS: Bronkodyl should be used with caution in patients with cardiac 
or circulatory disease. 


Dosage in Children: Usual dosage should be based on administration of 10 mg 
per kg per 24 hours, divided in 4 doses per day, given every 6 hours. As this may 
not be possible with use of the capsules, Bronkodyl elixir may be used. Theo¬ 
phylline saliva levels (approximately 60% of simultaneous blood levels), may 
facilitate dosage adjustments, especially in children, to obtain appropriate 
response. 

HOW SUPPLIED: 

Bronkodyl 100 mg., brown and white capsules in 100 s, Code #1831. 

Bronkodyl 200 mg., green and white capsules in 100's, Code #1833. 

Bronkodyl Elixir, 80 mg. per 15 ml, in pints, Code #1835. 
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BREON LABORATORIES INC. 

90 Park Avenue, New York, N.Y 10016 





For PMS members and 
llbVVi their employees 

THE PMS CREDIT UNION 

It makes sense to join. 

Who can join? 

All PMS members, their families, employees, and employee’s families 
can share in this new PMS benefit. No age limit. 

What does it cost? 

One dollar! (Plus savings) 

That’s right. With just $1 and a savings deposit you are a member of the 
PMS-Credit Union. 

Are my savings protected? 

YES. 

Deposits up to $40,000 per account are insured by the NCUA, an 
independent agency of the U. S. Government. 

Are loans available to anyone? 

NO. Only PMS Credit Union members can borrow from the PMS Credit 
Union. 

Who owns the PMS Credit Union? 

YOU DO. 

The PMS Credit Union is owned and operated by its members on a 
non-profit basis. 


YOUR PMS 
CREDIT UNION 



PENNSYLVANIA MEDICAL SOCIETY CREDIT UNION 
20 Erford Rd., Lemoyne, PA 17043 
Phone (717) 763-7151 

Yes, I am interested in the PMS Credit Union. Please send 
me more information today. 

I know_other persons who also want information 

about the PMS Credit Union. 

NAME:_ 

ADDRESS: _ 

CITY: _STATE: _ZIP: _ 

For more information fill out coupon and mail today! 





















new members 


ADAMS COUNTY: Nayana J. Parekh, M.D., Anesthesiology, 2070 B Mather Way, Elkins Park 19117 

Joseph E. Tripi, M.D., Orthopedic Surgery, 453 S. Washington St., Gettysburg 17325 Asha A. Saraf, M.D., Anesthesiology, St. Mary's Hosp., Langhorne 19047 


ALLEGHENY COUNTY: 

Amin E. Afshar, M.D., Internal Medicine, 613A Glen Scott Dr., Glenshaw 15116 
Chris M. Allen, M.D., Internal Medicine, 5 Bayard Rd., Apt. 716, Pittsburgh 15213 
George R. Andrews, M.D., Anesthesiology. 5832 Dublin Rd., Bethel Park 15102 
Jose Y. Auditor, M D., Pathology, 124 Pearl St., Apt. 4, Pittsburgh 15224 
Horaccio S. Aure, M.D., Internal Medicine, 502 Riverview Dr., McKeesport 15131 
William S. Berg, M.D., Radiology. 9892 Moccasin Trail, Wexford 15090 
Lawrence A. Bucklew, M.D., Internal Medicine, 4401 Pen Ave., Pittsburgh 15224 
Rebecca J. Caserio, M.D., Internal Medicine, 5 Bayard Rd., #716, Pittsburgh 15213 
Vincent S. Cheng, M.D., Radiology, Presbyterian-University Hosp., Pittsburgh 15213 
Charles R. Cortinovis, M.D., Anesthesiology, 516 2A Chathan Park Dr., Pittsburgh 
15220 

Thomas H. Dittman, M.D., Internal Medicine, 316 Oakville Dr., Pittsburgh 15220 
Manuel P. Franco, M.D., Psychiatry, 1029 Findley Dr., W, Pittsburgh 15221 
Joseph P. Gerger, M.D., Family Practice, 202 Lentz St., Jeannette 15644 
Jat V. Ghatnekar, M.D., General Surgery, 221 S. Millvale Ave., #3C, Pittsburgh 
15224 

George H. Gleeson, M.D., Internal Medicine, 346 S. Aiken Ave., Pittsburgh 15232 
Ramaswamy Gopalakrishnan, M.D., Internal Medicine 300B Glen Douglas Dr., 
Glenshaw 15116 

John R. Hauser, M.D., Internal Medicine, West Penn Hosp., Pittsburgh 15224 
Dennis J. Hurwitz, M.D., Plastic Surgery, 3459 Fifth Ave., Pittsburgh 15213 
Je H. Kim, M.D., Preventive Medicine, 6345 Glenview PI., Pittsburgh 15206 
William E. Kunsman, M.D., Internal Medicine, 229 Tech Rd., Pittsburgh 15205 
Nicholas R. Loon, M.D., Internal Medicine, Shadyside Hosp., Pittsburgh 15232 
Ramon G. Lozano, M.D., Internal Medicine, 1006 Golfview Dr., McKeesport 15135 
Luigi Maresca, M.D., McKeesport Hosp., McKeesport 15132 
Kimball W. Mohn, M.D., Internal Medicine, 206 Montclair Ave., Pittsburgh 15229 
Agustin P. Morales, M.D., Pathology, Allegheny Gen. Hosp., Pittsburgh 15212 
Mohammad R. Motamedi, M.D., Internal Medicine, 8870 E Court, #302, Allison Park 
15101 

Joseph A. Ndiyob, M.D., General Surgery, 5728 Baum Blvd., Pittsburgh 15206 
Maeve Nolan, M.D., Pathology, McKeesport Hosp,, Pathology Dept. McKeesport 
15132 

Syed A. Rizvi, M.D., Internal Medicine, 503 Riverview Dr., McKeesport 15131 
George Schein, II, M.D., Otolaryngology, 971 Lakemont Dr., Pittsburgh 15219 
Pankaj D. Sheth, M.D., Obstetrics/Gynecology, 1649 Galeton Dr., Verona 15147 
Geeta Singh, M.D., Radiology, St. Francis Hosp., Pittsburgh 15220 
Nassar Sonbolian, M.D., Anesthesiology, 1515 Locust St., Pittsburgh 15219 
Steven N. Sotos, M.D., Internal Medicine, 1403 N. Negley Ave., Pittsburgh 15206 
Dan R. Thompson, M.D., Internal Medicine, Montefiore Hosp., Pittsburgh 15213 
Nicholas A. Toronto, Jr., M.D., Family Practice, 301 N. Pasadena Dr., Pittsburgh 
15215 

Scott L. Williams, M.D., General Surgery, 1087 Scaife Hall, Pittsburgh 15261 
David G. Wright, M.D., Internal Medicine, 416 S. Linden Ave., Pittsburgh 15208 
Paul M. Zubritzky, M.D., Obstetrics/Gynecology, 1209 Broadway, McKees Rocks 
15136 

ARMSTRONG COUNTY: 

James E. Childs, M.D., Pathology, Armstrong Co. Mem. Hosp., Kittanning 16201 

BEAVER COUNTY: 

John K. Baska, M.D., Internal Medicine, 336 College Ave., Beaver 15009 
Morry Moskovitz, M.D., Internal Medicine, 336 College Ave., Beaver 15009 
Richard A. Simpson, M.D., Internal Medicine, 71 Bridge St., West Bridgewater 
15009 

BERKS COUNTY: 

George R. Gerhart, M.D., Family Practice, 3351 Perkiomen Ave., Reading 19606 
Warren E. Greth, M.D., Internal Medicine, 301 S. Seventh Ave., West Reading 19611 
Dorothy E. Kriebel, M.D., Psychiatry, Furnace Rd., R.D. 3, Wernersville 19565 

BLAIR COUNTY: 

John H. Gould, M.D., Family Practice, 501 Howard Ave., Altoona 16601 
Eugene M. Sneff, M.D., Pathology, Altoona Hosp., Altoona 16603 

BRADFORD COUNTY: 

Thomas F. Bednarek, M.D., Radiology, 212 Guthrie Sq., Sayre 18840 
William W. Cady, M.D., Internal Medicine, 505 S. Wilbur Ave., Sayre 18840 
Jeng Y. Gu, M.D., Radiology, Robert Packer Hosp., Sayre 18840 
Frederick B. Rose, M.D., Internal Medicine, Oakhill Dr., R.D. #2, Sayre 18840 
Mark Zimmerman, M.D., Internal Medicine, Med. Arts Bldg., Towanda 18848 

BUCKS COUNTY: 

Edward R. Hawkins, M.D., Family Practice, 62 S. Main, Box 364, Yardley 19067 
Stuart E. Hirsch, M.D., Ophthalmology, 1568 Woodbourne Rd., Levittown 19057 


CAMBRIA COUNTY: 

Amelia G. Aguilera, M.D., Obstetrics/Gynecology, Windber Hosp., Windber 15963 
Samuel E. Gaskins, M.D., Family Practice, 1130 Franklin St., Johnstown 15905 
Richard F. Hawkins, Jr., M.D., Radiology, CVMH Dept, of Radiology, Johnstown 
15905 

Vijay K. Malhotra, M.D., Internal Medicine, 400 Southmont Blvd., Johnstown 15905 
Vinodchandra S. Soni, M.D., General Surgery, Bloomfield Apt. #1B24, Johnstown 
15904 


CENTRE COUNTY: 

Stanley R. Askin, M.D., Orthopedic Surgery, 611 Univ. Dr., State College 16801 
J. Edward Olivier, M.D., Psychiatry, Ste. 2, 1001 Univ. Dr., State College 16801 

CHESTER COUNTY: 

John H. Chidester, M.D., Orthopedic Surgery, Blackberry Ln., Malvern 19355 
Jatinkumar D. Gandhi, M.D., Orthopedic Surgery, 10th Ave. & Olive St., Coatesville 
19320 

Samuel W. Madeira, Jr., M.D., Internal Medicine, Doe Run Rd., Unionville 19375 
Thomas A. Wolk, M.D., Pediatrics, 99 Kleyona Ave., Phoenixville 19460 

CLARION COUNTY: 

Lawrence E. Corbett, D O., Family Practice, Main St., Shippenville 16254 


CLEARFIELD COUNTY: 

William D. Calley, M.D., Pediatrics, P.O. Box 688, Clearfield 16830 


CRAWFORD COUNTY: 

Robert C. Milsovic, M.D., Radiology, Spencer Hosp., Meadville 16335 
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LAWRENCE COUNTY: 

Thomas W. Bauman, M.D., Radiology, 4268 Old New England Rd., Allison Park 
15101 

LEHIGH COUNTY: 

Roberto L. Braglia, M.D., Orthopedic Surgery, 344 Buttercup Rd., Macungie 18062 
Jay E. Kloin, M.D., Internal Medicine. 1600 Lehigh Pkwy, Allentown 18103 

LYCOMING COUNTY: 

Judith A. Gouldin, M.D., Internal Medicine, Williamsport Hosp., Williamsport 17701 
William A. Knorr, M.D., Pediatrics, 699 Rural Ave., Williamsport 17701 
Rajidi M. Reddy, M.D., Internal Medicine, Muncy Valley Hosp., Muncy 17756 
Gordon A. Shaw, M.D., Radiology, Williamsport Hosp., Williamsport 17701 
Daniel L. Steidl, M.D., Internal Medicine, 1201 Grampion Blvd., Williamsport 17754 

MCKEAN COUNTY: 

Wilbur A. Neil, M.D., Ophthalmology, 199 Pleasant St., Bradford 16701 

MERCER COUNTY: 

John F. Steele, M.D., Orthopedic Surgery, 428 S. Main St., Greenville 16125 

MONROE COUNTY: 

Stuart W. Rosan, D.O., Family Practice, Rt. 940, Pocono Summit 18346 

MONTGOMERY COUNTY: 

Stephen E. Sacks, D O. Neurology, 315 E. 86th St., New York, NY 10028 
Jeffrey H. Striar, M.D., Neurology, 235 East 73 St., New York, NY 10021 
Richard D. Tolin, M.D., Internal Medicine, Oak Hill Apts. S-405, Narberth 19072 

MONTOUR COUNTY: 

James R. Cicchiello, M.D., Family Practice, 1450 Chestnut St., Kulpmont ,17834 
Kalyan S. Krishnan, M.D., Anesthesiology, Geisinger Med. Ctr., Danville 17821 
Thomas A. Modesto, M.D., Internal Medicine, 107 N. Ardmore St., Danville 17821 
Louis J. Neureuter, M.D., Internal Medicine, 142 W. Mahoning St., Danville 17821 

NORTHAMPTON COUNTY: 

Craig T. Haytmanek, M.D., Otolaryngology, Ste. 77, 800 Ostrum St., Bethlehem 
18015 

Richard D. Herman, M.D., Radiology, St. Luke's Hosp., Bethlehem 18015 

John S. Kintzer, Jr., M.D., Internal Medicine, 35 E. Elizabeth Ave., Bethlehem 18018 

Thomas S. Sauer, M.D., Orthopedic Surgery, 3591 Stafore Dr., Bethelehem 18017 

James F. Suchman, M.D., Radiology, Easton Hosp., Easton 18042 

Keith S. Turner, M.D., Internal Medicine, 800 Ostrum St., Bethlehem 18015 

Stewart G. Wolf, M.D., Internal Medicine, 801 Ostrum St., Bethelehem 18015 

NORTHUMBERLAND COUNTY: 

Carol M. Lamparter, M.D., Family Practice, R.D. 5, Box 359, Danville 17821 

PHILADELPHIA COUNTY: 

Stanley Baum, M.D., Radiology, 3400 Spruce St., Radiology Dept., Philadelphia 
19104 

Joseph M. Bednarek, M.D., General Surgery, 1265 Stanwood St., Philadelphia 
19111 

Paul L. Berenbaum, M.D., Internal Medicine, 1002 Spruce St., Philadelphia 19107 
Kirt I. Chhaya, M.D., Internal Medicine, 1830 Rittenhouse Sq., Philadelphia 19103 
Aristotle A. Christou, M.D., Pathology, 104 Wexford Way, Basking Ridge, NJ 17920 
Charles D. Coppes, M.D., Obstetrics/Gynecology, 421 Green Ln., Philadelphia 19128 
John W. Crisanti, M.D., General Surgery, 507 Cheltenham Ave., Philadelphia 19126 
Michael J. Davidson, M.D., Family Practice, Germantown Hosp., Philadelphia 19144 
Marc W. Deitch, M.D., Pediatrics, 380 Danell Rd., Radnor 19087 
Irving Ehrlich, M.D., Radiology, 248 Hendrix St., Philadelphia 19116 
Martin M. Fenster, M.D., Family Practice, 2031 Locust St., Philadelphia 19103 
Howard L. Field, M.D., Psychiatry, 1025 Walnut St., Philadelphia 19107 
Roger K. Furguson, M.D., Internal Medicine, Thomas Jefferson Univ., #502, 
Philadelphia, 19107 

Eddy A. Garrido, M.D., Neurological Surgery, 3401 Broad St., Philadelphia 19140 
Robert L. Giuntoli, M.D., Obstetrics/Gynecology, 1932 Maple Ave., Cherry Hill, NJ 
08034 

Allan M. Greenspan, M.D., Internal Medicine, 2036 Delaney PI., Philadelphia 19103 
Daniel O. Hensell, M.D., General Surgery, 9 Pratt Rd., Cherry Hill, NJ 08002 
William S. Hoffman, M.D., General Surgery, 601 Winsford Rd., Bryn Mawr 19010 
Steven R. Isaacson, M.D., Otolaryngology, 4000 Gypsy Ln., Philadelphia 19151 
Vijay Madan, M.D., Radiology, 950 Walnut St., Apt. 514, Philadelphia 19107 
Earl C. Marmar, M.D., Orthopedic Surgery, 630 Sunset St., Iowa City, IA 52240 
Alan J. Meltzer, M.D., General Surgery, 738 N. 24th St., Philadelphia 19130 
Leonard D. Miller, M.D., General Surgery, Hosp. of the Univ. of PA, Philadelphia 
19104 

Golda R. Nobel, M.D., Family Practice, 2006 Delancey St., Philadelphia 19140 


Meeta D. Peer, M.D., Physical Medicine/Rehabilitation, Moss Rehab. Hosp., 
Philadelphia 19141 

John J. Pell, M.D., Orthopedic Surgery, 1214 Wheatsheaf Ln., Abington 19001 
Mary V. Pratt, M.D., Pathology, 328 S. 7th St., Philadelphia 19106 
Jan Schneider, M.D., Obstetrics/Gynecology, Med. Col. of PA, Philadelphia 19129 
Theophila C. Semanoff, M.D., Physical Medicine/Rehabilitation, Moss Rehab. Hosp., 
Philadelphia 19111 

Paul S. Zamostien, M.D., Obstetrics/Gynecology, Temple Univ., Philadelphia 19140 
Kenneth L. Izzo, M.D., Physical Medicine & Rehabilitation, 900 Valley Rd., A101, 
Melrose Park 19126 

Albert D. Janerich, M.D., Preventive Medicine, 127 Farmington Rd., Cherry Hill, NJ 
08034 

Jeffrey I. Katzman, M.D., Ophthalmology, 319 Anthony Rd., King of Prussia 19406 
Houshang Kaveh, M.D., General Surgery, 115 E. Lehigh Ave., Philadelphia 19125 
William M. Keane, M.D., Otolaryngology, 8th & Spruce Sts., Philadelphia 19107 
Abu Khan, M.D., Pediatrics 2028 Girard Ave., Philadelphia 19130 
Dennis J. Khoury, M.D., Ophthalmology, 5001 Frankford Ave., Philadelphia 19124 
Mery Kostianovsky, M.D., Pathology, 1020 Locust St., Rm. 251, Philadelphia 19107 
Frederick L. Kramer, M.D., Radiology, 7305 Malvern Ave., Philadelphia 19151 
Richard Krieger, M.D., Radiology, 102 Red Rambler Dr., Lafayette Hill 19444 
Alfred B. Kurtz, M.D., Radiology, 245 Fir Tree Court, Marlton, NJ 08053 
William L. Laury, M.D., Internal Medicine, 3901 Conshohocken Ave., 387, 
Philadelphia 19143 

Mark A. Levy, M.D., Internal Medicine, 7300 Chesheim Rd., #A8, Philadelphia 19119 
Walter M. Levy, M.D., Pathology, 230 N. Broad St., Philadelphia 19102 
Donald H. Lieberman, M.D., Internal Medicine, 609 Hollow Rd., King of Prussia 
19406 

Frederick S. Lieberman, M.D., Orthopedic Surgery, 695 Killdeer Ln., Huntingdon 
Valley 19006 

Michael L. Lippman, M.D., Internal Medicine, York & Tabor Rds., Philadelphia 
19141 

Zafar I. Malik, M.D., Internal Medicine, 2642 Audubon Rd., Audubon 19401 
Donelson R. Manley, M.D., Ophthalmology, 1601 Spring Garden St., Philadelphia 
19130 

Steven G. Mann, M.D., Radiology, York & Tabor Rds., Philadelphia 19141 
Charles A. Mauriello, D.O., Orthopedic Surgery, P.O. Box 269, Springfield 19064 
Mohammed A. Mohiuddin, M.D., Neurology, 931 Huntingdon Pk., Huntingdon 
Valley 19006 

Manuel R. Morman, 4082 Ford Rd., Philadelphia 19131 

Ray A. Moyer, M.D., Orthopedic Surgery, Blr. Mill-Mrlnd. Rd., 220E, Horsham 19044 
Sheila A. Murphey, M.D., Internal Medicine, 2991 School House Ln., Philadelphia 
19144 

Rogelio W. Narvaez, M.D., Radiology, 10921-2 Helmer Dr., Philadelphia 19154 
Ernst Nicolitz, M.D., Ophthalmology, 522 Bancroft, Cherry Hill, NJ 08034 
Mark Nissenbaum, M.D., General Surgery, 243 S. Tenth St., Philadelphia 19107 
Diosdado P. Non, M.D., Pathology, 2206 David Dr., Bristol 19007 
Elvin O. Onley, M.D., Psychiatry, 727 N. 43rd St., Philadelphia 19104 
Elena Ordentlich, M.D., Psychiatry, 2201 Strahle St., A-18, Philadelphia 19152 
Eduardo J. Paez, M.D., Pathology, 136 W. Diamond St., Philadelphia 19122 
George M. Palatianos, M.D., General Surgery, Front & Lehigh Sts., Philadelphia 
19125 

Sang T. Park, M.D., General Surgery, 1930 Chestnut St., Philadelphia 19103 
Ramprasad Patnaik, M.D., General Surgery, 3329 Jeffrey Dr., Dresher 19025 
Richard I. Perzley, M.D., Pediatrics, 3120 School House Ln., Philadelphia 19144 
Bruce R. Piccone, D.O., Internal Medicine, 2401 S. Opal St., Philadelphia 19145 
Joseph M. Pitone, D.O., Internal Medicine, 233 Roberts Dr., Somerdale, NJ 08083 
Om Prakash, M.D., Family Practice, 3400 Red Lion Rd., 58-E, Philadelphia 19114 
Robert A. Promisloff, D.O., Internal Medicine, 515 S. 12th St., Philadelphia 19147 
Lourdeline G. Ramos-Tarampi, M.D., Anesthesiology, 3856 N. Marshall St., 
Philadelphia 19140 

Karl Rickels, M.D., Psychiatry, 3600 Spruce St., 203, Philadelphia 19104 
Michael R. Rodnick, M.D., Internal Medicine, 2200 Ben Franklin Pkwy., Apt. 1506, 
Philadelphia 19130 

Maurice I. Romy, M.D., Neurological Surgery, 230 N. Broad St., Philadelphia 19102 
Emanuel Rubin, M.D., Pathology, 230 N. Broad St., Philadelphia 19102 
Ernest Rudic, M.D., Internal Medicine, 1600 Church Rd., Apt. B215, Wyncote 19095 
C. Richard Scipione, M.D., Otolaryngology, 1129 Bryan St., Drexel Hill 19026 

WAYNE-PIKE COUNTY: 

Aryo A. Shishak, M.D., Family Practice, 209 E. High St., Milford 18337 
Nora Cooke, M.D., Pediatrics, W.A.M.F., Tafton 18464 

WESTMORELAND COUNTY: 

Arthur E. Barnes, II, M.D., Internal Medicine, 1260 Martin Ave., New Kensington 
15068 

Benjamin A. Delrosario, M.D., Obstetrics/Gynecology, 422 Main St., Irwin 15601 
Ralph A. Miranda, M.D., Family Practice, 249 Old Airport Rd., Greensburg 15601 
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Effective November 1, 1978 
INTER-COUNTY HEALTH PLAN, INC. 

will offer non-profit medical-surgical insurance in direct com¬ 
petition with Pennsylvania Blue Shield. 

ICHP was formed by Inter-County Hospitalization Plan, Inc., 
Jenkintown, Pennsylvania, a non-profit Plan with more than 40 
years of experience in the health insurance field. 

By consolidating the payment of hospital and doctor bills 
under one roof we feel certain that we can provide superior 
service to both doctor and subscriber. 

For further information on the new Inter-County Health Plan 
please call Mr. Paul Downs at (215) 884-4810. 



INTER-COUNTY HOSPITALIZATION PLAN, INC. 
INTER-COUNTY HEALTH PLAN, INC. 

Foxcroft Square • Jenkintown, Pennsylvania 19046 
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Why not own your telephone equipment too? 

'■'•J 


Lfeif C. Beck, LL.B., CPBC 
Vasilios J. Kalogredis, J.D. 


In the past, almost everyone pre¬ 
sumed that only the "Bell System” 
could satisfy telephone needs. Until 
recently, it could hardly be contested. 

But the government has taken ex¬ 
tensive measures to strike down "Ma 
Bell’s” virtual monopoly on telephone 
equipment. For example, in June 
1978 the Federal Communications 
Commission ruled that a private tele¬ 
phone system owner no longer had to 
pay the telephone company’s monthly 
charge for its coupling device. The de¬ 
vice was intended to protect the tele¬ 
phone network nationally from poten¬ 
tially harmful private telephone 
equipment. The Commission’s ruling 
resulted in savings as high as $13 per 
line per month. 

This ruling makes real cost savings 
feasible to telephone equipment own¬ 
ers. As economy conscious physicians 


you should seriously investigate and 
consider the equipment alternatives 
to "Ma Bell.” 

Greater numbers of phone users are 
switching to telephone ownership. Al¬ 
though ownership does not suit 
everyone’s needs, physicians should 
evaluate the issue objectively. 

Generally, the sellers of the private 
telephone systems (known as inter¬ 
connect companies) are much better 
from a cost standpoint. Each monthly 
telephone bill contains significant 
charges simply for the equipment use 
(for each telephone, button, line, etc.). 
These "rental” charges typically ap¬ 
pear as the first line of the monthly 
bill’s charge summary. You can elimi¬ 
nate that line by buying your office’s 
telephone hardware from an intercon¬ 
nect company. 

The savings can be substantial. We 


recently compared the cost of purchas¬ 
ing against the Bell System’s monthly 
equipment charges. Our monthly Bell 
equipment charges totaled $265. Bor¬ 
rowed funds could purchase compara¬ 
ble equipment from an independent 
telephone supplier. With a twelve per¬ 
cent interest, five year loan from a 
bank, we would pay $150 per month. 
After five years the note would be paid 
off and $265 per month (which ignores 
probable Bell increases) would be 
saved. Yearly the savings total $3,200. 
Savings such as this must be consid¬ 
ered seriously. 

One argument to discourage private 
ownership emphasizes the possibility 
that telephone equipment may be¬ 
come obsolete. We feel that is gen¬ 
erally a weak argument, when com¬ 
pared to the dramatic cost savings 
usually involved. After all, what bene- 
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9 a.m. to 5 p.m. Tuition: $40 
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Hand Trauma Symposium 

Saturday, April 28, 1979 
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9 a.m. to 5 p.m. Tuition $40 
As an organization accredited for continuing medi¬ 
cal education, the Geisinger Medical Center cer¬ 
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fit (asset-wise) does one get by paying 
Ma Bell’s monthly "rent” bills? 

Also, reduced telephone bills are not 
the only dollar advantages to the pur¬ 
chaser. An owner can depreciate the 
equipment and take the valuable ten 
percent investment tax credit on it. 
The credit can be a significant advan¬ 
tage to high tax-bracketted physi¬ 
cians. 

It is important that a physician seek 
out several interconnect companies in 
his geographic area. They usually can 
be found in the Yellow Pages under 
Telephone Equipment and Systems. 
One might also seek leads from his 
management consultant, attorney or 
accountant. 

Many large and reputable firms are 
in the field. Some companies that have 
been involved in telecommunications 
for years can provide extensive lists of 
local health care practices using their 
equipment. Others are opportunists, 
mere fledglings into a new growth 
business in an extremely competitive 
market where an unsound company 
can easily and quickly fail. Be sure to 
have the credentials of a prospective 
supplier closely scrutinized before be¬ 
coming involved. 

Another major consideration in 
switching to an interconnect com¬ 
pany’s system is service: Who will pro¬ 
vide it? The Bell System is obligated to 
continue full line service and connec¬ 


tion to privately purchased equip¬ 
ment. 

Private owners may fear that "Ma 
Bell” would not be so cooperative when 
dealing with the equipment in their 
offices. The Government prohibits 
Bell from such discriminating prac¬ 
tices. In the past fears may have been 
legitimate but generally, service no 
longer poses a problem. 

The Bell System usually provides 
excellent service—both in terms of 
personnel and parts. Bell’s quality is 
difficult for interconnect companies to 
equal. Check the interconnect suppli¬ 
ers’ references; critically explore and 
evaluate their service departments. 

A practice which is not located in a 
large metropolitan area may pose a 
serious problem. Private owners 
should know where the nearest service 
center is and how well it is staffed. For 
example, many interconnect compa¬ 
nies may not be able to guarantee 
prompt (within two hours) emergency 
service in Wellsboro, although they 
could in Philadelphia. 

In evaluating a company’s service, 
have its maintenance contract closely 
reviewed (ideally by one’s advisors). 
Established companies tend to offer a 
five-year maintenance agreement. 
The first year is usually free; the other 
years are prorated. A system we re¬ 
cently reviewed called for a $1.75 per 
unit per month maintenance fee for 


the second through fifth years. 

The problem of a possible 
breakdown in a private phone system 
may not be so dramatic an experience. 
The telephone company is required to 
provide one of its phones for every line 
brought into the office. When a private 
phone system does break down, there 
is the security that Bell phones will 
back it up temporarily. 

Also, be sure any contract clarifies 
what is promised in writing. For 
example, if two hour service is guaran¬ 
teed for emergencies, be sure 
"emergencies” are satisfactorily de¬ 
fined. 

Physicians should get assurances 
from the interconnect company that 
switchover from Bell equipment to 
owned equipment will not disrupt of¬ 
fice hours. A well coordinated switch 
should only take a few hours during 
nonpeak telephone periods, perhaps 
on a weekend. 

Physicians should be sure to select a 
system to suit their needs. A conserva¬ 
tive forecast of growth should be antic¬ 
ipated. Ideally, you should seek an ex¬ 
pandable system but be wary of over¬ 
buying. Remember, you are dealing 
with salesmen. 

In conclusion, unless you are a 
physician who is planning to retire in 
a few years, you should have the ques¬ 
tion "Should I buy my telephones?” 
critically evaluated. 


Emergency Medicine 
Practice Tract Program 


New opportunity to combine FFS clinical activity and 
formalization of continuing education: 

Career oriented emergency physicians combine FFS 
clinical activities in the Philadelphia area with docu¬ 
mented CME credits via the Practice Tract Program. Also 
receive ACLS certification of procedures leading to ap¬ 
plication for board examination in emergency medicine. 
Competitive minimum guarantee and potential clinical 


medical school faculty appointments available. Continu¬ 
ing education credits awarded through the Emergency 
Medicine Residency Program at Medical College of 
Pennsylvania. 

Contact EMSS, Inc., (215) 242-4707, or send CV to 
Richard J. Murphy, M.D., or David K. Wagner, M.D., 
Emergency Medical Specialty Services, Inc., PO Box 
192, Flourtown, PA 19031. 
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Treatment of severe hypertension ■ 

Alvin P. Shapiro, MD 
Yehuda M. Traub, MD 


T he definition of severe hyperten¬ 
sion can be controversial. We 
have chosen an empirical one: a con¬ 
sistent elevation of the diastolic blood 
pressure (BP) of higher than 115-120 
mm Hg (or > 105-110 mm Hg in per¬ 
sons under 20 years old), with or with¬ 
out end-organ damage. This definition 
might include hypertensive patients 
who, although presenting with a BP 
which is somewhat lower, have end- 
organ involvement directly attributa¬ 
ble to high BP. While emergency situ¬ 
ations related to hypertension (such as 
malignant hypertension, hyperten¬ 
sive encephalopathy, dissecting aortic 
aneurysm, etc.) also represent severe 
hypertension, they are beyond the 
scope of this article, which is aimed at 
the chronic management of severely 
hypertensive patients. 

The benefits of lowering BP became 
evident relatively early in the study of 
severe hypertension. As many as 
twenty years ago, studies showed that 
mortality rates could be reduced and 
vascular changes of malignant hyper¬ 
tension could be reversed by effective 
treatment. 1,2 Malignant hyperten¬ 
sion, however, has a different pathol¬ 
ogy than benign essential hyperten¬ 
sion, in which damage progresses 
much more slowly. 3 

In patients with moderately severe 
benign hypertension (diastolic BP 
115-129 mm Hg), the favorable effect 


This article is the third in a series 
presented in cooperation with the 
hypertension control program of the 
Pennsylvania Department of Health 
and the American Heart Association, 
Pennsylvania Affiliate. Dr. Shapiro is 
professor and acting chairman of 
medicine at the University of 
Pittsburgh School of Medicine. Dr. 
Traub is assistant professor of medi¬ 
cine at the university. 


of treatment was proved more recent¬ 
ly by the Veterans Administration 
Cooperative Study. 4 In this study, the 
difference between the actively 
treated and placebo-"treated” groups 
was so striking that the investigation 
was terminated after 18 months 
rather than five years as originally 
designed. 

All actively treated patients in the 
Veterans Administration study were 
given combinations of hydro¬ 
chlorothiazide, reserpine, and hy¬ 
dralazine. 4 Other investigators have 
advocated a more sophisticated ap¬ 
proach in attempts to tailor certain 
drugs to certain specific charac¬ 
teristics of individual patients. 5-7 
Such an approach may be of doubtful 
practical yield and too time-con¬ 
suming and expensive for routine ap¬ 
plication. 

Nevertheless, patients with severe 
hypertension (especially those who 
are young and/or have diastolic BP > 
130 mm Hg) should have a more thor¬ 
ough workup than generally recom¬ 
mended for milder degrees of hyper¬ 
tension because special causes of 
hypertension, some of them surgically 
correctable, and end-organ damage 
are more prevalent in such patients. 
Workup should include, in addition to 
urinalysis, hematocrit, serum potas¬ 
sium, creatinine or BUN concentra¬ 
tion and ECG, 7,8 a 24-hour urine col¬ 
lection for Vanilmandelic Acid 
(V.M.A.) and a rapid sequence in¬ 
travenous urogram. More complex 
diagnostic procedures should be re¬ 
served for those subjects in whom 
physical examination and/or labora¬ 
tory tests suggest a specific cause of 
hypertension or for whom conserva¬ 
tive drug therapy proves unsatis¬ 
factory. 

Otherwise, the principles of chronic 
management for patients with severe 


hypertension should be the same as for 
any hypertensives, and should be 
based on: 

1. Good documentation of BP 
evaluation by at least two meas¬ 
urements on two occasions a few 
days apart, unless an emergency 
situation is suggested by papil¬ 
ledema, convulsions, or other ab¬ 
normal findings. 

2. Smooth and gradual reduction 
of BP to avoid adverse effects and 
achieve better patient compliance. 
We recommend a stepped-care ap¬ 
proach, such as the one suggested by 
the Report of the Joint National 
Committee on Detection, Evalua¬ 
tion, and Treatment of High Blood 
Pressure, 8 although many patients 
in this group will end up on a 
number of antihypertensive agents. 
Our experience has shown that a 
fair percentage of severely hyper¬ 
tensive subjects will come under 
control (i.e., diastolic BP =s 90 mm 
Hg or less) when given a thiazide 
diuretic alone or in combination 
with a relatively small amount of 
reserpine, propranolol, or methyl- 
dopa. 

3. Modifications in antihyperten¬ 
sive therapy based primarily on re¬ 
peated BP measurements rather 
than on the patient’s symptoms, 
which may be absent or non-specific 
unless related to side effects of the 
drugs. Such modifications also 
should be made smoothly; therapy 
should never be discontinued ab¬ 
ruptly. 

4. Adjustment of chronic an¬ 
tihypertensive therapy even for se¬ 
vere hypertensives in ambulatory 
rather than hospital settings, in 
which environmental conditions 
may be entirely different. 

5. Application of nonphar- 
macologic measures generally rec- 
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ommended in the management of 
hypertension (such as controlling 
obesity and excessive sodium in¬ 
take, physical exercise, possible be¬ 
havioral adjustments, etc.). 7 Al¬ 
though these measures play a com¬ 
plementary role, they cannot re¬ 
place pharmacologic therapy in se¬ 
vere hypertension. 

Most patients with severe hyper¬ 
tension will respond favorably to the 
treatment outlined above. 8 A minori¬ 
ty, however, may be unresponsive to 
conventional management. Such pa¬ 
tients may need further diagnostic 
workup, preferably in a specialized 
hypertension unit in which some also 
may benefit from potent investiga¬ 
tional drugs, such as minoxidil, 
labetalol, guanabenz, and beth- 
anidine. Others may need large 
doses of furosemide or dialysis when 
elevated BP is related to excessive 
fluid retention because of renal fail¬ 
ure. The BP of some patients with 
renal failure (fortunately a small mi¬ 
nority) can be reduced only by bilat¬ 
eral nephrectomy. A decision for such 
heroic measures should be made only 
in highly specialized centers. 

Whatever therapeutic measures are 
taken, it should be remembered that 
hypertension is a "lifetime” disorder. 
Success in therapy requires life style 
adjustments and acceptance of a ther¬ 
apeutic regimen. Education of the pa¬ 
tient, along with reassurance and 
support, are vital components of over¬ 
all medical management. □ 
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Survey results 

fiJse of explosive anesthetic agents in 

Maciej Babinski, MD 
R. Brian Smith, MD 


A 1972 survey of Pennsylvania 
hospitals (R.B. Smith, The use of 
explosive anesthetic agents, PENN¬ 
SYLVANIA Medicine 75:55-56, 1972) 
determined that two explosive 
anesthetic agents, ether and cyclopro¬ 
pane, were used in 56 percent of par¬ 
ticipating hospitals. Four years later, 
in 1976, a similar survey of these hos¬ 
pitals was conducted to determine 
changing trends in the use of explosive 
anesthetic agents. 

Our 1976 survey was conducted in 
the same manner as the 1972 survey. 
We obtained a list of all Pennsylvania 


Dr. Babinski is an assistant professor 
of anesthesiology at the University of 
Pittsburgh School of Medicine. Dr. 
Smith is professor and vice chairman 
of anesthesiology and anesthe¬ 
siologist-in-chief at the Presbyterian- 
University Hospital of Pittsburgh. 

hospitals with operating rooms from 
the 1975 edition of the Journal of the 
American Hospital Association. 

Of 255 questionnaires sent to hospi¬ 
tal administrators, we received 243 
completed questionnaires, a 95 per¬ 
cent response rate. The distribution of 
usage of explosive anesthetic agents in 


Agent 

Ether 

Cyclopropane 


TABLE 1 

Number of Hospitals Using 
Explosive Agents 
for Obstetrics 


Pennsylvania 
5/243 2% (13%)* 

27/243 11% (29%) 


Allegheny 

County 

2/29 7% (17%) 
4/29 14% (38%) 


Philadelphia 

County 

1/39 3% (18%) 
6/39 15% (44%) 


*1972 survey results are in parentheses. 


TABLE 2 

Number of Hospitals Using 
Explosive Agents 
for EENT 


Agent 

Ether 

Cyclopropane 


Pennsylvania 
24/243 10% 
11/243 5% 


Allegheny 
County 
6/29 21% 
2/29 7% 


Philadelphia 
County 
7/39 18% 
4/39 10% 


TABLE 3 

Number of Hospitals Using 
Explosive Agents 


Questionnaire 

Completed 


Use 

Cyclopropane 


Use 

Ether 


Pennsylvania 

243/255 

95% 

28/243 

12% (16%)* 

12/243 

5% (13%) 

Allegheny 

County 

29/29 

100% 

1/29 

3% (17%) 

2/29 

7% (17%) 

Philadelphia 

County 

39/43 

91% 

5/39 

13% (16%) 

1/39 

3% ( 8%) 


Use Ether and 
Cyclopropane 

Use Ether and/or 
Cyclopropane 

Use 

Neither 

Pennsylvania 

25/243 

10% (28%) 

65/243 

27% (56%) 

178/243 

73% (43%) 

Allegheny 

County 

4/29 

14% (38%) 

7/29 

24% (72%) 

22/29 

76% (28%) 

Philadelphia 

County 

8/39 

21% (44%) 

14/39 

36% (68%) 

25/39 

64% (32%) 


*1972 survey results are in parentheses. 


hospitals. 


obstetrics and EENT surgery is shown 
in Tables 1 and 2, respectively; Table 
3 presents a general summary. 

In the Pennsylvania hospitals sur¬ 
veyed the use of explosive anesthetic 
agents decreased: in 1972, ether and 
cyclopropane were used in 56 percent 
of participating hospitals as compared 
with only 27 percent in 1976. 

Sixty-nine Pennsylvania hospitals 
discontinued use of explosive anes¬ 
thetic agents. A follow-up ques¬ 
tionnaire was sent to these hospitals 
requesting the reason(s) for this prac¬ 
tice. Fifty-seven hospitals completed 
and returned the questionnaires, ren¬ 
dering an 82.6 percent response rate. 
Table 4 presents the results of this 
questionnaire. 

The frequency rate for use of explo¬ 
sive anesthetic agents was not ascer¬ 
tained because many hospitals do not 
keep these statistics. Many hospitals 
indicated that occasional use of explo¬ 
sive anesthetic agents necessitates 
additional expenses for safety precau¬ 
tions in operating rooms. 

Philadelphia and Allegheny County 
area hospitals showed a decline in the 
use of explosive anesthetic agents. The 
greatest percentage of use of these 
agents in Pennsylvania is, however, in 
Philadelphia County. 

Survey results also show that ether 
is more commonly used for EENT 
surgery and cyclopropane for obstet¬ 
rics. 

It should be noted that many anes¬ 
thesiologists probably are trained in 
institutions in which explosive agents 


are no longer used. 

□ 

TABLE 4 

Reasons for Discontinuing Use of 

Explosive Anesthetic Agents 

Risk of explosion 

# 

of hospitals 

40 

Medical-legal reasons 

32 

Preference of 

anesthesiologists 

24 

Cost reduction 

8 

Others 

10 

Total 

57 
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Case report 


Nasal septum carcinoma: excision and 

Nae H. Park, MD 


I nadequate treatment and fear of 
the resulting nasal deformity have 
been major causes of recurring nasal 
cancers. Surgeons with the knowl¬ 
edge of reconstruction techniques 
which minimize the defect should not 
compromise the principle of wide local 
excision in the treatment of carcinoma 
of the nasal septum and vestibule. 
The case described illustrates the use 
of one such technique—the alar 
sulcus incision and the nasolabial 
flap—to reconstruct a nose after 
surgical removal of a carcinoma in¬ 
volving the nasal septum and vesti¬ 
bule. 

Case report 

A 67-year-old male presented with 
crusting and bleeding from a 1.5 x 
2 cm ulcerated lesion involving the 
left side of the caudal end of his nasal 
septum, extending into the left nasal 
vestibule. The lesion had grown 
slowly for five years despite many at¬ 
tempts to control it with both chemical 
and electro-cauterization. Biopsy 
showed a well differentiated squa¬ 
mous cell carcinoma, and the patient 
was admitted for definitive surgical 
extirpation. 

Adequate exposure was obtained 
with an incision through the left alar 
sulcus (Figs. 1A and IB). The left half 
of the columella, including the medial 
crus of the left alar cartilage, was ex¬ 
cised along with a full thickness por¬ 
tion of caudal septum and a margin of 
vestibular mucosa surrounding the le¬ 
sion. 

A left nasolabial flap measuring 4 
x 1.5 cm was then fashioned with its 
distal tip sutured to the remaining 
columella and its mid-portion used to 
line the nasal vestibule. The lower 
portion of the alar sulcus incision was 
sutured, leaving a "tunnel” superiorly 
through which the nasolabial flap 
passed (Figs. 2A and 2B). 

Six weeks later, the nasolabial flap 
was transected at the point where it 
entered this tunnel, a small amount of 


de-fatting was performed, and the 
upper portion of the alar sulcus inci¬ 
sion was sutured. The patient was left 
with a 1-cm square septal perforation 
which may be reparable in the future 
should bothersome crusting develop. 

After six months, the cosmetic re¬ 
sult remained good; the remaining 
right medial crus provided sufficient 
tip support (Fig. 3). There was no evi¬ 
dence of recurrent tumor in either 
nasal cavity. 

Discussion 

This case illustrates several impor¬ 
tant points. First, the patient received 
inadequate initial treatment for his 
disease, probably due to a desire to 
minimize or avoid a cosmetic deformi¬ 
ty. Thus time was lost and the lesion 
grew; the wide local excision, the 
treatment of choice, became more dif¬ 
ficult. 1, 2 

Second, when using a nasolabial 
flap for immediate reconstruction the 
morbidity and deformity resulting 
from surgical treatment are much less 
than one might expect. In our patient, 
whose lesion did not involve the entire 
columella, the final appearance of the 
nose is virtually normal. 

Local flaps are preferable to free 
skin grafts, which contract when used 
to line the parts of the nasal cavity. 3 
The nasolabial flap is a natural choice; 
it is close to the defect and has a good 
blood supply (angular artery and 
branches of the infraorbital). 4 The alar 
sulcus incision which is necessary to 
adequately expose the tumor’s extent 
simultaneously outlines the medial 
border of the flap. After closure of the 
donor site the final scar lies incon¬ 
spicuously in the nasolabial fold. 

Nasolabial flaps can be used in a 
variety of ways to reconstruct all parts 
of the nose including the regions of the 
tip alae and bridge. 5 ' 10 Of most imme¬ 
diate concern for our patient, however, 
were defects of the columella, septum, 
and vestibular lining. The entire col¬ 
umella may be reconstructed using a 



Figures 1A and IB. The tumor involving 
left caudal septum, extending into the 
vestibule, exposed adequately by the left 
alar sulcus incision. 



Dr. Park practices otolaryngology in 
Harrisburg and is on the staffs of the 
Polyclinic Medical Center in Harris¬ 
burg and Holy Spirit Hospital in Camp 
Hill. 
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Figures 2A and 2B. The superiorly based 
left nasolabial flap rotated medially with 
distal portion sutured to the remaining 
columella and mid-portion lined the ves- 


single nasolabial flap with the distal 
portion folded on itself 11 or lined with 
a free skin graft. 12 Bilateral nasolabial 
flaps may be used and sutured back to 
back. 13 The latter technique provides 
the most skin to cover defects of the 
vestibule and septum created by re¬ 
section of the tumor. 

Nasolabial flaps may be brought to 
the site of the defect in a variety of 
ways. Champion described a multi¬ 
stage procedure in which the free end 
of an inferiorly based flap is sutured to 
a de-epithelialized area destined to be 
the base of the new columella. 14 After 
a suitable delay the original base of 
the flap is freed, rotated, and sutured 
to the nasal tip area. 


tibule. The lower portion of the alar sulcus 
incision sutured in the normal position, 
leaving a “tunnel” superiorly through 
which the nasolabial flap passed. 


Vistnes’ method used bilateral su¬ 
periorly based nasolabial flaps which 
were brought to the remaining col¬ 
umella skin under the transected lat¬ 
eral margins of the alae. Two months 
later, the flaps were replaced and the 
alae re-sutured to their normal 
anatomic position. 

Our own method is based on the 
"superior nasolabial tunnel flap” de¬ 
scribed by DaSilva and Georgiade. 15 A 
superiorly based flap is brought 
through the upper portion of the alar 
sulcus to the columellar area. The 
lower lateral and inferior border of the 
ala may immediately be re-sutured to 
its normal anatomic position without 
compromising the blood supply to the 


pedicle. The advantages of this 
method include: 

• Using the most direct route and 
eliminating excessive twisting of the 
flap; 

• Minimizing the length of the flap; 
and 

• Avoiding the inclusion of hair 
bearing lip skin. 

Since most of the pedicle is inside 
the nose, the immediate cosmetic ef¬ 
fect is good and the subsequent de¬ 
fatting and division of the pedicle is a 
small procedure. □ 
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T oday, more than ever before, 
physicians disagree about the 
proper treatment of breast cancer. 
Halsted 1 described the radical opera¬ 
tion for breast cancer in 1894 and, ex¬ 
cept for modifications, notably by Ur¬ 
ban 2 and Haagenson, 3 his has been the 
standard procedure for operable 
breast cancer ever since. The opera¬ 
tion is laborious and time-consuming, 
the resulting deformity appreciable, 
and the results often disappointing. 
Many question seriously whether 
there is some better way of treating 
this disease. Two alternatives now 
exist: (1) a less than thorough opera¬ 
tion, especially regarding axillary dis¬ 
section; and (2) a much restricted op¬ 
eration. 

The restricted operation has been 
advocated for some ten years by 
George Crile, MD, of Cleveland. 4 He 
has recommended less extensive 
surgery, and in some instances has 
removed only the lump containing the 
cancer. 

An axiom concerning the successful 
treatment of cancer is: when all cancer 
cells are removed the patient is cured. 
Many believe there is a time in the life 
of most breast cancers when all dis¬ 
eased cells are contained in one small 
circumscribed area and, under such 


Dr. Teahan is an associate in surgery at 
Germantown Hospital, Philadelphia, 
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circumstances, surgery cures. Others 
believe a recognizable breast cancer is 
seldom so localized. 

In an effort to determine current 
surgical practices comparative data 
concerning breast operations per¬ 
formed in 86 Pennsylvania hospitals 
were studied for the years 1968 and 
1973. The survey was a cooperative 
effort of the Wainwright Tumor Clinic 
Association of Pennsylvania and the 
Cancer Control Section of the Penn¬ 
sylvania Department of Health. 

Hospital tumor registrars at par¬ 
ticipating hospitals were requested to 
provide information on breast cancer 
patients treated by surgery in 1968 
and 1973. Information requested in¬ 
cluded the operative procedure used, 
the stage of the disease, and the age 
group. 

Operative procedures were clas¬ 
sified as indicated: 

• Partial —Removal of the tumor 
without removal of the entire breast, 
also referred to as "lumpectomy” or 
tylectomy. International Classifica¬ 
tion of Diseases (ICDA) operation code 
number 65.2. 

• Simple —Removal of the entire 
breast including the axillary tail. 
Axillary nodes and pectoral muscles 
are not removed. Also referred to as 
total or complete mastectomy. ICDA 
operation code number 65.3. 

• Modified radical —Removal of the 
breast, the pectoralis minor, and the 
axillary nodes. The pectoralis major is 
left intact. The overlying fascia may or 
may not be removed. ICDA operative 
code number 65.4. 

• Radical —Removal of the breast, 
axillary nodes, and pectoralis major 
and minor muscles. ICDA operation 
code number 65.5 

• Extended radical —Removal of the 
breast, the pectoralis major and mi¬ 
nor, and the axillary and internal 
mammary nodes. This is also known 
as the Urban operation. ICDA opera¬ 
tion code number 65.6. 


Stage was classified as: 

• Localized —The tumor is confined 
to the breast. 

• Regional spread —The tumor has 
spread to the skin, pectoral muscles, 
chest wall or to the axillary, infra- 
clavicular, internal mammary (para¬ 
sternal), or pectoral (Potter’s) lymph 
nodes. 

• Remote spread —The tumor has 
spread to distant organs or lymph 
nodes, such as to the opposite breast, 
bones, ovary, supraclavicular lymph 
nodes, etc. 

Of the 244 general hospitals in 
Pennsylvania, 86, or 35 percent, par¬ 
ticipated in this study. These 86 hospi¬ 
tals reported 2363 operations for 
breast cancer in 1968 and 2900 in 
1973, giving a total of 5263. 

Survey results 

Table 1 shows the total operations 
for each year and the types of opera¬ 
tions. There were 537 more operations 
reported in 1973 than in 1968. The 
radical operation was performed most 
often in both years. Table 2 shows the 
percentage of various operations used 
in each year and the change between 
1968 and 1973. 

As might be expected, most of the 
partial and simple operations were on 
cases showing no clinical evidence of 
spread beyond the breast (localized). 
In the two years combined, 63.3 per¬ 
cent of the 248 partial operations and 
63.6 percent of the 966 simple opera¬ 
tions were on localized cases. Surpris¬ 
ingly, 23.4 percent of partial opera¬ 
tions had remote spread. Perhaps 
these were patients considered poor 
risks for more extensive surgery. 

The stage of disease in patients hav¬ 
ing the modified radical or radical op¬ 
eration in the two years was divided 
about equally between localized and 
regional. Of the modified radical oper¬ 
ations, 48.7 percent were on patients 
with localized disease and 45.3 per¬ 
cent had regional spread; 50.0 percent 
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of the radical operations were on lo¬ 
calized cases and 45.6 percent were on 
regional spread cases. 

Only 19 extended radical operations 
were performed. Eight of these were 
on patients with localized disease and 
10 were on regional cases. Only one 
patient had remote disease. 

The stage of the disease varied little 
in the two years. In 1968, 50.8 percent 
of cases were localized, as compared 
with 54.3 percent in 1973. In 1968, 
42.7 percent were regional as com¬ 
pared with 39.2 percent in 1973. Re¬ 
mote cases comprised 6.5 percent in 
both years. 

The age group distribution of cases 
was comparable to that reported in the 
third National Cancer Survey 5 and 
there was little variation between 
1968 and 1973 (Table 3). 

Discussion 

Comparison of the operations for 
breast cancer in 1968 and 1973 shows 
that in both years the radical opera¬ 
tion was most frequently used. While 
the relative proportion of modified 
radical operations increased 165 per¬ 
cent in 1973, the relative proportion of 
radical operations decreased 37 per¬ 
cent. An increase of only 1.6 percent 
marked the change in the relative pro¬ 
portion of simple operations. Partial 
operations increased 56 percent, but 
their number was small (248 in the 
two years combined) compared with 
5263 total operations. The extended 
radical operation decreased 60 per¬ 
cent, but only 19 were performed in 
the two years combined. 

In 1968 one of the larger hospitals 
divided almost equally the number of 
radical between radical and modified 
radical procedures in its 35 patients. 
In 1973 the hospital reported one radi¬ 
cal and 46 modified radical operations 
in its 47 patients. 

Another smaller hospital in 1968 
reported three radicals, six modified 
radicals, and six simple mastectomies. 
In 1973 it reported no radicals, six 
modified radicals, and nine simple 
mastectomies. 

One teaching hospital in 1968 re¬ 
ported that 91 percent of its patients 
had a radical or modified radical oper¬ 
ation. In 1973, 53.8 percent of its pa¬ 
tients had either a simple mastectomy 
or a partial operation. In another 


TABLE 1 

Number of Operations for Breast Cancer, 

All Stages (1968 and 1973) 

Modified Extended 



Partial 

Simple 

radical 

Radical 

radical 

Total 

1968 

86 

429 

312 

1,524 

12 

2,363 

1973 

162 

537 

1,015 

1,179 

7 

2,900 

1968 & 1973 

248 

966 

1,327 

2,703 

19 

5,263 


TABLE 2 

Percentage of Operations for Breast Cancer, All Stages (1968 and 1973) 

Modified Extended 



Partial 

Simple 

radical 

Radical 

radical 

Total 

1968 

3.6 

18.2 

13.2 

64.5 

0.5 

100.0 

1973 

5.6 

18.5 

35.0 

40.7 

0.2 

100.0 

Percentage 

change 

+55.6 

+ 1.6 

+ 165.2 

-36.9 

-60.0 



TABLE 3 

Distribution of Breast Cancer by Age Group (%) 


Age group 

Study group 

20-39 

40-59 

60-79 

80 and 
Over 

1968 

6.5 

47.9 

38.9 

6.7 

1973 

6.2 

44.6 

41.3 

7.9 

1968 & 1973 

Third National Cancer 

Survey 

6.3 

46.1 

40.2 

7.4 

1969- 1971 

6.6 

45.1 

39.6 

8.6 


teaching hospital simple mastec¬ 
tomies were done in 45 percent of cases 
in 1968. In 1973 the figure had in¬ 
creased to 63.9 percent. This is the 
largest percentage of simple mastec¬ 
tomies except for one small hospital in 
which only three breast operations 
were performed during the year. 

It is encouraging that in both years 
a comparatively small percentage 
(6.5) of cases were staged as remote. 
There was a modest increase in the 
percentage of localized cases (50.8 in 
1968 and 54.3 in 1973) and a decrease 
in the percentage of regional cases 
(42.7 in 1968 and 39.2 in 1973). 

Summary 

It is apparent that there has been a 
swing in Pennsylvania from the stan¬ 
dard radical breast operation to the 
less radical operation. Surgeons per¬ 
form fewer partial and extended radi¬ 
cal operations. 


Our study showed that the opera¬ 
tions most frequently used are the rad¬ 
ical and modified radical, but the 
trend is toward more frequent use of 
the modified radical and less frequent 
use of the radical operation. Current 
surgical practices seem to advocate a 
more limited operation for breast 
cancer. □ 
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T he Subcommittee on Industrial 
Health of the Dauphin County 
Medical Society completed a survey of 
the industries of Dauphin County. 
Our objectives were: 

(1) To determine how occupational 
health services are provided in 
our community 

(2) To define what occupational or 
other types of health or allied 
health services the industries 
may be interested in obtaining 

(3) To stimulate interest in occupa¬ 
tional health among our mem¬ 
bers and in the industrial com¬ 
munity. 

The Board of Governors approved a 
questionnaire which was mailed to 42 
of the largest industrial organizations 
in Dauphin County in June 1976. 
Twenty-five firms responded. 

The following report discloses the 
tabulated results of that survey and 
the committee’s conclusions on the 
basis of the data. 

Question 1. It is apparent from re¬ 
sponses received that the majority of 
occupational health services are pro¬ 
vided by nurses. Our respondents in¬ 
dicate that they employ 32 nurses at 
nine separate locations. Of the four 
full-time physicians, three are at 
plants and one serves a hospital. 
Question 2. Occupational injuries 
have been with us for a long time, and 
a quite adequate system for handling 
them has evolved. It is apparent that 
physicians handling occupational in¬ 
juries do not contribute to prolonged 
absences from work, and communi¬ 
cate with management regarding the 
employe work capability. 

Question 3. Pre-employment exams 
are easily available and are judged 
valuable by 64 percent of the respond¬ 
ing industries. Audiometric exams 
were done by the six larger companies. 


The authors are members of the Sub¬ 
committee on Industrial Health of the 
Dauphin County Medical Society. Dr. 
Brubaker is chairman of the subcom¬ 
mittee. 


Question 4. Periodic physical exams 
of executives are used by almost half 
the responding group. We believe in¬ 
dustries should consider extending 
periodic examinations to all employes, 
especially for the detection of hyper¬ 
tension and coronary risk factors. 

It is difficult to appraise the re¬ 
sponses to parts A, B, C and D of this 
question because we were unable to 
determine the need of such exams by 
each of those who answered. 
Question 5. There is an awareness 
and appreciation of the potential 
problems posed by dust, fumes, noise, 
chemicals, and safety hazards. We 
conclude that industry is monitoring 
personnel for evidence of illness due to 
these factors. 

Question 6. Many of the larger in¬ 
dustries responded "No” to this ques¬ 
tion because they are already self- 
sufficient in these areas. 

There is an apparent need for this 
type of service in our community; as 
government regulations become more 
numerous this need will probably in¬ 
crease. County medical societies 
should be prepared to refer an indus¬ 
try requesting such services to an ap¬ 
propriate consultant. 

Question 7. Most large industries 
have hearing conservation and al¬ 
cohol/drug abuse programs and be¬ 
lieve them to be useful. Physicians 
serving industry should be familiar 
with such programs and cooperate 
with management in initiating them. 
Question 8. Question 8 evoked some 
comments. One large industry replied: 
"Absenteeism is a major problem in 
industry today. Many physicians will 
not give information concerning an 
employee, and thus we cannot effec¬ 
tively control the problem. Doctors’ 
certificates seem to be too easy to ob¬ 
tain. Any help or advice in this area 
would be greatly appreciated.” 

The Committee acknowledges that 
some physicians shun this problem. 
We make the following suggestions: 

• Industrial management and in¬ 
surers are entitled to an accurate and 
timely report of a patient’s work capa¬ 


bility. Medical confidences need not 
be disclosed. The physician must be 
responsible, however, for refusing a 
request for continued sick leave when 
the patient’s physical condition does 
not necessitate such action. 

• When the physician questions the 
character of the work to which the pa¬ 
tient is to return, and/or is concerned 
about the patient’s ability to do this 
work without harm to himself, he 
should contact his patient’s plant 
supervisor and obtain an accurate de¬ 
scription of the job. 

• Many industries have industrial 
medical departments staffed by full- 
or part-time physicians who are famil¬ 
iar with the work environment. They 
can provide job descriptions, and 
sometimes may arrange special work 
assignments. Practicing physicians 
should communicate with these de¬ 
partments for the benefit of their pa¬ 
tients. 

• Certification of disability or lim¬ 
ited work capability is the responsi¬ 
bility of the physician, not his nurse or 
secretary. 

Community physicians should rec¬ 
ognize that increased insurance and 
absenteeism costs are invariably re¬ 
flected in greater costs of products and 
services. These costs also are borne in¬ 
directly by conscientious workers who 
are not abusing the system. 

Occupational health services are 
provided principally by nurses, with 
minimal direction by physicians in 
many instances. Pre-employment ex¬ 
aminations and treatment of occupa¬ 
tional injuries are being provided to 
the satisfaction of industry. 

Industry has indicated an interest 
in consultation services in industrial 
hygiene, toxicology, and occupational 
medicine. Hearing conservation and 
alcoholism management programs 
need leadership and development. 

Absenteeism is a major concern of 
industry and a problem which physi¬ 
cians must regard seriously. Better 
communication between physicians 
and industry will certainly benefit pa¬ 
tients. □ 
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Survey of Occupational Medicine in Dauphin County 


Question 1. General — 

A. Number of employes—Under 25 

25- 100 
100 - 250 — 7 
250- 500 — 7 
500 - 1000 — 5 
Over 1000 — 6 

B. Do you have an in-plant medical facility — Yes: 11 

No: 14 

C. Do you employ a plant physician — No: 17 

Full-time: 4 
Part-time: 4 

D. Do you employ an industrial nurse— No: 14 

Part-time: 5 
Full-time: 5 

Number of Nurses: 32 at 9 separate locations 


Question 2. Occupational Injuries and Illnesses — 

A. Have you found medical services for the treatment of 
occupational illnesses and injuries 

1. Easy to obtain — Yes: 22 

No: 1 

2. Of satisfactory quality — Yes: 20 

No: 0 

3. Reasonably priced — Yes: 15 

No: 2 

4. Resulted in the employe returning to work within a 
reasonable period of time — Yes: 17 

No: 1 

B. Are such services provided at 

1. Private physician’s office — 16 

2. Plant dispensary — 6 

3. Hospital — 21 

C. Have you been able to “communicate” with the physician 
Regarding the employee’s return to restricted (limited) 
work — 22 

The progress of the treatment — 20 
The prognosis — 19 


Question 3. Pre-placement: Pre-employment exams 

A. Does your company require pre-employment exams — 

Yes: 16 
No: 9 

B. Has your organization been able 

1. To have them performed at the desired times—Yes: 17 

No: 0 

2. Have they been done at a reasonable cost — Yes: 17 

No: 0 

C. Have the reports been of value — Yes: 17 

No: 0 

D. Does the exam include special tests such as 

Chest x-rays — Yes: 5 
No: 9 

Audiometric (hearing) — Yes: 6 
No: 9 

Tbc skin tests — Yes: 4 
No: 9 

Other — Yes: 4 
No: 2 


Question 4. Do you periodically (e.g., yearly) examine 

A. Food handlers— Yes: 6 

No: 3 

B. Truck drivers (I.C.C.) — Yes: 6 

No: 7 

C. Crane operators — Yes: 3 

No: 6 

D. Workers who are exposed to hazardous substances — 

Yes: 7 
No: 8 

E. Executives — Yes: 12 

No: 10 

F. Hourly workers — Yes: 1 

No: 19 


Question 5. Have you had industrial hygiene surveys at your 
location to measure 

A. Dusts — Yes: 9 

No: 13 

B. Fumes — Yes: 12 

No: 9 

C. Noise — Yes: 13 

No: 8 

D. Chemical exposures — Yes: 10 

No: 12 

E. Safety hazards — Yes: 16 

No: 7 

F. Others 


Question 6. Would you welcome the availability of consulta¬ 
tion services in: 

A. Industrial Hygiene — Yes: 7 

No: 8 

B. Toxicology — Yes: 7 

No: 7 

C. Occupational medicine — Yes: 7 

No: 8 


Question 7. Do you have a 

A. Hearing conservation program — Yes: 8 

No: 8 

B. Alcoholism/drug abuse program — Yes: 6 

No: 11 

Do you have need of such programs —Yes: 11 

No: 11 


Question 8. 

Do you have a method for obtaining medical opinions in case 
of absenteeism — Yes: 18 
No: 7 

Is a mechanism for obtaining such medical opinion necessary 
— Yes: 13 
No: 8 
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TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 


APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 



Cerebro- 


Nicin 


CAPSULES 


A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid ...100 mg 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write ,or literature and samples . . . 

(BKv\rl!w tup brown PHARMACEUTICAL CO. 


2500 W. 6th St., Los Angeles, Calif. 90057 
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Residency 

in 

physical medicine 
and 

rehabilitation 

Dynamic, young program with balanced ac¬ 
ademic and clinical emphasis under the 
supervision of ten physiatrists. Three year pro¬ 
gram and integrated internship residency with 
opportunity for research and pursuit of special 
interests both in medical school and private 
hospital settings. Stipends from $13,800 to 
$15,800 depending on qualifications. We will 
pay for visits in selected cases. 

Equal Opportunity/Affirmative Action employer. 

Telephone or write for information to: 

John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 928-6573 





































classifieds 


PHYSICIANS WANTED 

Erie, Pennsylvania —Emergency physician for six-man depart¬ 
ment. Background in emergency care, family practice, medicine 
or surgery. New modern emergency department; 600-bed hospi¬ 
tal; congenial group. Community of 130,000; clean environment; 
good schools; five colleges; cultural advantages; low crime rate; 
favorable taxes. Forty-two hour week; one month off; salary 
competitive. Send CV to Director of Medical Affairs, Saint Vincent 
Health Center, Erie, PA 16512. 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 peryear plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 

Emergency Medicine Positions —Available with fee-for-service 
group throughout Pennsylvania, New York, New Jersey, and 
southeastern U.S. including all suburban, rural, and metropolitan 
areas. Minimum guarantee provided. Malpractice paid. Physician 
directors also desired. Send resume to NEEMA Emergency Medi¬ 
cal Associates, 500 Spruce St., Philadelphia, PA, 19106; (215) 
925-3511. 

Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director issoughtforeach emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Physician for Department of Emergency Services —200-bed 
general hospital in a beautiful university community located in 
western Pennsylvania. New construction and renovation pro¬ 
gram underway. Salary highly competitive. Pennsylvania license 
required. Contact William B. Yeagley, M.D., Director of 
Emergency Services, Indiana Hospital, Indiana, PA 15701; (412) 
463-0261. 

Psychiatrist —Board certified or board eligible. Mental hospital in 
metropolitan area. Easy access to New York, Philadelphia, and 
close to Pocono resort area. Good salary with excellent fringe 
and retirement benefits. Residence available. Pennsylvania 
license required. Contact Henry Buxbaum, M.D., Superintendent, 
Clarks Summit State Hospital, Clarks Summit, PA 18411; (717) 
586-2011. 

Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after oneyear. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 

Family Practitioner —To associate with long-time practice in rural 
south central Pennsylvania. Two hours driving distance from 
major cities. Well-equipped 50-bed hospital. Board-certified or 
board-eligible for family practice/internal medicine. Gerald 
Lorentz, MD, Box 715, McConnelsburg, PA 17233. 


Emergency Physicians —Suburban Philadelphia hospitals. FFS 
with minimum guarantee, 42 hours per week average. Experience 
preferred but will consider all applicants. Also, new hospital con¬ 
tract to begin January 1,1979. Contact Judy Blum (215) 242-4707 
for further details or send CVto PO Box 192, Flourtown, PA 19031. 

Diagnostic Radiologist —Effective January 1, 1979.. DO or MD, 
full-time or part-time. Board certified or eligible. Incorporated. 
Philadelphia area. Write Department 798 Pennsylvania Medicine, 
20 Erford Rd., Lemoyne, PA 17043, or call Richard Krieger, MD, 
(215) 825-6629 after 6 p.m. 

Emergency Physician —Career-oriented experienced emergency 
specialist to join 3 full-time emergency physicians in modern 
240-bed community hospital. 25,000 visits. New large, well- 
equipped department. Strong community EMT program. Attrac¬ 
tive, friendly, suburban-rural community. Good schools. Fifteen 
miles from the University of Pittsburgh. Competitive starting 
salary plus routine review, comprehensive benefits, and mal¬ 
practice insurance. Excellent specialty back up. Contact Marvin 
M. Wedeen, Sewickley Valley Hospital, Sewickley, PA 15143 or 
call (412) 741-6600 ext. 1800. An equal opportunity employer, M/F. 

Immediate openings for Staff Psychiatrists and Primary Care 
Physicians in 1100 bed JCAH and AMA Accredited Psychiatric 
Hospital with 3 years approved Residency Training. Affiliated with 
Temple University Hospital, Department of Psychiatry. Located 
30 miles from Atlantic City and Philadelphia. Salary: $27,356 to 
$44,888. Private practice after duty hours permitted. Liberal 
fringe benefits include Professional Liability, Blue Cross, Blue 
Shield, and Life Insurance. Write Max C. Pepernik, MD, Medical 
Director, Ancora Psychiatric Hospital, Hammonton, New Jersey, 
08037 or call Area 609-561-1700, Ext. 304. 

Review Physicians —The Disability Determination Divisions in 
Greensburg (near Pittsburgh), Harrisburg, and Wilkes-Barre 
need physicians to assist in the evaluation of disability claims 
filed under the Social Security Act and Supplemental Security 
Income Provisions. Full time or hourly employment includes: 
excellent fringe benefits, low pressure atmosphere, continuing 
education opportunities, no insurance requirements, adminis¬ 
trative caseload (no patients), salary to $34,250. Contact: Gary 
Henning, Assistant Administrator, Disability Determination Divi¬ 
sion, 1312 N. 7th St., Harrisburg, PA 17120 Call Collect (717) 
783-3620, Extension 418. 

General Surgeon —Board certified or eligible. Active 2-man gen¬ 
eral surgical professional corporation in western Pennsylvania 
desires an additional associate preferably with thoracic and vas¬ 
cular training to join them. Fringe benefits. Send resume to De¬ 
partment 797, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 


classified advertising information 

Rates—$12.00 per insertion up to 30 words; 50 cents each additional word; $1.00 
per insertion for answers sent in care of Pennsylvania Medical Society. Payable in 
advance. 

COPY DEADLINE—Copy due by the first day of month preceding month of 
publication. Send to PENNSYLVANIA MEDICINE, 20 Erford Rd., Lemoyne, Penn¬ 
sylvania 17043. The right is reserved to reject or modify copy to conform with 
publication rules. 

DEPARTMENT NUMBERS—Advertisers using department numbers forbid dis¬ 
closure of their identity. Written inquiries are forwarded to such advertisers. 

WORD COUNT—Count as one word all single words, two initials of a name, each 
abbreviation, isolated numbers, groups of numbers, hyphenated words. Count 
name and address as five words, telephone numbers as one, and "Write Depart¬ 
ment . . ., PENNSYLVANIA MEDICINE' as five. 


Pennsylvania Medicine, November 1978 


43 








Excellent Opportunity —For a physician in Cedar Rapids, Iowa. 
Excellent medical facilities in city. Assume active practice of re¬ 
cently deceased solo practitioner of internal medicine. Conve¬ 
niently located, furnished and equipped office leased; consists of 
private office, two examination rooms, equipped laboratory, 
business office, and waiting room. Write Trust Department, PO 
Box 1807, Cedar Rapids, Iowa 52406. 

Beat the Winter—Come to the Sunbelt —Our clients range from 
solo practitioners seeking associates, to expanding multispe¬ 
cialty groups, to practices being vacated by retiring physicians. 
These situations offer excellent growth, low crime, warm climate, 
varied recreational activities, and attractive income and perk 
packages. For assistance in your move and/or opportunities in 
your specialty send your CV, describing the situation you seek, to 
Medical Search, 3955 Pleasantdale Rd., Atlanta, GA 30340. 

Emergency Physician —Full-time position in community hospital 
affiliated with excellent teaching and residency program. Excel¬ 
lent opportunity to work in an active community hospital and be 
associated with an established emergency medicine residency 
program and medical school. Possibilities for career expansion 
and advancement in addition to opportunities for teaching and 
research if interested. Salary and fringe benefits are competitive. 
Physicians who have completed an emergency medicine resi¬ 
dency or have had emergency department clinical experience are 
invited to send their curriculum vitae to David K. Wagner, MD, 
Professor and Director of Emergency Medicine, The Medical 
College of Pennsylvania, 3300 Henry Ave., Philadelphia, PA 
19129. 

c 

Emergency Room Physician —Full-time. Progressive, 300+ hos¬ 
pital. Small Pennsylvania community with farming, mining, small 


Physicians 


To Pennsylvania-licensed 
physicians who would like an 
extra advantage or two: 

James C. Giuffre Medical Center 
in Philadelphia offers you 
just that. 

We have openings for Emergency Room and 
house physicians and internists. 

Call Jay H. Davidson, M.D., Chief of 
Medicine, at (215) 787-2000. Learn im¬ 
mediately how you can begin benefitting by pro¬ 
viding your services in a parttime or fulltime posi¬ 
tion. 

If you wish, you may write to Dr. Davidson at 8th 
St. & Girard Av., Philadelphia, Pa. 19122. 

James C. Giuffre 
Medical Center 

An equal opportunity employer M/F 


industry, hunting, fishing, good schools and friendly people. Two 
hours from Philadelphia, four hours from the shore (casinos), 
New York City and D C. $26/hr. and fringe benefits. Schedule tai¬ 
lored to needs. Write Department 796, Pennsylvania Medicine, 20 
Erford Rd., Lemoyne, PA 17043. 

Emergency Room Physician —Salary commensurate with 
emergency department experience. Contact Thomas H. Aughin- 
baugh, MD, Director, Emergency Medicine, Clearfield Hospital, 
PO Box 992, Clearfield, PA 16830; (814) 765-5341. 

Emergency Room Physicians —Immediate opening for full and 
part time emergency room physicians at Pocono Hospital, East 
Stroudsburg, PA, in the Poconos, 1.5 hours from NYC and 
Philadelphia. Salary competitive. Please contact MAPS, Pocono 
Summit, PA 18346, or phone (717) 839-8851. 

Medical Office Space —In one of the top ten growth areas in entire 
country. We are just completing additional new office space at 
the Bunker Hill Medical Center in Washington Township, 
Gloucester County, New Jersey. Washington Township has a 
growth rate of approximately one thousand new homes each 
year. Write for list of present tenants, specialties, and local cen¬ 
sus figures. Some office space available for immediate occu¬ 
pancy. Send all inquiries to Hedenberg Bros., Inc., 199 N. Wood¬ 
bury Rd., Pitman, NJ 08071. 

Emergency Room Physician —Well experienced ER physician 
(five years) with surgical background (board eligible general sur¬ 
geon) seeks a full-time ER position in the Pittsburgh area. Write 
Department 775, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, 
PA 17043. 


POSITIONS WANTED 

Certified Physician’s Assistant —B.M.S.C. Pennsylvania native. 
Four years experience. Desires position with medical center or 
rural physician providing primary care in Pennsylvania. For re¬ 
sume write or call Robert Pyle, 1028 Mell Ave., Clarkston, GA; 
30021; (404) 292-0494. 

Orthopedic Surgeon, 50, would like to relocate. Board certified 
AAOS and FACS. University trained with academic background. 
Prefers metropolitan areas. Please write to Department 801, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

Internist/Cardiologist —Age 34. Wants to settle in private prac¬ 
tice, solo or hospital based, rural or semirural area. Reply to 
Department 799, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, 
PA 17043. 

Internist, 29, FMG, seeking relocation. Available immediately. 
Reply Department 800, Pennsylvania Medicine, 20 Erford Rd., 
Lemoyne, PA 17043. 


FOR RENT 

Office Space —New professional building, suburban Pittsburgh, 
Bethel Park, PA. Ideal for pediatrician or other physician. Ap¬ 
proximately 3,000 square feet available January 1. Call (412) 833- 
6188. 


MISCELLANEOUS 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 143 North 9th St., Lebanon, PA 
17042. Telephone (717) 274-3919. 

Computerized Medical Record Systems for the private prac¬ 
titioner. Automatically prints insurance forms and statements. 
Using the new low cost personal microcomputers. Professional 
Microcomputers Inc. 2054 Township Road, Monroeville, PA 
15146. Phones 412-563-3223 or 412-829-1338. 
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DESCRIPTION: Methyltestosterone is 17/?-Hydroxy- 
17-Methylandrost-4-en-3-one. ACTIONS: Methyltesto¬ 
sterone is an oil soluble androgenic hormone. 
INDICATIONS: In the male: 1. Eunuchoidism and 
eunichism. 2. Male climacteric symptoms when these are 
secondary to androgen deficiency. 3. Impotence due to 
androgenic deficiency. 4. Post-puberal cryptochidism 
with evidence of hypogonadism. Cholestatic hepatitis 
with jaundice and altered liver function tests, such as 
increased BSP retention, and rises in SGOT levels, have 
been reported after Methyltestosterone. These changes 
appear to be related to dosage of the drug. Therefore, in 
the presence of any changes in liver function tests, drug 
should be discontinued. PRECAUTIONS: Prolonged 
dosage of androgen may result in sodium and fluid 
retention. This may present a problem, especially in 
patients with compromised cardiac reserve or renal 
disease. In treating males for symptoms of climacteric, 


avoid stimulation to the point of increasing the nervous, 
mental, and physical activities beyond the patient's 
cardiovascular capacity. CONTRAINDICATIONS: 
Contraindicated in persons with known or suspected 
carcinoma of the prostate and in carcinoma of the male 
breast. Contraindicated in the presence of severe liver 
damage. WARNINGS: If priapism or other signs of 
excessive sexual stimulation develop, discontinue 
therapy. In the male, prolonged administration or 
excessive dosage may cause inhibition of testicular 
function, with resultant oligospermia and decrease in 
ejaculatory volume. Use cautiously in young boys to 
avoid premature epiphyseal closure or precocious sexual 
development. Hypersensitivity and gynecomastia may 
occur rarely. PBI may be decreased in patients taking 
androgens. Hypercalcemia may occur, particularly during 
therapy for metastatic breast carcinoma. If this occurs, 
the drug should be discontinued. ADVERSE 


REACTIONS: Cholestatic jaundice • Oligospermia and 
decreased ejaculatory volume • Hypercalcemia 
particularly in patients with metastatic breast carcinoma. 
This usually indicates progression of bone metastases • 
Sodium and water retention • Priapism • Virilization in 
female patients • Hypersensitivity and gynecomastia. 
DOSAGE AND ADMINISTRATION: Dosage must be 
strictly individualized, as patients vary widely in 
requirements. Daily requirements are best administered 
in divided doses. The following is suggested as an 
average daily dosage guide. In the male: Eunuchoidism 
and eunuchism, 10 to 40 mg.: Male climacteric symptoms 
and impotence due to androgen deficiency. 10 to 40 mg.; 
Postpuberal cryptorchism, 30 mg. REFERENCE: R. B. 
Greenblatt, M.D.; R. WitheringtonJ M.D.;I. B. Sipahioglu, 
M.D.: Hormones for Improved Sexuality in the Male 
and the Female Climacteric. Drug Therapy, Sept. 1976. 
SUPPLIED: 5, 10, 25 mg. in bottles of 60, 250. Rx only. 


When - 

impotence 

is due tolandrogenic deficiency. 

J\ndnoid 5 10 25 

Methyltestosterone U.S.R Tablets 

A well absorbed oral androgen. 

Additional indications: Replacement therapy. When androgen deficiency is the cause of: 
male climacteric/eunuchoidism, eunuchism/post-puberal cryptorchidism. 



Write for new double-blind study reprints and samples. 

( b'roWJEI THE BROWN PHARMACEUTICAL CO., INC. IeSjo 
2500 West Sixth Street, Los Angeles, California 90057 




obituaries 


• Indicates membership in the Pennsylvania Society at time of death. 


• M. Harlan Cloud, Uniontown; University of Pennsylvania 
School of Medicine, 1924; age 80; died August 28, 1978. Dr. Cloud 
had practiced medicine in Uniontown for more than 50 years and 
had been honored with a State Society 50-Year Award. He had 
been a member of the Uniontown Hospital staff and was county di¬ 
rector of the state Department of Health. 

• William T. Corey, Johnstown; Hahnemann Medical College, 
1940; age 65; died August 19,1978. He had been chief of surgery at 
Lee Hospital in Johnstown. 

• Gilman E. Heggestad, Newtown Square; University of Wiscon¬ 
sin School of Medicine, 1945; age 59; died August 26, 1978. Dr. 
Heggestad was director of surgery at Bryn Mawr Hospital. He had 
served as clinical associate professor of surgery at Jefferson Medi¬ 
cal College and was a consultant at the Veterans Administration 
Hospital in Wilmington. 

• Albert J. Ingham, Riviera Beach, Florida; University of 
Pittsburgh School of Medicine, 1932; age 71; died September 9, 
1978. He had served as president of the Venango County Medical 
Society and president of the staff of Titusville Hospital. 

• C. Harold Kistler, Ardmore; Hahnemann Medical College, 
1918; age 84; died August 17, 1978. He had practiced medicine in 
Ardmore for more than 60 years. 

• George A. Kyriazis, Lansdowne; University of Athens School of 
Medicine, 1940; age 60; died August 25, 1978. He had been on the 
staffs of Delaware County Memorial Hospital, Haverford Hospital, 
and Presbyterian-University of Pennsylvania Medical Center and 
was clinical professor of obstetrics and gynecology at Hahnemann 
Medical College. 

• William A. Lustusky, Mount Carmel; Georgetown University 
School of Medicine, 1929; age 73; died August 29, 1978. He had 
practiced general medicine in Mount Carmel since 1929. 

• Richard McLachlan, Slippery Rock; University of Pittsburgh 
School of Medicine, 1951; age 62; died August 7, 1978. He had 
served as head of the student health department and as athletic 
team physician at Slippery Rock State College for 25 years. In 1976 
he was presented the Layman Honor Award by the Pennsylvania 
State Association for Health, Physical Education, and Recreation. 

• John R. Mench, Allentown; Jefferson Medical College, 1924; 
age 78; died September 2,1978. He had practiced otolaryngology in 
Allentown for 50 years until his retirement in 1972. 

• Floyd Moser, Andreas; University of Pennsylvania School of 
Medicine, 1944; age 73; died September 2, 1978. He had practiced 
radiology at Coaldale, Palmerton, Allentown, and Gnaden Huet- 
ten hospitals. 

• Mashel F. Pettier, Beaver Falls; Hahnemann Medical College, 
1919; age 82; died August 24,1978. He had practiced medicine and 
dermatology in Beaver Falls and was a past president of the Bea¬ 
ver County Medical Society. 

• Ivo E. Rowland, Joliet, Illinois; Medico-Chirurgical College of 
Philadelphia, 1913; age 90; died August 14,1978. He had practiced 
otolaryngology in Charleroi and Elizabeth. 


• Theodore J. Saul, Dushore; Georgetown University School of 
Medicine, 1934; age 68; died August 22, 1978. He had practiced 
medicine in Dushore since 1937 and had served as Sullivan County 
coroner for more than 20 years. 

• Isadore E. Smigelsky, Mount Carmel; Jefferson Medical Col¬ 
lege, 1917; age 82; died September 12,1978. He practiced medicine 
in Mount Carmel until his retirement in 1971 and had served as 
president of the Mount Carmel and Northumberland County med¬ 
ical societies. 

• David A. Snyder, Philadelphia; Temple University School of 
Medicine, 1931; age 78; died June 26, 1978. 

• Norman L. Yood, Media; Columbia University College of 
Physicians and Surgeons, 1939; age 64; died August 29, 1978. Dr. 
Yood held the rank of captain in the medical supply corps when he 
retired from the Navy in 1961. He was the former chief of radiology 
at the Philadelphia Naval Hospital. 

• Harry S. Ziemer, Adamstown; University of Pennsylvania 
School of Medicine, 1920; age 85; died July 30, 1978. He had 
practiced family medicine in Adamstown for 55 years. 

John P. Caffey, Highland Park; University of Michigan School of 
Medicine, 1919; age 83; died September 2, 1978. He was a promi¬ 
nent Pittsburgh radiologist who served on the staff of Children’s 
Hospital, Oakland. He was a professor emeritus of radiology at 
Columbia University College of Physicians and Surgeons and was 
a visiting professor of radiology and pediatrics at the University of 
Pittsburgh School of Medicine. 

E.E. Cliffton, Lansdale; Yale University School of Medicine, 
1937; age 66; died June 11, 1978. 

Clarence E. Dech, Bethlehem; Eclectic Medical College, Cincin¬ 
nati, Ohio, 1938; age 88; died August 6, 1978. 

Robert M. Hunter, Elkins Park; Hahnemann Medical College, 
1921; age 80; died July 30, 1978. 

Ross A. Kelly, Phoenix, Arizona; University of Pittsburgh School 
of Medicine, 1914; age 87; died February 28, 1978. 

Harold A. Leffingwell, Lake Forest, Illinois; University of Penn¬ 
sylvania School of Medicine; age 82; died August 12,1978. He had 
practiced medicine in Sharon for several years. 

Donna Kern McCurdy, Norristown; Tulane University School of 
Medicine, 1959; age 46; died July 28, 1978. 

Clarence Mandelkern, Philadelphia; Temple University School 
of Medicine, 1936; age 69; died August 2, 1978. He had practiced 
medicine for more than 40 years. 

John D. Milligan, West Newton; Bellevue Medical School, 1896; 
age 101; died June 8, 1978. 

Francis K. Moll, Pottsville; Jefferson Medical College, 1928; died 
July 17, 1978. 

Camilla R. Tuthill, Waymart; Johns Hopkins University School 
of Medicine; age 85; died August 5, 1978. She had been a 
pathologist at the Jersey City Medical Center, New Jersey, the 
Wilkes Barre General Hospital, and the Fox Memorial Hospital, 
Oneonta, New York. 
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medigram 


The Department of Public Welfare has withdrawn its ban on payments 
for benzodiazepines for patients on medical assistance in the 
face of the State Society’s suit. The department announced that 
new regulations would be published in proposed form. Meanwhile, 
the Society has alerted the Commission on Therapeutics to be 
prepared to review the new proposal; physicians may continue to 
prescribe in the usual fashion; and the Society’s suit, while not 
withdrawn, is at rest. 

A ruling by the Supreme Court on November 1 that the arbitration 
system established by Act 111 is constitutional was a victory for 
PMS. The Court also ruled that findings of fact of the arbitration 
panels are admissable as evidence if a subsequent suit is filed 
in court. PMS entered the suit as amicus curiae and presented 
arguments supporting constitutionality. 

The PMS House of Delegates met in Lancaster October 30-November 1 
to elect officers and set policy for the coming year. The House 
acted on 44 resolutions in addition to recommendations from 
officers, councils, and committees. Election results are on page 
six. Recommendations from the president and president elect are 
on page eight. Dues remain the same, $225 a year. Following are 
highlights of decisions made at the Annual Session. 

Trustees terms shortened —The term of office for members of the Board of Trustees 
was shortened to three years from five years (Resolution 78-4). 

The two term limit is still in effect. The House referred to the 
Standing Committee on Constitution and Bylaws a recommendation 
that the limit be raised from two to three consecutive terms for 
members of the Board. 

Membership rights expanded —The House restored full membership rights and privi¬ 
leges to Associate Members, effective immediately. This class of 
dues free membership may be chosen by those who have been members 
for 30 consecutive years and who have reached age 70. The House 
also approved a constitutional change establishing in the House a 
Resident Physician Section and a Medical School Section and 
giving a vote to each. 

Chiropractic suit settlement approved —The House of Delegates approved the 

decision of the Board of Trustees to agree to settlement of the 
restraint of trade suit by the Pennsylvania Chiropractic Society 
against PMS and seven other defendants. Settlement terms include 
acceptance of the fact that "chiropractors are limited licensed 
practitioners in Pennsylvania" and "that physicians may or may 
not, at their discretion, accept patients sent by licensed limited 
practitioners." If the court accepts the terms of the agreement, 
the Society would not be admitting guilt, and would retain the 
right to question the scientific basis of chiropractic. In 
approving the Board’s action, the House rejected a proposal in 
Resolution 78-17 which asked that the Board be overruled. The 
House reiterated its objection to the concept of chiropractic but 
said that PMS should conserve its resources for a chiropractic 
suit in Chicago which hinges on scientific merit. 


DPW CONCEDES 


ACT 111 UPHELD 
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Delegates authorize action on certified check policy —Arriving at Lancaster 

furious over "bureaucratic harassment" by the Bureau of Profes¬ 
sional and Occupational Affairs in its surprise new policy of 
requiring certified checks or money orders in payment of license 
renewal fees, delegates voted a four step action plan (Resolution 
78-33 and others). The plan was successful. On November 22 at 
a meeting with the governor's staff, it was revealed that there 
was no history of bad checks in the renewal of MD licenses, and 
the order was rescinded. Your personal check will be accepted— 
this particular bureaucratic harassment has been stopped. 

Insurance company grows; seeks to cut surcharges, but increase premiums 7 percent — 

In its first annual report to the House of Delegates, the Pennsyl¬ 
vania Medical Society Liability Insurance Company (PMSLIC) revealed 
it has issued nearly six thousand policies and has a policyholders 
surplus of almost $9 million. David S. Masland, MD, PMSLIC 
president, announced at Annual Session that the company had 
submitted a rate filing which would reduce surcharges but increase 
base premium rates. Surcharges for corporations, associations, 
and partnerships would be reduced from 20 to 10 percent; vicarious 
liability surcharges for employed physicians would be reduced 
from 25 to 15 percent. The 7 percent base premium increase 
(effective January 1, 1979) is necessary to replace the surcharge 
revenue loss and meet the actuary's demand for additional premium. 

A week after the Annual Session, PMSLIC announced that A. John 
Smither, of Downingtown, has been named the insurance company's 
president, ending a six-month search to fill the post. Smither 
previously was senior vice president of Frank B. Hall & Company 
of Pennsylvania and administered the PMSLIC program there. 

Foundation to continue IPA-HMO study —The Pennsylvania Medical Care Foundation 
will continue operations through 1979, with a directive from the 
House of Delegates that it establish an Independent Practice 
Association (IPA) Resource Center. With a budget of $102,000, 
the resource center will develop and support IPAs to maximize 
physician involvement in the operation of health maintenance 
organizations (HMOs) in Pennsylvania. The foundation will urge 
legislation permitting the operation of physician controlled HMOs 
in the Commonwealth and will seek federal funding to study the 
feasibility of organizing and operating physician majority HMOs. 

The foundation will continue its drug utilization and quality 
appraisal program and its liaison role with Professional Standards 
Review Organizations. 

Constitution and Bylaws revision ordered —The House approved a recommendation 

calling for a revision, and a possible merging into one document, 
of the Society's Constitution and Bylaws (Resolution 78-1). The 
committee is to present a proposal to the 1979 Annual Meeting of 
the House. The House also lifted the two-year restriction in 
membership on the Committee on Constititution and Bylaws, in 
order to provide continuity and stability. 

House expands Board position on smoking —The House approved the following state¬ 
ment, expanding the previously adopted policy by adding the 
underlined words: "(1) that the role of smoking as a public 
health hazard affecting both the smoker and the non-smoker be 
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recognized; (2) that the Society actively encourage and undertake 
appropriate patient education efforts designed to minimize health 
risks attributed to smoking; (3) that since physicians should be 
undisputed leaders in establishing personal health patterns which 
result in healthy living, we should encourage and assist our patients 
to stop smoking." 

House sets new policy on fees —Responding to a recommendation from John B. Lovette, 
MD, the Society's new president, and Resolution 78-38, Reference 
Committee C recommended, and the House approved, this policy: "Mem¬ 
bers of the Pennsylvania Medical Society should voluntarily pledge 
themselves to lower the rate of increase in their fees so that 
changes in the physician fee component do not exceed any change of 
the Consumer Price Index on an annual basis." Delegates also endor¬ 
sed the efforts of the Pennsylvania Voluntary Health Care Cost 
Containment Committee by approving Resolution 78-15. Also in the 
area of cost containment. Resolutions 78-12 and 13, dealing with 
reducing the number of hospital beds and planning for the use of 
beds, were approved. 

PMS seeks longer response time on regulations —Delegates adopted Resolution 78-10, 
which directs that PMS join with other groups in seeking an amend¬ 
ment to the Commonwealth Document Law which would extend to at least 
60 days the time given to react to proposed regulations. 

Resolution 78-29 asks repeal of 'George Amendment' —Both student and medical 
school representatives spoke of the unfairness of the "George 
Amendment," a requirement in the appropriation bill each year that 
medical schools promise that 10 percent of each class will serve for 
four years in an area determined as medically needy by the Depart¬ 
ment of Health. The House voted to seek its retroactive repeal and 
to prevent its reintroduction, proposing instead the seeking of 
alternative methods of providing physicians for areas of need. 

House supports physician involvement in risk management programs, limits PMSLIC 

coverage to PMS members —Acting on a recommendation in the presi¬ 
dential address of Dr. Lovette, the House directed the State Society 
to develop active leadership in the area of patient safety and risk 
management. Reference Committee E also recommended, and delegates 
concurred, that PMS membership continue to be required for all 
PMSLIC insureds. 

Delegates oppose mandatory second opinion clause in health insurance policies —Two 

resolutions, 78-21 and 22, and a recommendation of the Board led to 
the adoption of a substitute resolution ordering an investigation 
into the proposed issuance of policies requiring a second opinion on 
elective surgery as a requirement for payment of health insurance 
benefits. The House also ordered that its objection be communicated 
to the AMA House of Delegates, the state insurance commissioner, and 
the Prudential Insurance Co., which is said to have such a policy. 

House orders AMA membership campaign —Acting on a recommendation of Dr. Lovette, 
the house vote implementation of a special campaign to increase 
AMA membership in Pennsylvania, to reverse the decline which has 
occurred in recent years. The House also supported Resolution 
78-16, which calls for identification of AMA members by ribbon or 
emblem at meetings of the PMS House of Delegates. 
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Cardilate® (erythrityl tetranitrate) 

INDICATIONS: For the prophylaxis and long-term treatment ot patients with frequent 
or recurrent anginal pain and reduced exercise tolerance associated with angina pec¬ 
toris, rather than for the treatment of the acute attack of angina pectoris, since its 
onset is somewhat slower than that of nitroglycerin. 

PRECAUTIONS: As with other effective nitrites, some fall in blood pressure may occur 
with large doses. 

Caution should be observed in administering the drug to patients with a history of re¬ 
cent cerebral hemorrhage, because ofthe vasodilation which occurs in the area. 
Although therapy permits more normal activity, the patient should not be allowed to 
misinterpret freedom from anginal attacks as a signal to drop all restrictions. 

SIDE EFFECTS: No serious side effects have been reported. In sublingual therapy, a 
tingling sensation (like that of nitroglycerin) may sometimes be noted at the point of 
tablet contact with the mucous membrane. If objectionable, this may be mitigated by 
placing the tablet in the buccal pouch. As with nitroglycerin or other effective nitrates, 
temporary vascular headache may occur during the first few days of therapy. This 
can be controlled by temporary dosage reduction in order to ailow adjustments of the 
cerebral hemodynamics to the initial marked cerebral vasodilation. These headaches 
usually disappear within one week of continuous therapy but may be minimized by the 
administration of analgesics. 

Mild gastrointestinal disturbances occur occasionally with larger doses and may be 
controlled by reducing the dose temporarily. 

DOSAGE: Therapy may be initiated with 10 mg sublingually prior to each anticipated 
physical or emotional stress and at bedtime for patients subject to nocturnal attacks. 
The dose may be increased or decreased as needed. 

HOW SUPPLIED: 10 mg chewable scored tablets, bottle of 100. Also 5, 10 and 15 mg 
oral/sublingual scored tablets in bottles of 100. 10 mg oral/ sublingual scored tablets 
also supplied in bottle of 1,000. 

Also available: Cardilate®-P (Erythrityl Tetranitrate with Phenobarbital)* Tablets 
(Scored). 

(‘.Warning—may be habit-forming.) 


1. Taken sublingually, Cardilate® (erythrityl 
tetranitrate) begins to work within 5 minutes, 
eliminating or reducing frequency and severity 
of anginal pain for up to two hours. 

2. Fear of pain, a major deterrent to achieving 
acceptable (and desirable) levels of activity, in¬ 
cluding sex, may be allayed with Cardilate. Ef¬ 
fective prophylaxis and improved exercise 
tolerance help toward normalizing the lives of 
anginal patients. 
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newsfronts 


Society’s new officers begin terms; board reorganizes 



Drs. Andriole, Fetterman, and Davis 


Leroy A. Gehris, MD, Reading 
family physician, was elected vice 
president of the Pennsylvania 
Medical Society during the 1978 
meeting of the House of Delegates 
October 30, in Lancaster. Mat¬ 
thew Marshall, Jr., MD, Pitts¬ 
burgh urologist, moved up from 
vice president to president elect as 
John B. Lovette, MD, Johnstown 
surgeon, was installed as presi¬ 
dent. 

A graduate of Jefferson Medical 
College, Dr. Gehris completed his 
internship and residency training 
at Germantown Hospital, Phila¬ 
delphia, and served 40 months in 
the U.S. Army in Vancouver, 
Washington and the European 
Theatre of Operations. 

He has been active in organized 
medicine since 1939. He was pres¬ 
ident of the Berks County Medical 
Society in 1958 and a member of 
the society’s executive council for 
19 years, serving as chairman in 
1968. He served as a county soci¬ 
ety delegate to the PMS House of 
Delegates for 15 years. 

Dr. Gehris served the State So¬ 
ciety in a number of capacities, in¬ 
cluding membership on the Coun¬ 
cil on Public Service for six years. 
In 1969 he was elected trustee 
from the Second Councilor Dis¬ 
trict, and has served as the chair¬ 
man of the Finance Committee 
since 1975. 

Trustees, other officers 

Delegates also elected four 
trustees. J. Mostyn Davis, MD, 
Shamokin, succeeds George A. 
Rowland, MD, Millville; and 
Ralph S. Blasiole, MD, Washing¬ 
ton, succeeds William C. Ryan, 
MD, Somerset. Henry H. Fetter- 
man, MD, Allentown, was elected 
to fill the unexpired term of Dr. 
Gehris. Raymond C. Grandon, 


MD, New Cumberland, was re¬ 
elected trustee. 

D. Ernest Witt, MD of Blooms- 
burg, was reelected speaker of the 
House and Donald E. Harrop, MD, 
of Phoenixville, was reelected vice 
speaker. G. Winfield Yarnall, MD, 
Harrisburg, was reelected secre¬ 
tary. 

Elected to the Society’s Judicial 
Council were: Orlo G. McCoy, MD, 
Canton; George E. Farrar, Jr., 
MD, New Hope; and Cyrus B. 
Slease, MD, Kittanning. 

Delegates also elected six dele¬ 


gates to the American Medical As¬ 
sociation House of Delegates for 
two year terms. They are: R. 
William Alexander, MD, Reading; 
James B. Donaldson, MD, Phila¬ 
delphia; Raymond C. Grandon, 
MD, New Cumberland; William J. 
Kelly, MD, Pittsburgh; Michael P. 
Levis, MD, Pittsburgh; and 
William Y. Rial, MD, Swarth- 
more. 

Six alternate delegates were 
elected. They are: Donald C. 
Brown, MD, Irwin; Betty L. Cottle, 
MD, Hollidaysburg; Joseph N. 
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Demko, MD, Scranton; Charles A. 
Heisterkamp, III, MD, Lancaster; 
John L. Kelly, MD, Media; and 
Irving Williams, MD, Lewisburg. 

Board reorganizes 

The Society’s Board of Trustees 
in a reorganization meeting im¬ 
mediately following the adjourn¬ 
ment of the House of Delegates 
elected David J. Keck, MD, Erie, 
chairman and Raymond C. Gran- 
don, MD as vice chairman. 

The Board reelected as trea¬ 
surer John F. Rineman, the Soci¬ 
ety’s executive vice president. 
David A. Smith, MD, of Harris¬ 
burg, was reelected medical editor 
of PENNSYLVANIA MEDICINE; 
and Pepper, Hamilton & Scheetz 
was renamed legal counsel. 

Censors named 
Delegates also elected the fol¬ 
lowing physicians as district cen¬ 
sors. They include: Adams 
(county): W. North Sterrett, 
Ardentsville; Allegheny: William 
D. Stewart, Allison Park; 
Armstrong: Donald W. Minteer, 
Worthington; Beaver: John G. 
Hallisey, Aliquippa; 

Berks: Brian A. Wummer, Womelsdorf; 
Blair: John W. Stoker, Altoona; Bradford: 


Arthur B. King, Sayre; Bucks: Stanley F. 
Peters, Plumsteadville; Butler: Robert C. 
McCrory, Butler; Cambria: Warren F. 
White, Johnstown; 

Centre: H. Thompson Dale, State Col¬ 
lege; Chester: John B. Coates, Jr., 
Phoenixville; Clarion: Charles C. Huston, 
Knox; Clearfield: Fred Pease, Clearfield; 
Clinton: George J. Treires, Lock Haven; 
Columbia: C. Perry Cleaver, Catawissa; 

Crawford: David D. Kirkpatrick, Jr., 
Meadville; Cumberland: Hans S. Roe, 
Carlisle; Dauphin: Robert P. Dutlinger, 
Middletown; Delaware: Furman T. 
Kepler, Havertown; Erie: Robert L. Loeb, 
Erie; Fayette: Veronica Binns, Browns¬ 
ville; 

Franklin: Albert W. Freeman, Ship- 
pensburg; Greene: Arthur J. Patterson, 
Waynesburg; Jefferson: Nicholas F. 
Lorenzo, Brockway; Lackawanna: Tomas 
A. O’Boyle, Moscow; Lancaster: William 
G. Ridgway, Akron; Lawrence: John M. 
Corbett, New Castle; 

Lebanon: John Walmer, Lebanon; 
Lehigh: William F. Boucher, Northamp¬ 
ton; Luzerne: Joseph W. Ehrhart, Forty- 
Fort; Lycoming: Franklin G. Wade, 
Williamsport; McKean: Bruno P. Sicher, 
Kane; Mifflin-Juniata: Donald E. Basom, 
Lewistown; 

Montgomery: Rudolph K. Glocker, 
Royersford; Montour: William O. Curry, 
Jr., Danville; Northampton: Walter J. 
Filipek, Hellertown; Northumberland: 
Nicholas Spock, Shamokin; Perry: Frank 
A. Belmont, New Bloomfield; 

Philadelphia: Brooke Roberts, 

Philadelphia; Potter: Francisco B. Villa, 
Coudersport; Somerset: Alexander Sol- 


osko, Meyersdale; Susquehanna: Paul B. 
Kerr, Montrose; Tioga: William P. Reich, 
Wellsboro; Union: Joseph Weightman, 
Lewisburg; 

Venango: Harry Kanhofer, Titusville; 
Warren: Harold J. Reinhard, Warren; 
Washington: William H. Kittrell, McMur- 
ray; Westmoreland: Leslie S. Pierce, 
Greensburg; Wyoming: John S. Rine- 
himer, Jr., Tunkhannock; and York: Don¬ 
ald R. Gross, York. 

Hospitals urged 
to stock vaccine 

Effective Jan. 1,1979, the Penn¬ 
sylvania Department of Health 
will no longer stock biologies for 
patients requiring treatment fol¬ 
lowing animal bites, according to 
Robert E. Wallace, deputy secre¬ 
tary for public health programs. 

The Department of Health is 
recommending that all local hos¬ 
pitals stock human rabies immune 
globulin, Hyperab (Cutter Lab¬ 
oratories), in pediatric and adult 
dose vials, with at least starter 
supplies of rabies vaccine. 

Wallace explained that budget¬ 
ary limitations prohibit the de¬ 
partment from stocking supplies 
of duck embryo vaccine, DEV 
(Lilly), in addition to Hyperab. 

"Our most recent practice of 
keeping small quantities in dis¬ 
trict offices only has resulted in 
serious logistic problems,” Wal¬ 
lace said. The new system will 
"serve the best medical interests of 
the patients,” Wallace stated. 

Consultative services will con¬ 
tinue to be available from the de¬ 
partment’s Division of Epidemiol¬ 
ogy. In addition, the department 
will help in securing the still- 
experimental human diploid cell 
strain rabies vaccine, WRV, now 
available from the Center for Dis¬ 
ease Control for selected cases. 
Call (717) 787-5460 for such ser¬ 
vices. 
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Top officers set tone of annual delegates’ meeting 



Dr. Lovette 


Dr. Blady 


John B. Lovette, MD the 129th 
president of the Pennsylvania 
Medical Society, punctuated his 
address to the House of Delegates 
October 30 with seven recommen¬ 
dations. He urged delegates to use 
the relative calm of the 1978 meet¬ 
ing to prepare for tomorrow’s chal¬ 
lenges. 

To preserve the private practice 
of medicine, he told delegates, "We 
must take strong voluntary action 
on fees. Members of the Penn¬ 
sylvania Medical Society 
should pledge themselves to 
lower the rate of increase in 
their fees so that it does not ex¬ 
ceed the overall Consumer 


Price Index on an annual 
basis.” 

With government rapidly be¬ 
coming the largest purchaser of 
health care, he cautioned that it 
must not be permitted to attain 
monopoly status. The day the pri¬ 
vate practitioner is snuffed out is 
the day that we bury quality medi¬ 
cine in America,” Dr. Lovette said. 

He urged private health insur¬ 
ers to innovate in order to reduce 
costs and forestall a government 
takeover. Dr. Lovette said, "I rec¬ 
ommend that PMS study the 
feasibility of changes in health 
insurance policies to build in 
some incentives (through co- 


Nuclear medicine officers elected 


Michael B. Dooley, MD, chief 
radiologist at Phoenixville Hospi¬ 
tal, Phoenixville, was elected pres¬ 
ident of the Pennsylvania College 
of Nuclear Medicine at its annual 
meeting in October. 

Dr. Dooley is a past president of 
the Chester County Medical Soci¬ 
ety and the Phoenixville Hospital 
medical staff. He is currently serv¬ 
ing as clinical assistant professor 
of radiology at Temple University 
School of Medicine. 

Donald Morel, MD, Orefield, 


was elected vice president. Robert 
L. Bell, MD, Chester, was elected 
historian. Board members-at- 
large are: Everett F. Oesterly, Jr., 
MD, Allegheny; Joseph S. Burkle, 
MD, York; John R. Hansell, MD, 
Philadelphia; and Walter War- 
tonick, MD, Mountaintop. 

The Pennsylvania College of 
Nuclear Medicine now has approx¬ 
imately 110 members consisting of 
radiologists, pathologists, inter¬ 
nists, and other physicians inter¬ 
ested in nuclear medicine. 


payment, deductibles, sur¬ 
charges, discounts, etc.) to in¬ 
volve the insured more in the 
cost of utilizing the plan. 

"Ultimately, if patients con¬ 
tinue to have some stake in the 
financing of their care and have 
available options as to where and 
when and how it will be pur¬ 
chased, our patients will be far 
more effective in regulating the 
marketplace than some bureau¬ 
crat picking cherry blossoms be¬ 
side the Potomac,” he said. 

A recommendation that the So¬ 
ciety join the private insurance 
industry in developing experi¬ 
ments in risk sharing which in¬ 
clude both hospitals and private 
physicians was accepted by the 
reference committee but rejected 
by the House. 

In the area of malpractice risk 
management, Dr. Lovette, who is 
also a member of the board of the 
society’s liability insurance com¬ 
pany (PMSLIC), said, "I recom¬ 
mend that PMS develop active 
leadership in patient safety and 
risk management. If we do not 
seize this opportunity, the hospital 
will fill the vacuum.” 

He cited the importance of 
American specialty societies and 
their entry into areas of economics 
and legislation. He said, "This ad¬ 
vocacy in areas of economics and 
legislation carries with it the po¬ 
tential for division.” 

Calling on delegates from the 
specialties and county societies to 
develop a "sense of family”, Dr. 
Lovette made two recommen¬ 
dations designed to strengthen the 
unity of the profession: 

"I recommend that those 
specialty societies which pre¬ 
sently do not purchase ad¬ 
ministrative services from the 
PMS Department of Specialty 
Society Services offer PMS the 
opportunity in the next year to 
make a sales presentation to 
them and that each society give 
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The Great Laxative Escapi 





dioctyl sodium sulfosuccmate 

Colace means escape—from laxative stimulation, 
from laxative harshness, from laxative habit. 
Colace gently helps soften stools for easy, pain¬ 
less. unstrained elimination. It's the great laxative 
escape, from infancy to old age Available in 100 
and 50 mg capsules Syrup or liquid 
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Does it influence 
your choice of a 
peripheral/cerebral 
vasodilator*? 

• Vasodilan—compatible 
with coexisting diseases 

• vasodilan-compatible 
with concomitant therapy 

• vasodilan-compatible 
with your total regimen 
for vascular insufficiency 


‘Indications: Based on a review of this drug by the National Academy of 
Sciences-National Research Council and/or other information, the FDA has 
classified the indications as follows: 

Possibly Effective: 

1- For the relief of symptoms associated with cerebral vascular insufficiency. 
2. In peripheral vascular disease of arteriosclerosis obliterans, throm¬ 
boangiitis obliterans (Buerger’s Disease) and Raynaud's disease. 

Final classification of the less-than effective indications requires further in¬ 
vestigation. 


Composition: Vasodilan tablets, isoxsuprine HCI. 10 mg and 20 mg. 

Vasodilan injection, isoxsuprine HCI, 5 mg., per ml. 

Dosage and Administration: Oral: 10 to 20 mg., three or four times daily. 
Intramuscular: 5 to 10 mg. (1 or 2 ml.) two or three times daily. Intramuscular 
administration may be used initially in severe or acute conditions. 
Contraindications and Cautions: There are no known contraindications to oral 
use when administered in recommended doses. Should not be given immediately 
postpartum or in the presence of arterial bleeding. 

Parenteral administration is not recommended in the presence of hypotension or 
tachycardia. 

Intravenous administration should not be given because of increased likelihood 
of side effects. 

Adverse Reactions: On rare occasions oral administration of the drug has 
been associated in time with the occurrence of hypotension, tachycardia, 
nausea, vomiting, dizziness, abdominal distress, and severe rash. If rash ap¬ 
pears the drug should be discontinued. 

Although available evidence suggests a temporal association of these reactions 
with isoxsuprine, a causal relationship can be neither confirmed nor refuted. 
Administration of single dose of 10 mg, intramuscularly may result in hypoten¬ 
sion and tachycardia These symptoms are more pronounced in higher doses. 
For these reasons single intramuscular doses exceeding 10 mg. are not recom¬ 
mended. Repeated administration of 5 to 10 mg. intramuscularly at suitable in¬ 
tervals may be employed 

Supplied: Tablets, 10 mg., bottles of 100, 1000, 5000 and Unit Dose; Tablets, 

20 mg., bottles of 100, 500, 1000, 5000 and Unit Dose: Injection, 10 mg. per 
2 ml. ampul, box of six 2 ml. ampuls. 

U S. Pat. No. 3,056,836 

VASODILAN 

(ISOXSUPRINE HCI) 

20-mg tablets 
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Drs. Lovette, Blady express health care cost concerns 


serious consideration to secur¬ 
ing administrative services 
from PMS 

Secondly, he recommended that 
"a special study be made of certain 
common services which might be 
provided by PMS for all specialty 
societies in Pennsylvania, particu¬ 
larly as they relate to the new 
PMS computer.” 

The Johnstown surgeon con¬ 
cluded his address by asking the 
Society to engage in "a special 
year long campaign to increase 
AMA membership in Pennsylva¬ 
nia to reverse the decline which 
has set in over the past several 
years.” 

Earlier delegates heard outgo¬ 
ing president John V. Blady, MD, 
of Philadelphia, report on high¬ 
lights of the year. 

Dr. Blady noted that in approx¬ 
imately 90 days the Society had 
raised nearly $8.7 million in poli¬ 
cyholder surplus to launch the 
Pennsylvania Medical Society Li¬ 
ability Insurance Company. 
Today the company serves nearly 
5,300 physicians, making it the 
second largest phvsician insurer 
in the Commonwealth. 

Dr. Blady said substantial 
savings accrued to members when 
the Society successfully opposed 
the Catastrophe Loss Fund Ten 
Percent surcharge and achieved a 
48 percent cut in the workmen’s 
compensation rate for physicians’ 
offices. 

Dr. Blady reported progress in 
the Society’s suit against the State 
Board of Medical Education and 
Licensure. Since the suit the med¬ 
ical board has hired more em¬ 
ployes, including attorneys, 
hearing examiners, and medical 
investigators. 

He also reported progress in the 
Society’s suit against the Depart¬ 
ment of Public Welfare for its at¬ 
tempt to ban payment for most 
benzodiazepines. 

Dr. Blady told delegates that the 


Society is pursuing legal action in 
twelve different cases ranging 
from countersuit to tests of con¬ 
stitutionality before the Pennsyl¬ 
vania Supreme Court. 

Noting the Society’s involve¬ 
ment in the voluntary cost con¬ 
tainment program of the AMA and 
the American Hospital Associa¬ 
tion, Dr. Blady said: "My own be¬ 
lief is that cost containment, 
medical economics, and politi¬ 
cal education must become 
part of the medical school 
curriculum. We must educate 
our graduating colleagues not 
only in how to practice quality 
health care but also how to 


survive in the arena of the polit¬ 
ical medical marketplace.” 

Dr. Blady concluded his report 
to the House by saying, "... PMS 
works! We’re fighting for doctors! 
We’re winning some important 
battles! We are challenging gov¬ 
ernment bureaucrats! We are 
negotiating with the legislators! 
We are meeting with the candi¬ 
dates! We are acting rather than 
reacting, and we are listening to 
members! 

My message to those who critize 
is—get involved. Experience 
firsthand some of the frustration 
but also the satisfaction in dealing 
with today’s problems.” 


Orthopaedic Society presents first award 


The Pennsylvania Orthopaedic 
Society has presented its first an¬ 
nual award for a scientific paper to 
Eric I. Mitchell, MD, of the Uni¬ 
versity of Pennsylvania Depart¬ 
ment of Orthopaedic Surgery, for 
his paper, "Recognition and 
Treatment of Blout’s Disease with 

Thoracic surgeons meet 

Cardiothoracic surgeons from 
Pennsylvania and neighboring 
states gathered for the 16th an¬ 
nual meeting of the Pennsylvania 
Association for Thoracic Surgery 
in Hershey. Participants con¬ 
ducted a scientific program which 
attracted nurses and paramedical 
personnel from the Hershey Medi¬ 
cal Center. 

John Y. Templeton, III, MD, 
Philadelphia, delivered the dinner 
address. 

John A. Waldhausen, MD, pro¬ 
fessor of surgery and chairman of 
the department of surgery at the 
Hershey Medical School presided. 
New officers elected for 1978-79 
are: James L. Harrison, MD, 
Williamsport, president; Dr. 
Templeton, vice president; Joseph 
C. Donnelly, Jr., MD, secretary; 
and Horace MacVaugh III, MD, 
treasurer, all of Philadelphia. 


Osteoclasis.” The award was 
presented at the society’s annual 
scientific meeting in Southamp¬ 
ton, Bermuda. The meeting was 
held in conjunction with the New 
Jersey Orthopaedic Society. 

Officers for 1979 were elected at 
the meeting. They are: president, 
Marvin E. Steinberg, MD; vice 
president, William A. Steinbach, 
MD; secretary-treasurer, Francis 
A. Lovecchio, MD; program 
chairman, Henry H. Sherk, MD; 
membership chairman, Peter A. 
Kablish, MD. 

Executive Committee members 
are: Thomas K. Howard, MD; 
James H. McMaster, MD; Jerome 
M. Cotier, MD; and William T. 
Green, Jr., MD. AAOS Councilors 
are: John A. Perri, MD; Martin L. 
Beller, MD; and Robert N. 
Richards, MD. PMS Delegates are: 
Robert B. Greer, MD; and Paul A. 
Lotke, MD (alternate). 


Tax deductible donations to pro¬ 
vide loans to medical students 
may be made now for 1978 income 
tax purposes. Send your check to 
the Educational and Scientific 
Trust, 20 Erford Road, Lemoyne, 
PA 17043. 
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MDs in the news 


Thomas V. Sedlacek, MD, Philadel¬ 
phia, has been named professor and 
chairman of obstetrics and gynecology 
at Hahnemann Medical College and 
Hospital. He has been acting chair¬ 
man since 1977 and director of 
gynecologic oncology since 1976. 



DR. SEDLACEK DR. ETZEL 


Conrad A. Etzel, MD has been 
elected president of the medical and 
dental staff of the Crozer-Chester 
Medical Center. Dr. Etzel specializes 
in obstetrics and gynecology. He suc¬ 
ceeds L. Luke Cellini, MD. 
Also elected were John J. Laskas, 
Sr., MD, vice president and Paul 
Cass, MD, secretary/treasurer. 

Robert A. Clark, MD, has retired 
from the medical staff of Friends Hos¬ 
pital, Philadelphia, after 23 years of 
service. Dr. Clark, a clinical professor 
of psychiatry at Hahnemann, was in¬ 
strumental in bringing outpatient 
services to Northeast residents and 
served as the first director of the 
Northeast Mental Health Clinic. 

Robert F. Dickey, MD, Danville, re¬ 
cently was honored by Geisinger Med¬ 
ical Center with the renaming of the 
East Clinic to the Dickey Clinic. Dr. 
Dickey is former assistant executive 
director at Geisinger, a retired di¬ 
rector of the department of dermatol¬ 
ogy, and a former president of the In¬ 
stitute for Medical Education and Re¬ 
search. 

Two Wyoming County physicians re¬ 
cently were honored by their county 
medical society for 50 years of medical 
service. William J. Llewellyn, MD, 
began his practice in Wilkes-Barre in 
1928 and in 1933 moved to Nicholson, 


where he has been practicing ever 
since. P. J. Morgan, MD, was ap¬ 
pointed to the surgical staff at 
Wilkes-Barre General Hospital in 
1928 and he has continued to practice 
in that community. 

William F. Bouzarth, MD, Philadel¬ 
phia, recently was elected vice presi¬ 
dent of the American Association for 
the Surgery of Trauma. Dr. Bouzarth 
is clinical professor of neurosurgery at 
the Medical College of Pennsylvania. 

Delphine Bartosik, MD has been 
named acting director of the division 
of gynecologic endocrinology, depart¬ 
ment of obstetrics and gynecology at 
the Hahnemann Medical College and 
Hospital. Dr. Bartosik completed her 
residency in obstetrics and gynecology 
at the University of Pennsylvania 
Hospital. She had been associate pro¬ 
fessor of obstetrics and gynecology at 
the New York Medical College. 

Cyril H. Wecht, MD, Allegheny 
County coroner, was presented with 
the Speaker of the Year Award by the 
Speech Communication Association of 
Pennsylvania at their 39th annual 
convention. 


Kirkley R. Williams, MD, Wayne, 
has been named director of the de¬ 
partment of surgery at Bryn Mawr 
Hospital. He has been a member of the 
medical staff at the hospital since 1964 
and has published numerous papers 
on cardiovascular surgery. 


DR. WILLIAMS DR. DONALDSON 

Milton H. Donaldson, MD was elec¬ 
ted president of the Philadelphia di¬ 
vision of the American Cancer Society. 
Dr. Donaldson succeeds Luther W. 
Brady, MD who completed two years 
as volunteer head of the nonprofit 
agency. Dr. Donaldson is vice presi¬ 
dent for cancer control, training, and 
education at the Fox Chase Cancer 
Center. He has served as a volunteer 
for the society for over eight years. C. 
Jules Rominger, MD, Rosemont was 
elected as medical vice president. 


BE THE DOCTOR 
YOU WANT TO BE. 


Tbday, Navy Medicine gives you the opportunity to be the 
doctor you want to be. We offer a challenging practice with 
a minimum of administrative overhead. Plus excellent facil¬ 
ities and support personnel. 

In addition, a Navy practice gives you time to spend with 
your family. Associate with other highly motivated phy¬ 
sicians. Further your schooling. Even enjoy 30 days’ paid 
vacation every year. 

All this, plus a starting salary of $32,000 or more a 
year, depending on your experience. 

For more information, contact: 

Anthony Twardziak 
P.O. Box 946-Federal Building 
Harrisburg, PA 17108 
(717) 782-3985 
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“THE PHYSICIAN IS A 
DECISION MAKER, AND ALMOST 
EVERY DECISION HE MAKES 
COSTS OR SAVES MONEY.” 

—Dr. William Felts, Past President, 
American Society of Internal Medicine 

More and more physicians today are beginning to 
realize the extent of the economic influence 
they have, and are finding ways of holding 
costs down. 

A number of studies show that the more 
physicians know about costs, the more they try 
to reduce them? And this reduction can be done 
without reducing the quality of care to the patient. 

How are they doing this? As a start they 
have become thoroughly familiar with the costs 
they incur on behalf of their patients. They know 
how much an X-ray costs, how much their 
hospital charges for routine lab tests. They’re requesting copies of patients’ 
hospital bills. And asking their hospitals to print the charges for diagnostic 
tests right on the order sheet. 

What else are physicians doing? Minimizing their patients’ hospital 
stays, whenever possible. Reevaluating routine admissions procedures. 
Questioning the real need of the diagnostic tests they order for their 
patients. Avoiding duplicate testing. Trying to discourage their patients’ 
demands for unnecessary medication, treatment or hospitalization. 
Compiling daily logs of their medical decisions and what they cost. And more. 

More physicians today realize what a tough problem we’re all faced 
with. They know this is a challenge for medicine. And that physicians are 
in the best position to deal with and solve the problem. 

* PATIENT CARE Magazine—Outlook 1977 "Face-Off: Cost Containment vs. Chaos," January 1,1977. 

Lyle CB, et al. “Practice habits in a group of eight internists’,’ANNALS OF INTERNAL MEDICINE 84 (May 1976), 594-601. 

Schroeder SA, et al. “Use of laboratory tests and pharmaceuticals: variation among physicians and effect of cost audit on subsequent use',’ JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 225 (A ug. 20, 1973), 969-73. 
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Office counseling 

r Emotional problems of physicians and their families 


Joyce D. Kales, MD 
Enos D. Martin, MD 
Constantin R. Soldatos, MD 

racticing medicine provides 
many rewards, yet at the same 
time it is highly demanding and 
stressful. The physician receives both 
internal and external gratification 
from his role as a practitioner. In¬ 
wardly, he develops a strong sense of 
self-esteem and accomplishment be¬ 
cause he is significantly responding to 
the needs of his fellow human beings. 
Outwardly, like the clergyman, the 
physician is placed in a privileged po¬ 
sition in the community. Along with 
these gratifications, however, there 
are extremely high expectations from 
both the public and himself for contin¬ 
ued excellence in all areas of his life 
and practice. The pressure of these ex¬ 
pectations may lead to feelings of inse¬ 
curity. At times the need to be suc¬ 
cessful and maximally competent may 
overwhelm the physician. 

As a group physicians are highly 
susceptible to emotional problems, 
drug abuse, unstable marriages and 
suicide. Studies also suggest that the 
spouses and children of physicians 
have a higher incidence of emotional 
distress. This paper discusses the 
types of students selected by medical 
schools, and environmental stresses 
commonly experienced by physicians. 
The paper also describes the per¬ 
sonality characteristics common to 
physicians which may predispose 
them to developing psychiatric diffi¬ 
culty. Marital patterns as well as the 
development of emotional disturbance 
in the physician’s spouse are consid¬ 
ered, followed by a discussion of the 
effects of the physician’s life-style on 
his children. Finally, we offer recom¬ 
mendations for dealing with stress 
and for strengthening healthy coping 
mechanisms. 

Selection of physicians 

The medical school selection process 
favors students who do well in exami¬ 
nations, who are interested in the 
physical sciences and who are gen¬ 
erally conventional and prone to emo¬ 
tional restraint. Admissions commit¬ 
tees usually look for the capable, well 


rounded applicant. During the inter¬ 
view process, the student applicant 
usually expresses humanitarian in¬ 
terests. He attempts to present him¬ 
self as the type of person the school 
reputedly recruits. 

Currently no selection procedures 
exclude students who are apt to de¬ 
velop emotional difficulties. Two ex¬ 
ceptions are when it is obvious during 
an interview that an applicant is dis¬ 
turbed or when recommendations in¬ 
dicate negative personality traits or 
behaviors. 

Competitive selection processes 
guarantee an elite group of accepted 
applicants. Generally they are aca¬ 
demically qualified, well motivated 
students with records of outstanding 
achievement and performance. Thus, 
a student rarely fails in medical school 
due to intellectual deficits. But, in¬ 
formation overload, or feelings of iso¬ 
lation or self doubt may disrupt his 
concentration and the learning proc¬ 
ess and trigger emotional problems 
manifested by learning difficulty. 

Medical students who receive help 
for emotional problems generally re¬ 
spond to treatment and maintain their 
potential to be good doctors. Where a 
student mental health service is 
available, an estimated 40 to 60 per¬ 
cent of all medical students are seen 
once or more during their four years of 
training. The student who cannot or 
will not recognize his serious emo¬ 
tional problems will probably experi¬ 
ence difficulty in the future. 


Dr. Kales is director of the division of 
community psychiatry of the depart¬ 
ment of psychiatry at The Pennsylvania 
State University College of Medicine, 
Hershey. Dr. Martin is assistant di¬ 
rector of the division of inpatient 
psychiatry and Dr. Soldatos is assistant 
professor in the department of 
psychiatry. This is the eleventh in a 
series of articles on office counseling 
for primary care physicians, a project 
of the departments of psychiatry of the 
state’s medical schools and the Penn¬ 
sylvania Psychiatric Society. 


Environmental stresses 

Workload —Medical practice imposes 
considerable strains. Few professions 
demand as much time; the average 
physician works from 60 to 80 hours 
per week. Professional meetings and 
continuing education requirements 
further erode leisure time. Even when 
off call, the physician’s mental preoc¬ 
cupation and chronic anxiety over 
practice responsibilities may impair 
his ability to relax, unwind, and de¬ 
vote adequate attention to family ac¬ 
tivities and concerns. 

Research indicates that practicing 
medicine also involves excessive 
psychophysiologic stress. A recent 
study of surgeons revealed that the 
mean heart rate while performing op¬ 
erations was 121 beats per minute, 
with maximum rates in some cases of 
over 150 beats per minute. The physi¬ 
cal labor needed to produce this heart 
rate normally could not be sustained 
for more than 10 or 15 minutes. 

The woman physician must cope 
with the additional responsibilities of 
managing a home, caring for children 
and assuming the societal role as¬ 
signed to a wife. She is expected to be a 
"super woman” as well as a competent 
physician. 

Threat of malpractice —In the past the 
glamour of being a doctor, so famil¬ 
iarly portrayed in television and 
movies, at least partially compensated 
for the excessive stress produced by 
the physician’s heavy workload. Re¬ 
cently however, along with the rise in 
medical specialization and improved 
technology, the profession has lost 
considerable popular respect. 

The public has developed unlimited 
expectations for care. Frustrated with 
rising costs and the impersonal as¬ 
pects of medical and laboratory proce¬ 
dures, patients have become more crit¬ 
ical and more likely to bring suit for 
malpractice. This, of course, adds 
greatly to the stresses placed on the 
physician. 

Doctor-patient relationship —Every 
encounter between physician and pa- 
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tient has the potential to arouse 
deeply rooted emotions in both parties. 
In some ways these feelings are expe¬ 
rienced as repetition of the close, 
parent-child relationship. They may 
have a therapeutic effect and often 
they can contribute to successful 
treatment by facilitating the patient’s 
adherence to the doctor’s recommen¬ 
dations. These same feelings may also 
create problems especially where 
complications develop, treatment is 
unsuccessful, or patients become 
overly dependent. In these cases, both 
patient and doctor feel frustrated and 
alienated. 

Establishing appropriate rapport 
with a patient is a demanding task: 
the physician must express interest 
and support, but must avoid becoming 
too involved or personal. An example 
of potential difficulty is evident in 
managing the seductive, attractive 
patient who uses her sexuality as an 
invitation for a closer relationship. 
The male physician can neither re¬ 
spond in kind nor be cold and rejecting. 
He must fulfill the patient’s need for 
attention without infantilizing or tak¬ 
ing advantage of her. Another difficult 
encounter occurs with the hostile, crit¬ 
ical patient who is provocative and 
challenging toward the physician. 
Again, the physician cannot respond 
in kind, but should recognize the 
frightened person beneath the pa¬ 
tient’s aggressive facade. 

Personality characteristics 

Family background —Compared 
with matched controls, physicians 
were more over-protected as children. 
Normal separation from parents was 
delayed or failed to occur. In early life, 
many physicians worked hard and de¬ 
layed or denied themselves gratifica¬ 
tion in an effort to please a critical 
parent who was never quite satisfied. 

Excellent clinicians can come from 
troubled family backgrounds; how¬ 
ever, those physicians having more 
psychiatric difficulty were found to 
have had less stable childhood envi¬ 
ronments. 2 Problems tended to arise 
when the physician who was emotion¬ 


ally deprived as a child became over¬ 
burdened by the demands of his trou¬ 
bled patients. 

Personality traits —Physicians tend 
to be perfectionistic and demanding of 
themselves. In stressful situations, 
the physician may respond with self 
doubt, pessimism and feelings of infe¬ 
riority. Fears of failure, or an event 
which is perceived as an actual failure, 
can generate exaggerated or unwar¬ 
ranted anxiety, shame or guilt. 

The physician strives for intellec¬ 
tual mastery. Since he may be uncom¬ 
fortable with emotion, he has a ten¬ 
dency to separate feelings from 
thoughts, and may appear mechanical 
in dealing with his patients. He exhib¬ 
its a need to be in control and avoids 
dependency, passivity and weakness 
in himself. 

The physician’s personality traits 
coupled with the daily demands of his 
practice result in "role strain.” 3 He al¬ 
lows himself no regression and con¬ 
tinually drives himself without "re¬ 
charging his batteries.” Under stress, 
the physician falls back on what he 
does best: work. Work becomes an es¬ 
cape from anxiety and is frequently 
self-imposed. 

Physicians who are under stress 
may develop hypochondriasis; 
through this symptom, anxiety is 
channeled into physical complaints. 
The physician’s typical personality 
discourages him from experiencing 
the patient’s role, which he associates 
with feelings of helplessness and de¬ 
pendency, and loss of control, au¬ 
tonomy, and physical and psychologi¬ 
cal privacy. The physician also resists 
psychiatric treatment by declaring 
that emotional problems are a weak¬ 
ness and denying such problems in 
himself. Physicians are unwilling to 
seek help to an almost phobic degree. 
They are most reluctant to incon¬ 
venience their medical colleagues. 

When the physician’s defenses 
break down, the problems that surface 
most frequently are depression, al¬ 
cohol or drug abuse, and marital 
problems. Symptoms of these prob¬ 
lems are: irregular and inefficient 


work hours, disturbed sleeping and 
eating habits, withdrawal from the 
family, difficulty in managing pa¬ 
tients, and reluctance to make refer¬ 
rals. Relatively high rates of al¬ 
coholism, a high prevalence of addic¬ 
tion to narcotics, and an incidence of 
suicide that is two to three times 
higher than that of the general popu¬ 
lation have been reported for physi¬ 
cians. The most prominent problem, 
however, appears to be a high rate of 
bad marriages: 45 to 70 percent of 
physicians’ marriages suffer from 
serious problems. 

The physician’s spouse 

Marital patterns —Many doctors select 
spouses who will fulfill their deep- 
seated needs to be taken care of. Thus, 
the male physician is likely to turn to 
his wife for mothering, and in ex¬ 
change may provide handsomely for 
her material needs or even her unwar¬ 
ranted demands. 

Extended absences from home, par¬ 
ticularly on special family occasions, 
may alienate the physician from his 
wife and children. Even when he is 
present he may be preoccupied and 
unresponsive to emotional appeals 
from his family. The physician’s wife 
may come to expect only material 
goods and entertainment from him in 
place of authentic affection, attention 
and concern. 

The wife may be further affected by 
her inability to share her husband’s 
professional activities and achieve¬ 
ments. There is a sense of disappoint¬ 
ment and feeling left behind while her 
husband "goes up the ladder.” Re¬ 
sentment rather than pride may be 
her reaction and communication be¬ 
tween the partners is impaired fur¬ 
ther. This is most probable when the 
wife has considerable potential herself 
but feels she must put her husband’s 
needs and ambitions before her own. If 
the wife decides to end the marriage, 
the blow to the physician’s self-esteem 
may be unbearable, especially when 
the wife develops another relationship 
that is purely emotional and non¬ 
material. 
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Emotional illness in wives —The 
physician who experienced an emo¬ 
tionally deprived childhood may 
choose a spouse with a similar 
background. He is initially attracted 
by her dependency on him and also 
hopes to provide her with the care that 
he was denied as a child. The wife may 
have unlimited emotional needs, how¬ 
ever, and the physician-husband can¬ 
not continuously devote the required 
time and attention. 

When the wife’s needs are not ful¬ 
filled, she may begin to exhibit unpre¬ 
dictable and disturbed behavior. This 
places an additional strain on the 
physician. The situation is further 
complicated when the physician ig¬ 
nores his wife’s need for psychiatric 
help and tries desperately to restore 
her psychologically by himself. He 
may overlook severe depressive 
symptoms in his wife that may even¬ 
tually lead to suicide attempts. He also 
may tolerate or even unintentionally 
promote his wife’s escape to alcohol 
and/or drug abuse. The latter often de¬ 
velops with his direct involvement 
since he can supply the medications 
for his wife’s ill-defined somatic com¬ 
plaints. 4 

As the marital situation worsens, 
the physician may become more de¬ 
tached and his wife more desperate for 
his attention. In cases where the wife 
is referred for psychotherapy, conjoint 
marital therapy often is not instituted, 
thus perpetuating the physician 
husband’s lack of involvement and the 
labeling of the wife as "sick.” 

Children of physicians 

A similar pattern of neglect can de¬ 
velop with the physician’s children. 
Material goods may replace appropri¬ 
ate limit setting and spending time 
together. In addition, the physician 
may subject his children to the same 
high expectations and performance 
standards that he sets for himself, ne¬ 
glecting to provide them with the nec¬ 
essary emotional support. 

In some cases, the physician will 
give undivided attention to his chil¬ 
dren only when they become physi¬ 
cally ill or emotionally disturbed. 
Treatment of physical and emotional 
problems may be inadequate and 
fragmented because of the physician’s 
reluctance to obtain a thorough evalu¬ 
ation for the problem. When the emo¬ 


tionally disturbed child is referred for 
psychotherapy, it may be difficult or 
impossible to involve the physician 
parent in family therapy. When the 
physician parent assumes only the 
role of provider for his children, he 
may develop feelings of loss and es¬ 
trangement as they grow and become 
financially independent. 

On the other hand, the physician 
parent provides his children with an 
excellent example of commitment to 
helping others and a life of study and 
continuing education. Thus, it is not 
surprising that physicians’ children 
may become physicians themselves or 
develop other productive professional 
careers. Even the negative effects that 
the physician’s professional life may 
have upon his family can be compen¬ 
sated for if the child receives support, 
help and attention from both parents 
during critical periods. 

Recommendations 

Preventing future emotional dif¬ 
ficulties should begin on the medical 
school level. The student selection 
process commonly favors or even rein¬ 
forces such qualities as intellectu- 
alization and emotional detachment 
and inhibition. These characteristics 
should not be over emphasized. Outgo¬ 
ing, down-to-earth individuals who 
are sensitive yet not vulnerable to 
other people’s suffering are more pref¬ 
erable. Patience, consistency, and per¬ 
sistence in the pursuit of goals are de¬ 
sirable attributes and should not be 
confused with rigidity and inflexi¬ 
bility. 

Psychiatric counseling should be 
provided to medical students, their 
wives and other family members. 
Early intervention and management 
of emotional difficulties can prevent 
the development of serious psychiatric 
problems. 

Practicing physicians should under¬ 
stand the nature and extent of their 
professional psychological hazards. 
Seminars that include spouses and 
focus on these problems may be help¬ 
ful. Physicians should be urged to rec¬ 
ognize and gratify their own emo¬ 
tional needs and those of their fami¬ 
lies. 

Physicians should avoid total preoc¬ 
cupation with their practice, espe¬ 
cially when they are home. They 
should willingly allocate time to their 


families’ activities and interests. 
If, however, this is done mechanically 
with little attention or sensitivity it 
may be more harmful than absence or 
no involvement. Physician fathers 
need to attach the necessary priority 
to everyday family life activities. 
Some physicians’ tendency to respond 
only to family crises or serious 
problems can lead to family members 
"competing” with the medical prac¬ 
tice, thus leading to more problems. 

Physicians should become flexible 
in sharing domestic tasks and parent¬ 
ing with their spouses. Rigid role defi¬ 
nitions such as, "I run the office, she 
runs the home” should be avoided 
since alienation and deprivation of 
mutual support may result. 

Early diagnosis and treatment of 
the psychiatrically impaired colleague 
is crucial. The issue of drug or alcohol 
abuse should be dealt with directly 
and firmly. Untimely, early discharge 
of the physician from a treatment pro¬ 
gram at his insistence may cause ir¬ 
reparable damage and should be 
avoided. Whenever marital or family 
therapy is needed, the physician par¬ 
ent should be involved. All possible 
problems should be explored, such as 
sexual difficulties or substance abuse. 
There should not be any taboos when a 
physician treats the psychiatric 
problems of a colleague. As with any 
other patient, failure to deal appropri¬ 
ately with the physician patient will 
eventually lead to more difficulties. 

The physician’s wife needs to be en¬ 
couraged to develop her own personal 
identify. Often she has unfulfilled as¬ 
pirations which she ignored to obtain 
her role as a doctor’s wife. 
Summary 

Almost every physician experiences 
the strains of his profession. If preven¬ 
tive measures and therapeutic inter¬ 
ventions are appropriately under¬ 
taken whenever indicated, the psycho¬ 
logical problems of physicians and 
their families can be reduced signifi¬ 
cantly. 
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Mediastinoscopy: a diagnostic and prognostic operation 


John L. Pennock, MD 
W. Minster Kunkel, MD 


S urgical treatment for bron¬ 
chogenic carcinoma is based on 
selectivity which prevents unwar¬ 
ranted thoracotomies and their ac¬ 
companying operative risks. 

Daniels in 1949 reported on the 
biopsy of scalene lymph nodes with a 
diagnosis of intrathoracic disease. 1 In 
1954 Harken developed the natural 
progression from scalene node biopsy. 2 
His technique exposed the anterior 
scalene muscle via a standard para- 
clavicular incision but extended the 
procedure by entering the lateral 
mediastinum using a laryngoscope. 
The technique of anterior cervical 
mediastinoscopy was developed and 
recorded by Car lens in 1959. 3 

The current study consists of 100 
mediastinoscopic procedures per¬ 
formed at the Harrisburg Hospital 
from 1971 to 1976. Eighty patients 
had malignant disease and twenty pa¬ 
tients had benign disease. 

Technique 

Preliminary bronchoscopy was per¬ 
formed on all patients. Mediastinos¬ 
copy is performed under general anes¬ 
thesia with endotracheal intubation. 
A 4- to 5-cm transverse incision is 
made 2 cm above the sternal notch. 
The strap muscles are spread lon¬ 
gitudinally and the pretracheal fascia 
is incised vertically. 

The surgeon passes his index finger 
along the anterior surface of the 
trachea deep to the pretracheal fascia. 
If a proper plane has been entered, lit¬ 
tle resisitance will be encountered as 
the finger passes into the medias¬ 
tinum to the level of the carina. 


The areolar tissue of the medias¬ 
tinum is dissected free of the anterior 
and lateral walls of the trachea with a 
rolling or sweeping motion of the 
index finger. Paratracheal nodes are 
palpable if enlarged by inflammation 
or neoplasm; normal lymph nodes are 
not palpable. The aortic arch and the 
innominate artery are anterior to the 
surgeon’s finger. 

A Carlen’s mediastinoscope is in¬ 
serted into the track left by the finger. 


TABLE 1 

Diagnosis in Patients with 
Benign Disease 
Following Mediastinoscopy 

17 Positive Node Biopsies - 85% 


Disease 

Sarcoidosis 
TB, granuloma 
Pulmonary fibrosis 
Benign cyst 
Pneumonia 


No. of cases 

13 

4 

1 

1 

1 


TABLE 2 

Results of Mediastinoscopy 
Performed 

Results of Mediastinoscopy 
Performed on Patients 
with Malignant Disease 
Operable Cases - 20 patients (25%) 
18 negative node biopsies (90%) 

2 positive ipsilateral bronchial 
node biopsies (10%) 

Inoperable Cases - 60 patients (75%) 
46 positive node biopsies (59%) 

7 positive node biopsies + other 
7 negative node biopsies + other 


The dissection is extended with a 
closed end suction tip under direct vi¬ 
sion for several centimeters along the 
anterior surface of each mainstem 
bronchus. 

Both pulmonary arteries, the azy¬ 
gous vein, and the left bronchial ar¬ 
tery can be dissected and visualized. 
Hilar, subcarinal, and paratracheal 
lymph nodes can be removed or biop- 
sied. Prior to biopsy the lymph node or 
lesion is always aspirated with a nee¬ 
dle and syringe. 

Results 

Anterior cervical mediastinoscopy 
was performed on 100 consecutive un¬ 
selected patients between 1971 and 
1976. One hundred and sixty-two node 
biopsies were obtained. A positive 
biopsy rate of 45 percent (73/162) was 
obtained. The mortality rate for this 
series of patients was 0 percent, and 
the morbidity rate was 1 percent. One 
patient experienced excessive bleed¬ 
ing before node biopsies could be ob¬ 
tained. The bleeding was controlled 
and the procedure was terminated 
without biopsy. 

Diagnosis was made in 17 of 20 (85 
percent) patients with benign lesions. 
The highest incidence of positive 
diagnosis in patients with benign le¬ 
sions was in sarcoidosis and gran¬ 
ulomas (Table 1). 

Mediastinoscopy was performed on 
80 patients with primary carcinoma of 
the lung. Forty-six patients were con¬ 
sidered inoperable by positive medias¬ 
tinoscopy alone. Twenty patients, of 
whom 18 had negative mediastino¬ 
scopic biopsies and 2 had ipsilateral 
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bronchial biopsies, were considered 
operable by mediastinoscopy. Two pa¬ 
tients were found to have superior 
mediastinal spread identified at the 
time of thoracotomy (Table 2). The re¬ 
sectability rate in this series of pa¬ 
tients is 90 percent (Table 3). Table 4 
shows the relation of cell type to find¬ 
ings at mediastinoscopy. 

Five of fourteen cases of squamous 
cell carcinoma were free of disease two 
to five years post-surgery (35.7 per¬ 
cent). One of three cases of adenocar¬ 
cinoma of the lung remained free of 
disease four years post-surgery. No 
case of small cell carcinoma or undif¬ 
ferentiated carcinoma of the lung sur¬ 
vived more than 15 months (Table 5). 

False negative mediastinoscopy 
with superior mediastinal spread 
identified at the time of resection and 
thoracotomy occurred in two patients 
(11 percent). The majority of these 
metastases were in locations which 
are not accessible at mediastinoscopy. 

Discussion 

Mediastinoscopy permits biopsy of 
the lymph nodes in the upper medias¬ 
tinum. Employing this procedure aids 
in establishing the diagnosis of in- 
trathoracic diseases. Mediastinoscopy 
establishes diagnosis of intrathoracic 
sarcoidosis in approximately 90 per¬ 
cent of patients with the disease. 
Scalene fat pad biopsy provides a 
diagnosis in less than 80 percent of 
patients with Boeck’s sarcoid and is an 
excellent diagnostic procedure when 
this condition is suspected. 

A positive tissue diagnosis in pa¬ 
tients with carcinoma of the lung is 
reported in less than 25 percent of 
scalene fat pad biopsy. Superior 
mediastinal spread in 59 percent of 
cases of carcinoma in this series was 
considered evidence of non-resect¬ 
ability. Unrewarding thoracotomy 
was avoided. 

The positive mediastinal biopsy rate 
in this series of patients with lung 
cancer is high compared to other series 
reported in the literature. 4 " 6 However, 
20 percent of our patients had undif¬ 
ferentiated carcinoma and 12 percent 
had oat cell carcinoma of the lung, cell 
types with a high positive mediastinal 
biopsy rate in all series reported. 

Since survival at five years after re¬ 
section is diminished to a range of 5-7 
percent in the presence of mediastinal 


TABLE 3 

Status of Operable Cases Following 
Thoracotomy 

Results No. of cases 

Mediastinal spread 2 

Death (5% operative 
mortality rate) 1 

Deaths due to disease 3 

Unresectable (90% 
resectability rate) 2 

Metastatic disease with 
follow-up 8 

Disease free 6 

7.5% of patients with cancer 
30.0% of operable cases 


TABLE 4 


Relation of Cell Type to Findings at 

Mediastinoscopy 



Positive 

Cell type 

mediastinoscopy 

(percent) 


(percent) 

Squamous cell 

-56 

57 

Small cell 

- 12 

89 

Adenocarcinoma 

- 12 

66 

Undifferentiated 

-20 

80 


TABLE 5 

Survival Rate of Operable Cases by 
Cell Type 


Cell type 


Survival rate 

Squamous Cell 

-14 

5 (35.7%) 

Small Cell 

-0 

0 

Adenocarcinoma 

-3 

1 

Undifferentiated 

-3 

0 


involvement, mediastinal exploration 
or mediastinoscopy is pertinent to the 
question of operability versus resecta¬ 
bility. In contrast, greater than 40 
percent survival has been found at five 
years for patients who have lesions 
without lymphatic metastasis or with 
involvement limited to intersegmen- 
tal, interlobar, or hilar nodes. Selec¬ 
tivity can reduce the number of opera¬ 
tions performed by demonstrating 
mediastinal lymph node involvement 
in many patients with little hope of 
cure. Surgeons can limit their opera¬ 
tions to those patients who have a 
chance for cure. Thus in several selec¬ 
tive series reported during the past de- 
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cade, five-year survival of patients 
undergoing resection shows improve¬ 
ment over unselective series reported 
from 1935 to I960. 6 Improving the 
total salvage rate of all patients is dif¬ 
ficult. Cancer of the lung remains a 
lethal disease. 

Summary 

Superior mediastinal spread in 59 
percent of cases of carcinoma of the 
lung was considered evidence of inop¬ 
erability, and unrewarding thoracot¬ 
omy was avoided in 46 patients. 
Twenty patients in this series were 
considered operable, and six remained 
free of disease 2-5 years post-surgery. 
With this technique the resectability 
rate was 90 percent. False negative 
mediastinoscopy resulted in superior 
mediastinal spread identified at the 
time of thoracotomy in two patients 
(11 percent). 

Thirty percent of all cases consid¬ 
ered operable have no evidence of re¬ 
current disease. Seven percent of all 
patients in this series with carcinoma 
of the lung were free of disease 2-5 
years post-surgery. 

The diagnostic and prognostic oper¬ 
ation of anterior cervical mediastinos¬ 
copy is safe and simple and a valuable 
tool in the diagnostic armamentar¬ 
ium. Thoracic surgeons should con¬ 
sider it in evaluating those patients 
who will benefit from thoracotomy 
and curative resection. 

Mediastinoscopy’s current role in 
the management of lung cancer may 
change in the near future. Tumor de- 
bulking procedures combined with 
chemotherapy and immunotherapy 
already are beginning to alter sur¬ 
vival rates of patients with inoperable 
lung cancer as judged by mediastinos¬ 
copy in selected series. □ 
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Accept 
no substitute 
for your professional 
judgment 


As a physician, you have the rightto 
prescribe the drug which you believe 
will most benefit your patients. Now, 
substitution laws make it more diffi¬ 
cult to exercise that right. In many 
states, unless you specifically direct 
pharmacists to dispense your brand- 
name prescription as written, they 
may be required by law to substitute 
another drug for your brand-name 
prescription. 

This means that the ultimate drug 
selection is no longer yours; its 
source is left to the pharmacist’s dis¬ 
cretion. You will have forfeited your 
right to prescribe as you see fit. Pre¬ 
serve your rights. Specify that you will 
accept no substitution. 


When you accept 
no substitutes... 

• You ensure that your patient re¬ 
ceives exactly that product you have 
specified on your prescription 

• You choose the quality of the prod¬ 
uct dispensed to your patient 

• You can exercise the right to select 
a product based upon its proven thera¬ 
peutic performance and to select a 
manufacturer that stands behind its 
brand name or generic product 

• You can support the kinds of re¬ 
search programs that are vital to new 
drug discovery and development 

• You can help sustain important 
physician, pharmacist and patient 
education services supported by in¬ 
novative, research-oriented firms 


For complete information on the drug substitution law effective in your 
state, please consult your local Pfizer Representative. 


© 1978, Pfizer Inc. 
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Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 



Bacitracin 


Staphylococcus 

Corynebacterium 
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Polymyxin 
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Haemophilus 
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Neosporiri 
Ointment 

(Polymyxin B-Bacitradn-Neomycin) 

This potent broad-spectrum antibacterial 
provides overlapping action to help combat 
infection caused by common susceptible pathogens 
(including staph and strep). The petrolatum base 
is gently occlusive, protective and 
B enhances spreading. 


Wellcome 


Burroughs Wellcome Co. 

Research Triangle Park 
North Carolina 27709 


In vitm overlapping antibacterial action of 
Neosporin* Ointment (polymyxin B-badtrarin-neomydn). 


Ointmenf 

(Polymyxin B-Bacitracin-Neomycin) 


Each gram contains: Aerosporin* brand Polymyxin B 
Sulfate 5,000 units; zinc bacitracin 400 units; neomycin 
sulfate 5 mg (equivalent to 3.5 mg neomycin base); 
special white petrolatum qs; in tubes of 1 oz and 1/2 oz 
and 1/32 oz (approx.) foil packets. 

WARNING: Because of the potential hazard of nephro¬ 
toxicity and ototoxicity due to neomycin, care should be 
exercised when using this product in treating extensive 
burns, trophic ulceration and other extensive conditions 
where absorption of neomycin is possible. In burns 
where more than 20 percent of the body surface is 


affected, especially if the patient has impaired renal 
function or is receiving other aminoglycoside anti¬ 
biotics concurrently, not more than one application a 
day is recommended. 

When using neomycin-containing products to control 
secondary infection in the chronic dermatoses, 
it should be borne in mind that the skin is 
more liable to become sensitized to many substances, 
including neomycin. The manifestation of sensitization to 
neomycin is usually a low grade reddening with swelling, 
dry scaling and itching; it may be manifest simply as 
failure to heal. During long-term use of neomycin- 
containing products, periodic examination for such 
signs is advisable and the patient should be told to 
discontinue the product if they are observed. These 
symptoms regress quickly on withdrawing the medica¬ 
tion. Neomycin-containing applications should be 
avoided for that patient thereafter. 


PRECAUTIONS: As with other antibacterial preparations, 
prolonged use may result in overgrowth of nonsus- 
ceptible organisms, including fungi. Appropriate measures 
should be taken if this occurs. 

ADVERSE REACTIONS: Neomycin is a not uncommon 
cutaneous sensitizer. Articles in the current literature 
indicate an increase in the prevalence of persons 
allergic to neomycin. Ototoxicity and nephrotoxicity 
have been reported (see Warning section). 

Complete literature available on request from Profes¬ 
sional Services Dept. PML. 







Physicians: ‘comfort always’ but remember 

Iatrogenic addiction no less devastating because it’s legal 


Abraham J. Twerski, M.D. 


Many people are initiated to the use of addicting sub¬ 
stances by the legitimate prescription of well-meaning 
physicians. Dr. Twerski thinks the consequences of 
such addiction are no less devastating than those in the 
drug subculture. 


E arly in the course of our medical 
training we were advised that, as 
physicians, it would be our fortune "to 
cure sometimes, to comfort always.” 
This is and should remain the credo of 
every physician, but I believe there is 
need for some elaboration on the latter 
part of the axiom. 

Working in treatment of addictive 
conditions, I have become aware of the 
large number of persons whose initia¬ 
tion into the use of addicting sub¬ 
stances came about not by street drugs 
but by legitimate prescription by 
well-meaning physicians. The con¬ 
sequences of this addiction may be no 
less devastating than that occurring 
in the drug subculture. 

Take, for example, the case of a 45- 
year-old upper-level business execu¬ 
tive who finds his capacity to function 
seriously impaired by consumption of 
twenty Percodans daily, plus several 
capsules of a hypnotic drug for sleep. 
He is now confronted by a crisis 
wherein his superiors question his 
ability to remain in a responsible 
planning position in a major corpora¬ 
tion, and whose suspicions will hardly 
be relieved when he takes a five- or 
six-week leave of absence to withdraw 
from the drugs and begin intensive 
therapy to strengthen his adaptability 
for coping without recourse to mood- 
altering medications. 


The referring physician, who had 
three years earlier prescribed the 
analgesic for severe recurrent head¬ 
aches and the sedative for insomnia 
and who expressed a feeling of respon¬ 
sibility for the addiction, certainly 
was not aware that his efforts to pro¬ 
vide relief from distressing symptoms 
would result in jeopardizing the man’s 
career. It behooves us, therefore, to 
take a careful look at the use of these 
medications, and I believe it will be 
helpful to consider the subject from 
three aspects: substances, indications, 
and persons. 

Substances 

It can be categorically stated that 
psychological dependence or habit¬ 
uation can occur with any drug, re¬ 
gardless of its pharmacologic effects. I 
have known persons who were unable 
to function without use of massive 
doses of ascorbic acid or aspirin. While 
these drugs have no mood-altering ef¬ 
fects and induce no physical with¬ 
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drawal signs after cessation, the per¬ 
son can develop a feeling of anxiety or 
panic when they are discontinued. In 
these instances, habituation or de¬ 
pendence is apt to be on medication 
qua medication rather than on any 
pharmacological effect of the sub¬ 
stance. One man, for example, pan¬ 
icked when he ran out of his tran¬ 
quilizers and began taking his wife’s 
Premarin. Although the use of a 
pharmacologically inert substance 
may do no physiological harm, it is 
cause for concern because it indicates 
a psychological need for which the 
person is utilizing an inappropriate 
adaptive mechanism. 

Drugs that have mood-altering or 
sedative effects generally are capable 
of causing physical as well as psycho¬ 
logical dependence. Most commonly 
prescribed tranquilizers (e.g., diaz¬ 
epam, chlordiazepoxide, mep¬ 
robamate, etc.) and virtually all hyp¬ 
notics (e.g., methaqualone, glu- 
tethimide, methyprylon, barbi¬ 
turates) are addictive drugs in the 
true sense. Persons who have taken 
larger doses for a period of time de¬ 
velop tolerance to them and, when dis¬ 
continued, can have full-blown with¬ 
drawal reactions, with classic de¬ 
lirium tremens and grand-mal sei¬ 
zures. 

Too often new tranquilizers or seda- 
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Dyazide 

Each capsuT^ontains 50 mg. of Dyrenium" (brand of 
triamterene) and 25 mg. of hydrochlorothiazide. 

Makes Sense in 
Hypertension* 


Before prescribing, see complete prescribing informa¬ 
tion in SK&F Co. literature or PDF?. A brief summary 
follows: 


Warning 

This drug is not indicated for initial therapy of edema 
or hypertension. Edema or hypertension requires 
therapy titrated to the individual. If this combination 
represents the dosage so determined, its use may 
be more convenient in patient management. Treat¬ 
ment of hypertension and edema is not static, but 
must be reevaluated as conditions in each patient 
warrant. 


Contraindications: Further use in anuria, progressive 
renal or hepatic dysfunction, hyperkalemia Pre-existing 
elevated serum potassium Hypersensitivity to either 
component or other sulfonamide-derived drugs 
Warnings: Do not use potassium supplements, dietary 
or otherwise, unless hypokalemia develops or dietary 
intake of potassium is markedly impaired. If supple¬ 
mentary potassium is needed, potassium tablets should 
not be used Hyperkalemia can occur, and has been 
associated with cardiac irregularities. It is more likely in 
the severely ill, with urine volume less than one liter/day, 
the elderly and diabetics with suspected or confirmed 
renal insufficiency. Periodically, serum K+ levels should 
be determined. If hyperkalemia develops, substitute a 
thiazide alone, restrict K+ intake. Associated widened 
QRS complex or arrhythmia requires prompt additional 
therapy. Thiazides cross the placental barrier and appear 
in cord blood. Use in pregnancy requires weighing 
anticipated benefits against possible hazards, including 
fetal or neonatal jaundice, thrombocytopenia, other 
adverse reactions seen in adults. Thiazides appear and 
triamterene may appear in breast milk. If their use is 
essential, the patient should stop nursing. Adequate 
information on use in children is not available. 
Precautions: Do periodic serum electrolyte determina¬ 
tions (particularly important in patients vomiting exces¬ 
sively or receiving parenteral flu.cis). Periodic BUN and 
serum creatinine determinations should be made, 
especially in the elderly, diabetics or those with sus¬ 
pected or confirmed renal insufficiency Watch for signs 
of impending coma in severe liver disease. If spiro¬ 
nolactone is used concomitantly, determine serum K+ 
frequently; both can cause K+ retention and elevated 
serum K + . Two deaths have been reported with such 
concomitant therapy (in one, recommended dosage was 
exceeded, in the other serum electrolytes were not 
properly monitored). Observe regularly for possible 
blood dyscrasias, liver damage, other idiosyncratic 
reactions. Blood dyscrasias have been reported in 
patients receiving triamterene, and leukopenia, throm¬ 
bocytopenia, agranulocytosis, and aplastic anemia have 
been reported with thiazides. Triamterene is a weak folic 
acid antagonist. Do periodic blood studies in cirrhotics 
with splenomegaly. Antihypertensive effect may be 
enhanced in post-sympathectomy patients. Use cau¬ 
tiously in surgical patients. The following may occur: 
transient elevated BUN or creatinine or both, hyper¬ 
glycemia and glycosuria (diabetic insulin requirements 
may be altered), hyperuricemia and gout, digitalis 
intoxication (in hypokalemia), decreasing alkali reserve 
with possible metabolic acidosis. Dyazide' interferes 
with fluorescent measurement of quinidine. 

Adverse Reactions: Muscle cramps, weakness, dizzi¬ 
ness, headache, dry mouth; anaphylaxis, rash, urticaria, 
photosensitivity, purpura, other dermatological condi¬ 
tions; nausea and vomiting, diarrhea, constipation, other 
gastrointestinal disturbances. Necrotizing vasculitis, 
paresthesias, icterus, pancreatitis, xanthopsia and, rarely, 
allergic pneumonitis have occurred with thiazides alone 
Supplied: Bottles of 100 and 1000 capsules; Single Unit 
Packages of 100 (intended for institutional use only). 


SK&F CO. 

a SmithKiine company 

Carolina, P R. 00630 

























































































tives hit the market with claims that 
they are not habit forming; when 
wider use proves this to be untrue, the 
unwary physician may retain a false 
sense of security from the initial im¬ 
pression of safety. This is particularly 
true of analgesics. Remember that 
heroin was initially promoted as a 
non-addictive substitute for mor¬ 
phine! 

In more recent years, there have 
been many cases of addiction to pen¬ 
tazocine, which was thought to be free 
of addictive properties. We should 


have learned enough from past expe¬ 
riences to consider every tranquiliz- 
ing, sedating, or pain-killing drug as 
potentially addicting until years of 
experience prove otherwise. 

Indications 

It might appear that indications for 
use of these substances are relatively 
simple: tranquilizers for anxiety, 
hypnotics for insomnia, and anal¬ 
gesics for pain. This is simply not 
true. It is an excellent philosophical 
position that the physician should 
intervene as physician only in the 
presence of illness. 

Various feelings of discomfort 
which are not manifestations of illness 
may occur in daily life, and there is 
generally no justification for prescrib¬ 
ing medication in such cases. For 
example, a woman who is grief- 
stricken by death of her husband may 
not wish to eat, may cry, and may not 
be able to sleep well. These are man¬ 
ifestations of normal grief and sorrow, 
and are healthy responses to a per¬ 
sonal loss. The physician has an im¬ 
portant role as a sentient, empathic 
human to provide whatever personal 
comfort and support he can, but this is 
no time to administer chemicals that 
will numb painful but normal feel¬ 
ings. 


A person may be anxious because of 
a challenge at work, for example, and 
this anxiety may be very appropriate. 
Contrary to what the TV commercials 
say, one should not take a drug simply 
because one’s nerves are "just a little 
edgy,” or because one cannot fall 
asleep within fifteen minutes. The 
physician must be able to distinguish 
normal anxiety from pathological 
anxiety. A drug is not an appropriate 
method of dealing with normal anxi¬ 
ety, anymore than it is of dealing with 
normal hunger or thirst. 


Pathological anxiety is indeed an 
abnormal phenomenon, and can be 
diagnosed when there appears to be no 
real cause for the occurrence of anxi¬ 
ety, for example, when the patient 
complains of anxiety attacks occur¬ 
ring "out of the blue,” or on being in a 
room with the door closed, or on enter¬ 
ing among a crowd. Here we must 
question whether the tranquilizing 
medication is the appropriate treat¬ 
ment. 

We would all sharply condemn ad¬ 
ministration of morphine to a person 
with severe abdominal pain, for al¬ 
though the pain would be relieved the 
patient would likely go on to perfora¬ 
tion or infarction of a viscus. Pain¬ 
killing medication may be used after a 
diagnosis has been established and 
definitive treatment planned, as when 
the physician has diagnosed acute 
cholecystitis or while the patient 
awaits surgery for acute appendicitis. 
However, analgesics that simply re¬ 
move pain may conceal symptoms and 
permit progression of pathology to 
disastrous consequences. 

Pathological anxiety, too, is an indi¬ 
cation that something is wrong, and 
simply covering up the symptoms 
without doing something to correct 
the pathology permits it to progress 
undetected with detrimental results. 
Like morphine, tranquilizers may 


have their use for symptomatic relief 
while appropriate steps are being 
taken to treat the underlying illness, 
but not otherwise. In a word, where 
normal anxiety exists, tranquilizers 
are not indicated because they are not 
needed, and may actually inhibit the 
person’s constructive adaptation. In 
pathological anxiety tranquilizers are 
not indicated because they are inade¬ 
quate treatment unless they are part 
of a comprehensive therapeutic plan. 

Tolerance is a phenomenon as im¬ 
mutable as the law of gravity. There 
may be individual variations of time 
and degree of tolerance development, 
but with most tranquilizers and virtu¬ 
ally all hypnotics and potent an¬ 
algesics development of tolerance is 
unavoidable. The question the physi¬ 
cian must ask himself in prescribing 
these drugs in response to a patient’s 
complaint is, "At what point do I plan 
to discontinue this drug?” If he cannot 
see an end point, he should be most 
cautious about beginning. 

The physician who prescribes a nar¬ 
cotic for the pain of acute cholecystitis, 
for example, knows that the attack 
will run its course after several days 
and there will be no need for extended 
use of the drug. However, if the pa¬ 
tient presents with a complaint of re¬ 
current severe headache for which no 
cause can be demonstrated, there is no 
reason to think there will be a lesser 
need for an analgesic in one month, or 
six months, or one year. Because pa¬ 
tients develop tolerance to potent 
analgesics, dosage must be increased 
to obtain the same effect, and it is 
these patients that present serious 
addiction problems. 

The same is true of insomnia. Un¬ 
less the physician has adequate 
grounds to assume the patient’s sleep 
will somehow improve within a brief 
period of time, prescription of hyp¬ 
notics is an invitation to addiction. 

The physician may be placed in an 
uncomfortable position by the patient 
who insists on relief of symptoms via 
medication. Yet is the physician’s 
duty to treat the illness, not to respond 
to patient’s requests when they are not 
medically justified. If the physician 
feels ill at ease because he cannot sat¬ 
isfy the patient, then the prescription 
of the medication is to make the physi¬ 
cian more comfortable rather than to 
help the patient. 


The physician must be able to distinguish normal anxi¬ 
ety from pathological anxiety. A drug is not an appropri¬ 
ate method of dealing with normal anxiety, anymore 
than it is of dealing with normal hunger or thirst. 
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We have all experienced the sense of 
frustration when a patient says, "Doc¬ 
tor, I am continuing to have trouble, 
and you are not helping me.” I sympa¬ 
thize with physicians who find them¬ 
selves in a position in which they must 
say, "My examination and tests have 
not revealed any condition which I can 
treat, and I am sorry that I cannot help 
you.” Many patients believe that the 
physician is a magician, if not God¬ 
like, and must be able to do something. 

Sometimes our own personality 
problems result in feelings of omnipo¬ 
tence which make it difficult to say, 
"There is nothing I can do for your 
discomfort.” However, we should not 
prescribe addictive substances be¬ 
cause of our own needs, but only be¬ 
cause of the medically established 
needs of the patient. We all condemn 
the unscrupulous physician who sells 
a narcotic or sedative prescription for 
monetary gain. Is it any different if he 
prescribes the substances because of 
his own sense of frustration at being 
unable to find a condition which can be 
definitively treated? 

Many physicians are adept at com¬ 
forting a patient by reassuring him 
that serious organic pathology is not 
present, that some distressing symp¬ 
toms diminish and clear after a 
period of time, and that the apparently 
easy solution of using potent medi¬ 
cations for symptomatic relief carries 
with it a high risk of addiction. 

Some physicians are able to explore 
other factors of the patient’s life which 
may be etiologic in formation of the 
symptom, and thereby provide an in¬ 
valuable psychological therapy. Due 
to time limitations in a busy physi¬ 
cian’s schedule and the refractoriness 
of some patients to accept reassur¬ 
ance, some patients will be unsatisfied 
with these approaches. Nevertheless, 
even in these circumstances there is 
no justification for subjecting the pa¬ 
tient to a risk of addiction. 

There are conditions in which the 
physician may knowingly addict the 
patient. Persons with incurable 
malignancies may, of course, justifi¬ 
ably be addicted. I have as a patient a 
70-year-old male who was a chronic 
abuser of alcohol and sedatives. Ef¬ 
forts at maintaining him drug-free 
failed, and I then advised the patient 
(by certified mail) that I would pre¬ 
scribe his medication with the condi¬ 


tion that he take the medication only 
as prescribed, and that any use of al¬ 
cohol or medication other than as pre¬ 
scribed would terminate my relation¬ 
ship with him. He is seen at the office 
every two weeks and is given unrefill- 
able prescriptions each time for a 
small amount of sedative medication. 
His records document exactly how 
many pills he has received over a 
period of time. He reports to work 
daily, and I have reliable reports from 
a cooperative family that he is not re¬ 
ceiving medication from any other 
source, legitimate or illegitimate. 
Under these conditions, I am know¬ 
ingly maintaining this person in 
addiction. Iatrogenic addiction, where 
the physician unknowingly contrib¬ 
utes to the patient’s drug problems, is 
to be condemned. 


Finally, the person. There is one 
group that must be considered exceed¬ 
ingly high addiction risks. These are 
people who have a history of previous 
addiction to any drug, and most com¬ 
monly alcohol. Ethanol is a sedative 
drug, and a person who has abused or 
become dependent on alcohol will gen¬ 
erally do the same with any other sed¬ 
ative or tranquilizing substance. Pa¬ 
tients who are dependent on alcohol 
may request that they be given "some¬ 
thing for nerves” so that they can stop 
drinking. 

Medical treatment for alcohol with¬ 
drawal, if not done in a hospital, 
should be carried out with utmost cau¬ 
tion at home and drugs should be ad¬ 
ministered only for the duration of the 
withdrawal. These patients cannot 
safely be given a substitute substance 
for alcohol beyond the immediate 
withdrawal phase. 

In addition to consideration of the 
medical issues, the physician must 
also be concerned about medical-legal 


aspects of this problem. An attorney 
was hospitalized after suffering sev¬ 
eral grand-mal convulsive seizures, 
and it was subsequently established 
that these were a result of his with¬ 
drawal from chlordiazepoxide. The 
history revealed he had been a regular 
drinker and, at his wife’s insistence, 
consulted a physician for treatment of 
alcoholism. He advised the physician 
that he would be able to abstain from 
alcohol if there were something to 
keep him from having the "shakes.” 
The physician prescribed chlordi¬ 
azepoxide, 25 mg t.i.d., and made 
no referral for counseling or participa¬ 
tion in an alcohol recovery program. 
The patient found that this dosage was 
sometimes insufficient, and gradually 
progressed to a total of 150 mg daily. 
After several months he went with his 


wife on vacation, but forgot to take his 
medication along. On the fourth day, 
he had two grand-mal convulsive 
seizures. 

Upon realizing that his seizures 
were a phenomenon of withdrawal 
from chlordiazepoxide, the attorney 
threatened to sue the physician for 
malpractice. His statement was, "I en¬ 
tered the doctor’s office addicted to al¬ 
cohol, and left there addicted to al¬ 
cohol plus this other stuff.” The pre¬ 
scription had been refillable, and the 
patient claimed he had no knowledge 
that the medication could be addict¬ 
ing. 

In summary, then, we must care¬ 
fully re-examine our commitment "to 
comfort, always.” We must certainly 
exhaust every possible way of safely 
comforting persons in distress. The 
person suffering mental or physical 
pain generally desires immediate 
comfort, and may be seeking a simple 
solution to a difficult problem. As 
physicians, we must be wary of falling 
into the trap of looking for simple solu¬ 
tions to very complex and difficult 
problems. □ 


We condemn the unscrupulous physician who sells 
drugs for monetary gain. Is it any different if he pre¬ 
scribes them out of frustration at being unable to un¬ 
cover a treatable condition? 
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Legal counsel reports 

t Court decision may extend statute of limitations ^ 

Fred Speaker, Esq. 


Despite its success on the playing 
field, the Philadelphia Phillies team 
has lost a big one. A decision, filed 
June 5, 1978 by the United States 
Court of Appeals for the Third Circuit 
in the case of Bayless v. Philadelphia 
National League Club, has held that 
the statute of limitations period in 
medical malpractice cases runs from 
the time a patient knows or rea¬ 
sonably should know the cause of the 
injury. 

The patient, Patrick Bayless, began 
his professional career as a pitcher for 
a Phillies’ minor league team in 1966. 
Five years later he began to experi¬ 
ence severe pain in his back and right 
leg, and he was treated by the team 
physician with massive doses of De- 
cadron, Xylocaine, and Butazolidin. 
His pitching grew worse, and later 
that season the Phillies released him. 

Soon thereafter he collapsed; in Sep¬ 
tember 1971 he developed a severe de¬ 
pression and acted erratically, leading 
to confinement in mental institutions 
on several occasions. His diagnosis as 
a paranoid schizophrenic, a condition 
he claims was started by the drugs he 
was given, led him to sue the Phillies 
for damages. He started suit in 1976, 
more than five years after having been 
given the drugs, more than three years 


after having been discharged from a 
state hospital as a paranoid schizo¬ 
phrenic, but less than two years after 
he learned the cause of that condition. 

The trial court, relying on the Penn¬ 
sylvania statute that provides: 

Every suit hereafter brought to 
recover damages for injury 
wrongfully done to the person . .. 
must be brought within two years 
from the time when the injury was 
done and not afterwards. ... [12 
P.S. §34] 

ruled that the time started running 
the moment the patient knew of his 
mental illness. The federal appellate 
court reversed this decision, holding 
the statute of limitations would begin 
running only when the patient knew 
of the injury and what caused it: 

If common sense and reason dic¬ 
tate that the limitation period is 
not to run at least until a plaintiff 
knows that he has been hurt, see 
Ayers v. Morgan, 1 then it should 
not rim until he can reasonably 
determine what or who hurt him. 


Mr. Speaker is a partner in the law firm 
of Pepper, Hamilton & Scheetz, which 
serves as the State Society's legal 
counsel. 


Ordinarily, the two events will 
occur simultaneously, but this 
need not always be so. 

The appellate court began its analy¬ 
sis with a consideration of the Ayers 
case, in which it had been determined 
that the statute of limitations period 
began with the discovery of a sponge 
left in the patient’s body nine years be¬ 
fore. It then turned to the holding in 
Irrera v. Southeastern Pennsylvania 
Transportation Authority , 2 which 
stated that the period began to run 
upon discovery "of the negligence or 
its causes.” 3 The federal appellate 
court, however, apparently based its 
decision on the holding of another fed¬ 
eral court 4 which found that the stat¬ 
ute began to run when the patient 
should have learned facts that bore 
some causative relationship to the in¬ 
jury. 

The decision in the latest Phillies 
case is potentially disturbing. It can be 
interpreted as greatly extending the 
statute of limitations beyond the tra¬ 
ditional two years. Its development 
should be carefully monitored. 


1.1 397 Pa. 282 (1959). 

2.1 231 Pa. Super. 508 (1974). 

3.1 Id. at 520. 

4.1 Gemignani v. Philadelphia Phillies National League 
Baseball Club, Inc., 287 F. Supp. 465 (E.D. Pa. 1967). 


To.. 


Parents recover damages for birth of mongoloid child 


There is no tort of "wrongful birth” 
in Pennsylvania, but parents may re¬ 
cover damages for the birth of a mon¬ 
goloid child. This was the holding 1 of a 
state court in Philadelphia this past 
summer. 

The case arose after the mother, 
fearful because of prior family history, 
underwent an amniocentesis to de¬ 
termine whether the fetus she was 
carrying had a genetic defect known as 
Down’s syndrome. The defendants, a 
physician and a hospital, reported that 
the results of the amniocentesis was 
normal, the mother had no abortion 
performed, and the child was delivered 
with Down’s syndrome. 


The Court held that the child had no 
cause of action, that the defendants 
owed no duty to the unborn child, and 
that there was no causal link between 
the injuries alleged and the legal 
theory of damages proposed. The 
Court reviewed two New York cases, 
distinguishing one 2 because in that 
case the defendants actually physi¬ 
cally injured the fetus, and disapprov¬ 
ing of the other 3 because it errone¬ 
ously stated that there is a "funda¬ 
mental right of a child to be born as a 
whole functional human being.” The 
Court stated: 

The traditional theory of dam¬ 
ages in a tort case is made on the 


■^he 


basis of a comparison betweerTtne 
position the minor plaintiff would 
have been in, had the defendants 
not committed the act causing the 
injury, and the position in which 
the minor plaintiff presently finds 
himself. Applying this rule to the 
case at hand we are left compar¬ 
ing whether nonexistence is pref¬ 
erable to life with Down’s syn¬ 
drome genetic defect. Such a com¬ 
parison is a logical absurdity and 
is not actionable at law. 4 
With respect to the parents’ claims, 
however, the Court held that there 
was liability, denying several asser¬ 
tions by the defendants, including the 
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absence of proximate cause and that 
the cause of action would violate pub¬ 
lic policy. The Court considered two 
other Pennsylvania cases 5 and then 
stated: 

Another assertion by defen¬ 
dants is that such a cause of action 
would violate public policy. First, 
it is argued that such an action 
would encourage abortions of all 
borderline fetuses and second, 
that this would encourage societal 
attitudes of genetic purity. To the 
first position we answer that 
under Roe v. Wade, supra, the de¬ 
cision to abort is entirely left to 
the mother, with certain limi¬ 
tations. A doctor’s role in this sit¬ 
uation is to provide the mother 
with proper medical care in aiding 
her in her decision. Defendants’ 
fears that doctors would abort all 
borderline cases in an attempt to 
immunize themselves from law¬ 
suits such as the one at hand is 
misplaced. A doctor, in a case such 
as the present one, need only 
maintain a standard of reason¬ 
able medical care in supplying a 
mother with sufficient medical in¬ 
formation to aid her in her deci¬ 
sion ... With respect to defen¬ 
dants’ second contention, we sim¬ 


ply note that as long as the 
mother’s decision to abort is pro¬ 
tected by the constitution, we are 
powerless to consider whether her 
decision is guided by genetic pu¬ 
rity or not. 6 

1.1 Hartmann v. Jackson and Jefferson Medical College of 
Thomas Jefferson University, 1 P.C.R. 227 (1978). 

2.1 Shack v. Holland, 89 Misc. 2d 78, 389 N.Y.S. 2d 988 
(1976). 

3.1 Park v. Chessin, 88 Misc. 2d 222, 387 N.Y.S. 2d 204, 
modified, 400 N.Y.S. 2d 110 (1977). 

4.! Hartmann v. Jackson and Jefferson Medical College of 


The American Academy of Pe¬ 
diatrics, with over 15,000 members, 
has announced a national program to 
"cause consciousness-raising across 
the American community concerning 
the total health and welfare of all its 
children.” 

Saul J. Robinson, MD, president of 
the AAP, said the effort is called Speak 
up for Children! The program will 
begin in January 1979, designated by 
the United Nations as the Interna¬ 
tional Year of the Child. 

The national program will seek to 
make use of volunteer pediatricians to 
educate the public about child health 
issues. While the program hopes to in¬ 
crease awareness about the full range 


There was no decision on the 
amount of damages to be awarded 
since the Court stated its belief that a 
trial judge could determine the proper 
elements of damage with examination 
of the full evidence of the case. 

Thomas Jefferson University, supra at 235. 

5.1 Gildinerv. Thomas Jefferson University Hospital, C.A. 
No. 75-3578 (E.D. Pa. filed May 26, 1978); Speck v. 
Feingold, No. GD 76-07752, (Court of Common Pleas of 
Allegheny County filed July, 1976) 

6.1 Hartmann v. Jackson and Jefferson Medical College of 
Thomas Jefferson University, supra at 233. 


of issues affecting children, it focuses 
most heavily on four subject areas: 

• Accident Prevention —because 
accidents are the greatest cause of suf¬ 
fering and death among American 
children. 

• Health Education —because effec¬ 
tive education for children, adoles¬ 
cents and their families can contribute 
to happier, healthier lives. 

• Immunization —because children 
must be protected against supposedly 
"conquered” diseases still capable of 
producing epidemics. 

• Nutrition —because good nutrition 
starting at conception and continuing 
through adulthood is basic to a 
healthy, productive life. 


Academy of Pediatrics announces new program 


Partner wanted in an incorporated partnership of a recently estab¬ 
lished gastroenterology office and gastroenterology service in the 

hospital. It is the only gastroenterology service in the community. 

After only one year, the original gastroenterologist is already too 

busy and in need of a partner. 

Practice restricted to Gastroenterology. 

JOB DESCRIPTION-ASSOCIATE GASTROENTEROLOGIST 

Position: Gastroenterologist 

Appointment: Primarily in private practice, active staff of the 
division of gastroenterology - department of internal medicine 
of the Conemaugh Valley Memorial Hospital as attending 
physician. 

Position Description: Appointed as an attending in gastroenterol¬ 
ogy. 

Responsibilities: Office management of patients with an inpatient 
gastroenterology service. The physician is expected to partici¬ 
pate in residency training programs, do endoscopy and assist 
in the training of technicians and nurses including student 
nurses. The physician is expected to assume full responsibility 
for active staff participation in the hospital and for teaching and 
participation in the academic programs. 

Remuneration: Participation in an incorporated partnership. 

Apply to: James E. Richey, M.D. 

1111 Franklin Street 
Johnstown, Pennsylvania 15905 
(814) 535-2511 
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Current Yield 
TAX FREE 
MUNICIPAL BONDS 


Call Collect: (717) 233-5766 G. Thomas Weber 

or: (717) 233-5761 Fixed Income Coordinator 


LOEB RHOADES, HORNBLOWER & CO. 

Members New York Stock Exchange 
Brokers in all Pennsylvania Municipal Bonds 


Please send information on above 
Please send current offering sheet 
Please send information on: 

□ Tax shelters □ Pension funds 

□ Gold □ U.S. Government securities 

□ No-load money market fund □ Insured Pennsylvania 

□ Investment advisory service tax free trust 

□ _ 

We invite serious inquiries 


NAME_ 

ADDRESS _ 

CITY _STATE_ZIP 

TELEPHONE: HOME_BUSINESS . 


Loeb Rhoades 
Hornblower 


Attn: G. Thomas Weber, FIC 
P.O. Box 1015 
212 Locust St. 
Harrisburg, PA 17108 

















It makes sense to use 
the PMS Credit Union. 

Whether it’s a skiing trip to Vermont, paying college tuition, 
or meeting tax bills, the PMS Credit Union works for you. 


Get a loan up to $1,500 with only your signature. 
No collateral! 


Larger loans for cars, furniture, and more are also available. 


PMS Credit Union 
membership is 
open to all PMS 
members, their 
families, 
employes, 
and employes’ 
families. 


Fill out coupon and mail today! 

PENNSYLVANIA MEDICAL SOCIETY CREDIT UNION 

20 Erford Rd., Lemoyne, PA 17043 Phone (717) 763-7151 

Yes, I am interested in PMS Credit Union loans and membership. Please send me more 
information today. 

I know_other persons who also want information about the PMS Credit Union. 

NAME: _PHONE: i _)_ 

ADDRESS: _ areac ° de _ 

CITY: _STATE: _ZIP:_ 





















Oral Suspension 

250 mg. /5 ml. 
100 and 200-ml. 
sizes 


Keflex 

cephalexin 


Additional information available to the profession on request. 
Eli Lilly and Company 
Indianapolis, Indiana 46206 
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editorials 


)we should be doing both’;. 

The "safe-cigarette” controversy that has recently made 
the headlines has skyrocketed a little known NIH re¬ 
searcher, Gio B. Gori, PhD, to fame—or infamy— 
depending upon your point of view. His report has won 
cautious approval from some and absolute opposition from 
others. Surprisingly, the American Cancer Society voiced 
cautious approval. After first warning that there is no such 
thing as a "safe cigarette” the Society commented, "Switch¬ 
ing from high tar and nicotine cigarettes is at least a small 
step in the right direction for those who continue to smoke.” 
Conversely, the surgeon general, the director of the Na¬ 
tional Cancer Institute, and the director of the National 
Heart, Lung and Blood Institute decidedly opposed the 
report. Julius B. Richmond, M.D., surgeon-general and as¬ 
sistant HEW secretary stated, "There is no known safe 
level of smoking of any cigarette of any type. No one should 
be misled by Dr. Gori’s study into the belief that there is 
some way that one can adjust one’s smoking habits and the 
cigarettes one smokes and thus avoid all health risks. Stop¬ 
ping completely, on the other hand, has a dramatic benefi¬ 
cial effect.” 

Some people have alleged that political haymaking was 
involved in the release of this federally funded research, 
especially since the government subsidizes the tobacco 
industry and may welcome an escape from this tight situa¬ 
tion. While that may be true for others, Dr. Gori has re¬ 
mained firm regarding the conclusions of his study, which 
he believes has been misconstrued. "Out data have been 
misinterpreted. What we are saying is that when the new 
low-toxic cigarette brands can reduce the risk of mortality 
among smokers so that it is less than two-to-one in relation 
to non-smokers, then the difference in mortality rates may 
become epidemiologically undesirable. This means that the 
habit may become tolerable from a statistical standpoint.” 

Dr. Gori also has been misquoted. Nowhere in his paper, 
which appears in the September 15, 1978, issue of the 
Journal of the American Medical Association does he refer 


to cigarettes as safe. Neither does he say that by switching 
to low tar and nicotine cigarettes that all risks will be 
avoided. What his paper really says is that we have devel¬ 
oped less hazardous cigarettes than the pre-1960 era and 
that we have the technology to even further define and 
reduce the toxic constituents of cigarettes. His conclusion 
that a move to less hazardous cigarettes may have the 
potential to reduce smoking-associated diseases, may have 
some merit. Simply to reject the study as unacceptable 
because it does not reiterate the approved conclusions and 
opinions is absurd. To misinterpret and misquote the mate¬ 
rial based upon emotional reaction and without proper 
study is to compound the absurdity. 

This is not the first paper that Dr. Gori has produced on 
the subject of less hazardous cigarettes. A similar one ap¬ 
peared in the December 17,1976, issue of Science, entitled 
"Low Risk Cigarettes: A Prescription.” In the two years 
between publications, neither the message nor the conclu¬ 
sions have changed radically. Although we have had anti¬ 
smoking campaigns, a large number of Americans continue 
to smoke. By removing toxic constituents from cigarettes 
and by reducing the total intake of smoke, the risk of 
smoking-associated disease for smokers possibly may ap¬ 
proach that of non-smokers. 

Dr. Gori has been quoted, "I do not see why we should 
have to choose between educating against cigarette smok¬ 
ing and developing a less hazardous cigarette. We should be 
doing both.” And further, "I am not advocating that people 
should smoke. The only totally safe cigarette is a cigarette 
that is not lit.” 

Tobacco is a vice in which man has indulged for some 500 
years. It is not an easy habit to break, as anyone who has 
ever been "hooked on the weed” will tell. It just may be that 
less hazardous cigarettes are a partial answer. It may also 
be that they are not. 

David A. Smith, MD 
Medical Editor 


Emergency Medicine 
Practice Tract Program 


New opportunity to combine FFS clinical activity and 
formalization of continuing education: 

Career oriented emergency physicians combine FFS 
clinical activities in the Philadelphia area with docu¬ 
mented CME credits via the Practice Tract Program. Also 
receive ACLS certification of procedures leading to ap¬ 
plication for board examination in emergency medicine. 
Competitive minimum guarantee and potential clinical 


medical school faculty appointments available. Continu¬ 
ing education credits awarded through the Emergency 
Medicine Residency Program at Medical College of 
Pennsylvania. 

Contact EMSS, Inc., (215) 242-4707, or send CV to 
Richard J. Murphy, M.D., or David K. Wagner, M.D., 
Emergency Medical Specialty Services, Inc., PO Box 
192, Flourtown, PA 19031. 
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DESCRIPTION: Methyltestosterone is 17/^-Hydroxy- 
17-Methylandrost-4-en-3-one. ACTIONS: Methyltesto¬ 
sterone is an oil soluble androgenic hormone. 

INDICATIONS: In the male: 1. Eunuchoidism and 
eunichism. 2. Male climacteric symptoms when these are 
secondary to androgen deficiency. 3. Impotence due to 
androgenic deficiency. 4. Post-puberal cryptochidism 
with evidence of hypogonadism. Cholestatic hepatitis 
with jaundice and altered liver function tests, such as 
increased BSP retention, and rises in SGOT levels, have 
been reported after Methyltestosterone. These changes 
appear to be related to dosage of the drug. Therefore, in 
the presence of any changes in liver function tests, drug 
should be discontinued. PRECAUTIONS: Prolonged 
dosage of androgen may result in sodium and fluid 
retention. This may present a problem, especially in 
patients with compromised cardiac reserve or renal 
disease. In treating males for symptoms of climacteric, 

When - 

impotence 

is due tolandrogenic deficiency. 



Methyltestosterone U.S.R Tablets 


A well absorbed oral androgen. 


avoid stimulation to the point of increasing the nervous, 
mental, and physical activities beyond the patient's 
cardiovascular capacity. CONTRAINDICATIONS: 
Contraindicated in persons with known or suspected 
carcinoma of the prostate and in carcinoma of the male 
breast. Contraindicated in the presence of severe liver 
damage. WARNINGS: If priapism or oiher signs of 
excessive sexual stimulation develop, discontinue 
therapy. In the male, prolonged administration or 
excessive dosage may cause inhibition of testicular 
function, with resultant oligospermia and decrease in 
ejaculatory volume. Use cautiously in young boys to 
avoid premature epiphyseal closure or precocious sexual 
development Hypersensitivity and gynecomastia may 
occur rarely. PBI may be decreased in patients taking 
androgens. Hypercalcemia may occur, particularly during 
therapy for metastatic breast carcinoma. If this occurs, 
the drug should be discontinued. ADVERSE 


REACTIONS: Cholestatic jaundice • Oligospermia and 
decreased ejaculatory volume • Hypercalcemia 
particularly in patients with metastatic breast carcinoma. 
This usually indicates progression of bone metastases • 
Sodium and water retention • Priapism • Virilization in 
female patients • Hypersensitivity and gynecomastia. 
DOSAGE AND ADMINISTRATION: Dosage must be 
strictly individualized, as patients vary widely in 
requirements. Daily requirements are best administered 
in divided doses. The following is suggested as an 
average daily dosage guide. In the male: Eunuchoidism 
and eunuchism, 10 to 40 mg.: Male climacteric symptoms 
and impotence due to androgen deficiency, 10 to 40 mg.; 
Postpuberal cryptorchism, 30 mg. REFERENCE: R. B. 
Greenblatt, M.D.; R. Witherington.l M.D.; I. B. Sipahioglu, 
M.D.: Hormones for Improved Sexuality in the Male 
and the Female Climacteric. Drug Therapy, Sept. 1976. 
SUPPLIED: 5, 10, 25 mg. in bottles of 60, 250. Rx only. 


Additional indications: Replacement therapy. When androgen deficiency is the cause of: 
male climacteric/eunuchoidism, eunuchism/post-puberal cryptorchidism. 



Write for new double-blind study reprints and samples. 

(BWOlWJI THE BROWN PHARMACEUTICAL CO., INC. 

2500 West Sixth Street, Los Angeles, California 90057 
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THE SECOND ANNUAL EDWARD G. 
WATERS GYNECOLOGIC CONFERENCE 

Presented by the Department of Obstetrics and 
Gynecology of the New Jersey Medical School- 
CMDNJ at the Playboy Club Resort Hotel, featuring: 

“SEXUAL COUNSELING WORKSHOP” 
MARCH 1, 1979 and 
“CONTROVERSIES IN GYNECOLOGY” 
MARCH 2-4, 1979 

For further information please contact Herik Cate- 
rini, MD, Department of Obstetrics and Gynecology, 
New Jersey Medical School, 65 Bergen Street, 
Newark, New Jersey. (201) 643-0407 or (201) 
456-4223 


EDUCATIONAL CREDITS: 


AMA Credits Category I: 
ACOG Cognates: 

AAFP Prescribed Credits: 
American Osteopathic 
Association: 

New Jersey Nurses 
Association: 


Sexual 

Counseling 

Workshop 

March 1 

5 

6 
8 
5 


Controversies 
in Gynecology 

March 2-4 

21 

17 

17 

20 

17.5 


Continuing Medical Education Programs 

The Milton S. 

Hershey Medical Center 

January 11-13, 1979 

Advanced Cardiac Life 


Support 

January 13, 1979 

Women in Health Care 
Management 

January 18-19, 1979 

Basic Life Support 
(Instructor) 

January 25, 1979 

An Introduction to 

Family Therapy 

February 1, 1979 

Stress Control & Health 
Care Personnel 

March 9-11, 1979 

Office Practice Update - 
Hershey Poconos 

March 1, 1979 

Pediatrics Day 

March 2-3, 1979 

Temperament as a 

Factor Affecting the 
Family System: 

Research and 
Application 

March 21, 1979 

Time Management for 
Medical Secretaries 

April 23-27, 1979 

Emergency Medicine “B” 

April 30 - 

Week Long F & C 

May 4, 1979 

Medicine Review 

For further information, write or telephone Sandy Sweger, 

Continuing Medical Education, The Milton S. Hershey Medical 

Center, PA 17033, Telephone (717) 534-8898. 


<SH 


The Children’s Hospital of Philadelphia 
1979 Continuing Education Programs 
Pediatrics 


Pediatric Urology for 
the Primary Care Physician 

Wednesday, February 21 
8 a.m. - 5 p.m. 

Tuition: $50.00 

Management of Fluid and 
Electrolyte Problems 

Friday and Saturday, March 23 and 24 
Friday: 8 a.m. - 5 p.m. 

Saturday: 8 a.m. - 1 p.m. 

Tuition: $75.00 


Pediatric Anesthesia and 
Intensive Care 

Tuesday thru Friday, April 3 to 6 
8 a.m. - 5 p.m. daily 
Tuition: $300.00 

Epilepsy and Other Paroxysmal 
Disorders 

Friday and Saturday, May 18 and 19 
Friday: 8 a.m. - 5 p.m. 

Saturday: 8 a.m. - 1 p.m. 

Tuition: $75.00 


Pediatric Refresher Course 

Monday thru Thursday, June 4 to 7 
8 a.m. - 5 p.m. daily 
Tuition: $225.00 

Certification of attendance will be provided. These courses are acceptable for Category I Credits of 
the American Medical Association. 

For Information: Dr. Patrick S. Pasquariello, Jr., Director of Continuing Education, The Children’s 
Hospital of Philadelphia, One Children’s Center, 34th & Civic Center Boulevard, Philadelphia, 
Pennsylvania 19104 
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new members 


ALLEGHENY COUNTY: 

C. Daly, M.D., General Surgery, 4401 Penn Ave., Pittsburgh 15224 

ARMSTRONG COUNTY: 

T. Alimario, M.D., Psychiatry, Med. Arts Bldg., Ste. 1, Kittanning 16201 

BERKS COUNTY: 

Juan E. Kraljevic, M.D., Internal Medicine, 1515 Hill Rd., Apt. 814, Reading 19602 
P. Pomerantz, M.D., Internal Medicine, 1019 Franklin St., Reading 19602 

BRADFORD COUNTY: 

Vance A. Good, M.D., Internal Medicine, Box 121, R.D. #3, Troy 16947 
William R. McClintic, D O., Family Practice, 7 Fallbrook St., Troy 16947 

BUCKS COUNTY: 

Preet M. Batra, M.D., Family Practice, 708 Wright Dr., Maple Glen 19002 
Joseph C. Eberhart, M.D., Family Practice, 824 Duchess Dr., Yardley 19067 
Louis D. Ellis, D O., Radiology, P.O. Box 2202, Warminster 18974 
Romulo G. Gestoso, M.D., Family Practice, 912 Old Orchard Ln., Bristol 19007 
Thomas J. Leichner, Jr., M.D., General Surgery, 81 Mill Creek Dr., Holland 18966 
Herbert J. Luscombe, M.D., Family Practice, 187 Price Dr., Morrisville 19067 
Jayantilal R. Patel, M.D., Family Practice, Apt. D18, 20000 New Rodg., Rd., Levittown 
19056 

Edward F. Poole, M.D., Ophthalmology, 804 Yardley Commons, Yardley 19067 
Corazon R. Rodriquez, M.D., Family Practice, 3201 Glendale Dr., Cornwells Heights 
19020 

Douglas L. Sheldon, M.D., Family Practice, 6823 Crittenden St., Philadelphia 19119 
Nisha Singh, M.D., 40 Westshire Commons, Langhorne 19047 
Siew L. Tso, M.D., Family Practice, 1434 Woodview Apts., Cornwells Heights 19020 
Thomas F. Urbaniak, M.D., Orthopedic Surgery, 585 River Rd., Yardley 19067 
Mohiudin A. Zeb, M.D., Family Practice, Lower Bucks Hosp., Bristol 19007 

CARBON COUNTY: 

John B. Paulus, M.D., Family Practice, Box 37-1A, White Haven 18661 

CENTRE COUNTY: 

Steven B. Vore, M.D., Psychiatry, 499 Sierra Ln., State College 16801 
Stanley J. Yoder, M.D., Orthopedic Surgery, 911 Univ. Dr., State College 16801 

DAUPHIN COUNTY: 

Thomas S. Davis, M.D., Plastic Surgery, 500 Univ. Ave., Hershey 17033 
Susan K. Gilbert, M.D., Internal Medicine, Harrisburg Hosp., Harrisburg 17101 
Jonathan E. Hottenstein, M.D., Orthopedic Surgery, 325 N. Front St., Harrisburg 
17101 

Augustus J. Papandrea, Jr., M.D., Family Practice, 1293 E. Geraldine Dr., Harrisburg 
17112 

Harold S. Rabin, M.D., Radiology, 14 Campbell PI., Camp Hill 17011 
Diehl M. Snyder, M.D., Family Practice, 500 Univ. Dr., Hershey 17033 
Stephen R. Strelec, M.D., Anesthesiology, Box 1466, Hershey Med. Ctr., Hershey 
17033 

Johannes D. Veldhuis, M.D., Internal Medicine, Hershey Med. Ctr., Hershey 17033 
Mark D. Widome, M.D., Pediatrics, Hershey Med. Ctr., Pediatrics, Hershey 17033 
Gunhilde M. Beck, M.D., Family Practice, Polyclinic Med. Ctr., Harrisburg 17105 
Alan C. Jasper, M.D., Internal Medicine, Box 1349, Hershey Med. Ctr., Hershey 17033 
Michael S. Marrone, M.D., Family Practice, 246 Univ. Manor, Hershey 17033 
Grant V. Parr, M.D., Thoracic Surgery, Hershey Med. Ctr., Rm. C412, Hershey 17033 
James F. Rich, M.D., Internal Medicine, 2815 Rosegarden Blvd., Mechanicsburg 17055 
John S. Rychak, M.D., Orthopedic Surgery, 2800 Green St., Harrisburg 17110 
Thomas J. Worgul, M.D., Internal Medicine, Box 1389, Hershey Med. Ctr., Hershey 
17033 

DELAWARE COUNTY: 

Arthur K. Balin, M.D., Internal Medicine, 3 Irving Rd., Wallingford 19086 
Vichai Bunyasaosuk, M.D., Pediatrics, 488 Burns Dr., Springfield 19064 
Leroy H. Carhart, M.D., General Surgery, 15th & Upland Ave., Chester 19013 
Ruthann P. Fitzpatrick, M.D., Internal Medicine, Crozer Chester Med. Ctr., Chester 
19013 

Vaidehi Kannan, M.D., Pathology, Lankenau Hosp., Pathology Dept., Philadelphia 
19151 

Elizabeth Liao, M.D., Psychiatry, 441 Gaskill St., Philadelphia 19147 
Anthony R. Rooklin, M.D., Pediatrics, 2205 W. Country Rd., Philadelphia 19131 
Cecilia M. Smith, D.O., 1346 Powell Rd., Brookhaven 19015 

Ronald D. Vallorani, D.O., Internal Medicine, B-45, 772 Providence Rd., Aldan 19018 

ELK-CAMERON COUNTY: 

Wu J. Lin, M.D., Obstetrics/Gynecology, 129 N. Michael St., St. Marys 15857 
Stephen P. Regec, M.D., Obstetrics/Gynecology, 215 Euclid Ave., Ridgway 15853 

FAYETTE COUNTY: 

Honorio G. Pineda, M.D., General Surgery, 119 Eastgate Rd., Uniontown 15401 


FRANKLIN COUNTY: 

William L. Davis, M.D., Dermatology, 19 5th Ave., Chambersburg 17201 
Adnan A. Hasan, M.D., Obstetrics/Gynecology, 1035 Wayne Ave., Chambersburg 
17201 

HUNTINGDON COUNTY: 

Ronald E. Costa, M.D., Urology, Warm Springs, Ave., Huntingdon 16652 
Nicholas E. Mihelic, M.D., Orthopedic Surgery, Blair Hosp., Warm Springs Ave., 
Huntingdon 16652 

Tony Yan, M.D., Otolaryngology, J. C. Blair Hosp., 2nd FI., Huntingdon 16652 

JEFFERSON COUNTY: 

Moshe Adler, M.D., Ophthalmology, 130 Pickering St., Brookville 15825 
Manjula S. Shah, M.D., Obstetrics/Gynecology, 307 Greenridge Dr., Dubois 15801 

LACKAWANNA COUNTY: 

Christopher J. Dressel, Jr., M.D., Internal Medicine, 802 Jefferson Ave., Scranton 18510 
Karl E. Williams, M.D., Family Practice, Box 143, R.D. #1, Springville 18844 
Bernard J. Willis, M.D., Psychiatry, R.D. #1, Waymart 18472 
E. Yoo, M.D., Psychiatry, Farview State Hosp., Waymart 18472 

LANCASTER COUNTY: 

Robert J. Baird, M.D., Family Practice, 946 Virginia Ave., Lancaster 17603 
Mark S. Cooperstein, D.O., Obstetrics/Gynecology, 450 Murry Hill Dr., Lancaster 
17601 

G. Richard Hartz, D.O., Obstetrics/Gynecology, 450 Murry Hill Dr., Lancaster 17601 
David E. Wiley, D.O., Obstetrics/Gynecology, 450 Murry Hill Dr., Lancaster 17601 

LEHIGH COUNTY: 

John N. Benner, M.D., Internal Medicine, 2401 Tilgman St., Allentown 18104 
Christopher L. Brown, M.D., Radiology, 1245 Winchester Rd., Allentown 18104 
John J. Cassel, M.D., Internal Medicine, 2557 Green Acres Dr., Allentown 18103 
C. Kelley, Jr., M.D. Pediatrics, 2200 Hamilton St., Allentown 18104 
Abdul A. Khan, M.D., Thoracic Surgery, 1251 S. Cedar Crest Blvd., Allentown 18103 
Kyung Y. Lee, M.D., Obstetrics/Gynecology, 1627 Chew St., Allentown 18102 
Jack A. Lenhart, M.D., Family Practice, 112 Hill Ave., Johnson City, NY 13790 
Howard M. Listwa, D O., Obstetrics/Gynecology, 1425 Lincoln Pkwy., W., Allentown 
18104 

Robert A. Morrow, M.D., Neurological Surgery, 1746 Allen St., Allentown 18104 
Joseph Pascal, M.D., Urology, 1251 S. Cedar Crest Blvd., Allentown 18103 

LUZERNE COUNTY: 

Alan Boonin, M.D., 534 Wyoming Ave., Kingston 18704 

Charlotte L. Casterline, M.D., Internal Medicine, 5 Old Well La. Hgh. Pt. Acr., Dallas 
18612 

Peter F. Casterline, M.D., General Surgery, 35 W. Linden St., Ste. 220, Wilkes-Barre 
18702 

Martin B. Fried, M.D., Internal Medicine, 21 Hedge Place, Kingston 18704 

Kenneth Levin, M.D., 130 Hillcrest Ave., Shavertown 18708 

Glenn M. Panzer, M.D., 534 Wyoming Ave., Kingston 18704 

Stephen T. Patternac, M.D., Family Practice, 191 Butler St., Kingston 18704 

Michael F. Raab, M.D., 534 Wyoming Ave., Kingston 18704 

LYCOMING COUNTY: 

Mohammad R. Mirza, M.D., Internal Medicine, 1201 Grampian Blvd., Williamsport 
17701 

James W. Montague, M.D., Family Practice, R.D. #1, Montoursville 17754 
Harshad R. Patel, M.D., Radiology, 1100 Grampian Blvd., Williamsport 17701 
Francis M. Powers, Jr., M.D., Radiology, 1100 Grampian Blvd., Williamsport 17701 

SOMERSET COUNTY: 

James Kawchak, M.D., Internal Medicine, 721 North St., Berlin 15530 
Joseph C. Sabato, D O., Family Practice, 508 S. Rosina, Somerset 15501 

SUSQUEHANNA COUNTY: 

Charles R. Manley, M.D., Anesthesiology, 1 Grow Ave., Montrose 18801 
Madhukar Saran, M.D., Internal Medicine, 104 Jackson Ave., Susquehanna 18847 

TIOGA COUNTY: 

Bruce M. Bilder, M.D., General Surgery, Box 189, R.D. 5, Wellsboro 16901 

WARREN COUNTY: 

Aneel N. Patel, M.D., Neurology, P.O. Box 249, 211 N. State St., Warren 16365 

WASHINGTON COUNTY: 

S. Leonard Gutkowski, M.D., Family Practice, 470 Hunting Creek Rd., Cannonsburg 
15301 

Geosette A. Langenheim, M.D., Obstetrics/Gynecology, 309 Fifth St., Charleroi 
15022 

Hessam Moheimani, M.D., Family Practice, P.O. Box 95, Bridgeville 15017 
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250 mg 


500 mg 



Tblinase 

tolazamide, Upjohn 

Please contact your Upjohn representative for additional product information. 


Upjohn 


J.5695-6 
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LIPQ'NICIN 

A peripSral vasodilator 



COLD FEET 

LEG CRAMPS 

TINNITUS 

DISCOMFORT 
ON STANDING 


GRADUAL 


nicotinic acid therapy 


IMMEDIATE RELEASE 


LIPO-NICIN/lOO mg. 

Each blue tablet contains: 


Nicotinic Acid .100 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-l) . . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

DOSE: 1 to 5 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000. 


UPO-NICIN/250 mg. 

Each yellow tablet contains: 


Nicotinic Acid .250 mg. 

Niacinamide . 75 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (B-l) . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). 10 mg. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500, 
1000 . 


GRADUAL 

RELEASE 


LIPO-NICIN/300 mg. 

Each time-release capsule con¬ 


tains: 

Nicotinic Acid.300 mg. 

Ascorbic Acid .150 mg. 

Thiamine HCL (H-l) . 25 mg. 

Riboflavin (B-2) . 2 mg. 


Pyridoxine HCL (B-6). . 10 mg. 
In a special base of prolonged 
therapeutic effect. 

DOSE: 1 to 3 tablets daily. 
AVAILABLE: Bottles of 100, 500. 


Indications: For use as a vasodilator in the symp¬ 
toms of cold feet, leg cramps, dizziness, memory 
loss or tinnitus when associated with impaired 
peripheral circulation. Also provides concomitant 
administration of the listed vitamins. The warm 
tingling flush which may follow each dose of LIPO- 
NICIN 100 mg. or 250 mg. is one of the thera¬ 
peutic effects that often produce psychological 
benefits to the patient. Side Effects: Transient 
flushing and feeling of warmth seldom require dis¬ 
continuation of the drug. Transient headache, itch¬ 
ing and tingling, skin rash, allergies and gastric 
disturbance may occur. Contraindications: Patients 
with known idiosyncrasy to nicotinic acid or other 
components of the drug. Use with caution in preg¬ 
nant patients and patients with glaucoma, severe 
diabetes, impaired liver function, peptic ulcers, 
and arterial bleeding. 


1 broMJ Jw THE BROWN PHARMACEUTICAL CO., INC. 2500 West Sixth Street, Los Angeles, California 90057 

Write for Literature and Samples 









































TREAT THE SYMPTOMS IN THE GERIATRIC PATIENT 


APATHY • IRRITABILITY 
FORGETFULNESS • CONFUSION 



Cerebro- 
Niciri 


CAPSULES 


A GENTLE CEREBRAL 
STIMULANT & VASODILATOR 
FOR GERIATRIC PATIENTS 


Each CEREBRO-NICIN capsule contains: 

Pentylenetetrazole.100 mg. • Nicotinic Acid ...100 mg. 

Ascorbic Acid .100 mg. • Thiamine HCI .25 mg. 

I-Glutamic Acid .50 mg. • Niacinamide .5 mg. 

Riboflavin .2 mg. • Pyridoxine HCI .3 mg. 

AVAILABLE: Bottles 100, 500, 1000 

SIDE EFFECTS: Most persons experience a flushing and tin¬ 
gling sensation after taking a higher potency nicotinic acid. 
As a secondary reaction some will complain of nausea, sweat¬ 
ing and abdominal cramps. The reaction is usually transient. 
INDICATIONS: As a cerebral stimulant and vasodilator. 
RECOMMENDED GERIATRIC DOSAGE: One capsule three times 
daily adjusted to the individual patient. 

WARNING: Overdosage may cause muscle tremor and con¬ 
vulsions. 

CONTRAINDICATIONS: Epilepsy or low convulsive threshold. 
CAUTION: Federal law prohibits dispensing without prescrip¬ 
tion. Keep out of reach of children. 


Write lor literature and samples . . . 

fBRoiHtfbTHF BROWN PHARMACEUTICAL CO. 

2500 W. 6th St., Los Angeles, Calif. 90057 


Advertisers’ index 


Blue Cross/Blue Shield .13 

Brown Pharmaceutical Co.30, 34, 35 

Burroughs Wellcome Co.4, 20 

Children’s Hospital of Philadelphia .31 

Conemaugh Valley Hospital .26 

Eli Lilly & Co.28 

Emergency Medical Specialty Services, Inc.29 

Geisinger Medical Center .38 

Harrisburg Navy Recruiting .12 

Loeb Rhoades...26 

Mead Johnson Pharmaceutical Division .9, 10 

Medical Protective Co.34 

Milton S. Hershey Medical Center .31 

New Jersey College of Medicine and Dentistry ... 31 

Pfizer Laboratories ./.19 

Roche Laboratories .2nd, 3rd, 4th Covers 

Smith Kline & French Laboratories .22 

Thomas Jefferson University Hospital .35 

Upjohn Co.33 


Residency 

in 

physical medicine 
and 

rehabilitation 

Dynamic, young program with balanced ac¬ 
ademic and clinical emphasis under the 
supervision of ten physiatrists. Three year pro¬ 
gram and integrated internship residency with 
opportunity for research and pursuit of special 
interests both in medical school and private 
hospital settings. Stipends from $13,800 to 
$15,800 depending on qualifications. We will 
pay for visits in selected cases. 

Equal Opportunity/Affirmative Action employer. 

Telephone or write for information to: 

John F. Ditunno, Jr., M.D., Director 
Department of Rehabilitation Medicine 
Thomas Jefferson University Hospital 
11th and Walnut Streets 
Philadelphia, Pa. 19107 
Telephone: (215) 928-6573 












































classifieds 


PHYSICIANS WANTED 

House Staff Physician —Excellent opportunity for a Pennsylva¬ 
nia licensed physician to serve in a responsible position of a 
modern suburban Philadelphia, 286 bed hospital. JCAH accred¬ 
ited. $35,000 per year plus vacation, sick leave, paid pension plan, 
hospitalization, malpractice insurance, and disability insurance. 
Some evening and night duty required. For further information, 
contact John F. Dunleavy, Assistant Administrator, Holy Re¬ 
deemer Hospital, Meadowbrook, PA 19046; telephone (215) 947- 
3000. 

Emergency Physicians —A multi-hospital group of emergency 
physicians seeks members for full-time positions at major hospi¬ 
tal emergency departments in Philadelphia and other areas of 
Pennsylvania. In addition to full-time emergency physicians, a 
physician director is sought for each emergency department. The 
group encourages professional and administrative autonomy in 
its member physicians. Financial arrangements are fee-for- 
service with minimum guarantee. Emergency-oriented edu¬ 
cational programs for physicians are maintained by the group at 
no charge to its members. Compensation ranges from $40,000 to 
$60,000 per year for 48 hours per week. Write: Department 650, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, Pa. 17043. 

Physician for Department of Emergency Services —200-bed 
general hospital in a beautiful university community located in 
western Pennsylvania. New construction and renovation pro¬ 
gram underway. Salary highly competitive. Pennsylvania license 
required. Contact William B. Yeagley, M.D., Director of 
Emergency Services, Indiana Hospital, Indiana, PA 15701; (412) 
463-0261. 

Psychiatrist —Board certified or board eligible. Mental hospital in 
metropolitan area. Easy access to New York, Philadelphia, and 
close to Pocono resort area. Good salary with excellent fringe 
and retirement benefits. Residence available. Pennsylvania 
license required. Contact Henry Buxbaum, M.D., Superintendent, 
Clarks Summit State Hospital, Clarks Summit, PA 18411; (717) 
586-2011. 

Orthopedic Surgeon Wanted —Associate for well established Or¬ 
thopedic Clinic in Eastern Pennsylvania. First year, salary plus 
percentage. Partnership after oneyear. Board eligibility required. 
No investment needed. Write Department 709, Pennsylvania Med¬ 
icine, 20 Erford Rd., Lemoyne, PA 17043. 

Family Practitioner —To associate with long-time practice in rural 
south central Pennsylvania. Two hours driving distance from 
major cities. Well-equipped 50-bed hospital. Board-certified or 
board-eligible for family practice/internal medicine. Gerald 
Lorentz, MD, Box 715, McConnelsburg, PA 17233. 

Diagnostic Radiologist —Effective January 1, 1979. DO or MD, 
full-time or part-time. Board certified or eligible. Incorporated. 
Philadelphia area. Write Department 798 Pennsylvania Medicine, 
20 Erford Rd., Lemoyne, PA 17043, or call Richard Krieger, MD, 
(215) 825-6629 after 6 p.m. 

Emergency Physician —Career-oriented experienced emergency 
specialist to join 3 full-time emergency physicians in modern 
240-bed community hospital. 25,000 visits. New large, well- 
equipped department. Strong community EMT program. Attrac¬ 
tive, friendly, suburban-rural community. Good schools. Fifteen 
miles from the University of Pittsburgh. Competitive starting 
salary plus routine review, comprehensive benefits, and mal¬ 
practice insurance. Excellent specialty back up. Contact Marvin 
M. Wedeen, Sewickley Valley Hospital, Sewickley, PA 15143 or 
call (412) 741-6600 ext. 1800. An equal opportunity employer, M/F. 


Emergency Physicians —Suburban Philadelphia hospitals. FFS 
with minimu m guarantee, 42 hours per week average. Experience 
preferred but will consider all applicants. Also, new hospital con¬ 
tract to begin January 1, 1979. Contact Teddy Trout (215) 242- 
4707 for further details or send CV to PO Box 192, Flourtown, PA 
19031. 

Immediate openings for Staff Psychiatrists and Primary Care 
Physicians in 1100 bed JCAH and AMA Accredited Psychiatric 
Hospital with 3 years approved Residency Training. Affiliated with 
Temple University Hospital, Department of Psychiatry. Located 
30 miles from Atlantic City and Philadelphia. Salary: $27,356 to 
$44,888. Private practice after duty hours permitted. Liberal 
fringe benefits include Professional Liability, Blue Cross, Blue 
Shield, and Life Insurance. Write Max C. Pepernik, MD, Medical 
Director, Ancora Psychiatric Hospital, Hammonton, New Jersey, 
08037 or call Area 609-561-1700, Ext. 304. 

Emergency Physician —Full-time position in community hospital 
affiliated with excellent teaching and residency program. Excel¬ 
lent opportunity to work in an active community hospital and be 
associated with an established emergency medicine residency 
program and medical school. Possibilities for career expansion 
and advancement in addition to opportunities for teaching and 
research if interested. Salary and fringe benefits are competitive. 
Physicians who have completed an emergency medicine resi¬ 
dency or have had emergency department clinical experience are 
invited to send their curriculum vitae to David K. Wagner, MD, 
Professor and Director of Emergency Medicine, The Medical 
College of Pennsylvania, 3300 Henry Ave., Philadelphia, PA 
19129. 

Emergency Room Physician —Full-time. Progressive, 300+ hos¬ 
pital. Small Pennsylvania community with farming, mining, small 
industry, hunting, fishing, good schools and friendly people. Two 
hours from Philadelphia, four hours from the shore (casinos), 
New York City and D.C. $26/hr. and fringe benefits. Schedule tai¬ 
lored to needs. Write Department 796, Pennsylvania Medicine, 20 
Erford Rd., Lemoyne, PA 17043. 

Emergency Room Physician —Salary commensurate with 
emergency department experience. Contact Thomas H. Aughin- 
baugh, MD, Director, Emergency Medicine, Clearfield Hospital, 
PO Box 992, Clearfield, PA 16830; (814) 765-5341. 

Emergency Room Physicians —Immediate opening for full and 
part time emergency room physicians at Pocono Hospital, East 
Stroudsburg, PA, in the Poconos, 1.5 hours from NYC and 
Philadelphia. Salary competitive. Please contact MAPS, Pocono 
Summit, PA 18346, or phone (717) 839-8851. 


classified advertising information 

Rates—$12.00 per insertion up to 30 words; 50 cents each additional word; $1.00 
per insertion for answers sent in care of Pennsylvania Medical Society. Payable in 
advance. 

COPY DEADLINE —Copy due by the first day of month preceding month of 
publication. Send to PENNSYLVANIA MEDICINE, 20 Erford Rd., Lemoyne, Penn¬ 
sylvania 17043. The right is reserved to reject or modify copy to conform with 
publication rules. 

DEPARTMENT NUMBERS —Advertisers using department numbers forbid dis¬ 
closure of their identity. Written inquiries are forwarded to such advertisers. 

WORD COUNT —Count as one word all single words, two initials of a name, each 
abbreviation, isolated numbers, groups of numbers, hyphenated words. Count 
name and address as five words, telephone numbers as one, and ' Write Depart¬ 
ment . . ., PENNSYLVANIA MEDICINE” as five. 
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Anesthesiologist-Certified or eligible to join hospital-based staff 
- 6 MD’s, 17 CRNA’s - in modern 500-bed community hospital. 
Suburban Philadelphia location. Competitive salary and fringe 
benefits, plus malpractice insurance. Send resume, including 
salary requirements to: Department 805, Pennsylvania Medicine, 
20 Erford Rd., Lemoyne, PA 17043. 

House Staff Physician —Progressive 430 bed suburban Philadel¬ 
phia teaching hospital seeks full time house physician. Pennsyl¬ 
vania state licensure with good knowledge of general medicine 
required. This challenging opportunity offers a salary commensu¬ 
rate with experience, liberal fringe benefits, and pleasant working 
conditions. Please submit resume in confidence or contact: 
Crozer-Chester Medical Center, 15th and Upland Avenue, Ches¬ 
ter, PA 19013, (215) TR4-9611, Ext. 204. An Equal Opportunity 
Employer. 

Numerous opportunities available throughout Eastern U S. for 
physicians in ail specialties. All fees employer paid. Send c.v. with 
geographic preference and availability date along with objec¬ 
tives. Descriptive brochure available. MediSearch Unlimited, 
1509P Four Gateway Center, Pittsburgh, PA 15222; (412) 355- 
0215 (answers 24 hours). 

G.P. to Associate in One Man Corporation —Option to take over. 
Practice primarily obstetrics and pediatrics. Two hospitals, 500 
beds, open staff, most specialties. Retiring June 30,1979. Charles 
A. Lehman, Jr., MD, 335 Maynard St., Williamsport, PA 17701; 
(717) 323-9947. 

Physician Wanted —A major ethical pharmaceutical company lo¬ 
cated in New Jersey is seeking a physician for the position of 
Assistant Director for their Medical Planning Department. The 
basic function of this position is participation in the medical 
aspects of marketing company products and services and to 
direct the activities of the Professional Services Product Group. 
For detailed information write or call Blendow, Crowley & Oliver, 
Inc. 185 Front Street #205, Danville, CA 94526 or call (415) 837- 
8115. 

Internists for non-profit medical center in Florida. Positions 
available March 1, 1979. Excellent compensation package; no 
overhead. Florida license or Flex. Contact: Mid-County Medical 
Center, 2001 Palm Beach Lakes Boulevard, Suite 202, West Palm 
Beach, Florida 33409 or call (305) 684-1120. 

Pennsylvania: Emergency Physician System. Needs several 
fulltime emergency physicians for Western Pennsylvania area 
emergency departments. Independent contractor arrangements. 
Eligible for corporate membership within two years. The system 
is on a “fee-for-service” basis. Contact: (412) 228-3400 for inter¬ 
view appointment. 

An established satellite practice in a new 4,000 square foot fully 
equipped facility twenty minutes from hospital needs two per¬ 
sons to associate in a group (hospital will provide economic 
support through a private grant until self sufficient). Another 
successful two person family practice group requires third doc¬ 
tor. Additionally, several solo opportunities in neighboring com¬ 
munities. Rapid growth potential, pleasing professional, social, 
and environmental setting. Send resume to Department 803, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

Physician Needed for resort community in magnificent sunbelt 
setting. Enjoy superb golf, tennis, sailing, riding, fishing, hunting, 
and all water sports. Start with a guaranteed salary and benefit 
package. No investment required, but in two years, you can own 
your own practice including medical and office equipment and 
office furniture purchased at book value. Benefits include liberal 
vacation. Study time with travel expenses paid. Paid malpractice, 
health, accident and life insurance. For more information, write 
Don Small, Fairfield Bay Medical Center, Box 3008, Fairfield Bay, 
Arkansas 72088, or call toll-free 800/643-9790 or 643-9791 (in 
Arkansas, call 501/884-6334). 


OB/GYN—Excellent Opportunity —Immediate opening. Well- 
established multi-specialty group in Central Pennsylvania. Full 
benefits and guaranteed base salary. Enjoy the benefits of a rural 
setting. One-half hour from university town. Send CV to Recruit¬ 
ing Physician, PO Box 687, Philipsburg, PA 16866 Telephone 
(814) 342-5402. 

Physicians, E.D. Physicians. Four full time faculty positions in 
the Emergency Department of Thomas Jefferson University Hos¬ 
pital. Direct clinical care in addition to supervision and training of 
undergraduate medical students, housestaff in traditional spe¬ 
cialty programs, nursing personnel and paramedics. Two po¬ 
sitions to begin immediately; two July 1, 1979. Completion of 
approved emergency medicine residency and three years experi¬ 
ence in emergency medicine or board eligibility/certification in 
other specialty discipline required. Positions will rotate to pro¬ 
vide 24 hour, 7 days a week coverage. Contact: Joseph A. Zec- 
cardi, MD, Thomas Jefferson University Hospital, 11th and Walnut 
Sts., Philadelphia, PA 19107 (215-928-6844). Affirmative Action/ 
Equal Opportunity Employer. 

Family Practice: suburban-rural Western Pennsylvania. 45 min¬ 
utes from Pittsburgh’s Golden Triangle. Major industrial and 
large nursing home contract available. Two man practice within 
two years. Contact: Physician Search Committee, Box 2913, 
Pittsburgh, PA 15230. 

Angiographer (Abdominal and Peripheral). Faculty position 
available at Thomas Jefferson University Hospital beginning July 
1,1979. Salry to be discussed. Send c.v. to Danial M. Scotti, MD, 
Department of Radiology, Thomas Jefferson University Hospital, 
Eleventh and Walnut Sts., Philadelphia, PA 19107. An equal op¬ 
portunity, affirmative action employer. 

NEEMA Emergency Medical —a professional association— 
Emergency medicine positions available with emergency physi¬ 
cian groups throughout Pennsylvania, N.Y., N.J., Michigan, and 
Southeastern U.S., including all suburban, rural, and metropoli¬ 
tan areas. Fee-for-service with minimum guarantee provided. 
Malpractice paid. Practice credits toward board certification. 
Physician department directors also desired. Please send resume 
to NEEMA Emergency Medical, Suite 400, 399 Market St., 
Philadelphia, PA 19106, or telephone (215) 925-3511. 

Emergency Physician: Immediate opening in emergency de¬ 
partment for full time physician in progressive 352 bed general 
hospital, located in recreational and cultural Laurel Highlands 
area of Western Pennsylvania. University affiliated family practice 
residency program. Excellent multispecialty backup. Excellent 
fringe and salary benefits program, including malpractice insur¬ 
ance and four weeks vacation. Contact: A. J. DeFail, Assistant to 
the Administrator, Latrobe Area Hospital, Latrobe, PA 15650. 

Physicians —To fill more than 150 opportunities available in 
Pennsylvania. All specialties included. For further information 
write PMS Physician Placement Service, Donna F. Wenger, As¬ 
sistant Director Educational Activities, Pennsylvania Medical So¬ 
ciety, 20 Erford Rd„ Lemoyne, PA 17043; (717) 763-7151. 


POSITIONS WANTED 

Orthopedic Surgeon, 50, would like to relocate. Board certified 
AAOS and FACS. University trained with academic background. 
Prefers metropolitan areas. Please write to Department 801, 
Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 17043. 

Internist-ABIM eligible July 1979 seeking association with estab¬ 
lished practice in Philadelphia, its suburbs or South Jersey. Write 
Department 804, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, 
PA 17043. 

Board Certified Internist —31 yr., Univ. trained, extensive clinical 
experience; seeks association with group, individual, or hospital 
in Greater Philadelphia area. Teaching, administrative responsi- 
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bilities welcomed, but emphasis must be clinical. Write Depart¬ 
ment 806, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, PA 
17043. 

If You Need —A partner or associate; a physician to continue your 
practice upon your retirement; or a specialty physician for your 
hospital staff, contact PMS Physician Placement Service, Donna 
F. Wenger, Assistant Director Educational Activities, Pennsylva¬ 
nia Medical Society, 20 Erford Rd., Lemoyne, PA 17043; (717) 
763-7151. 

FOR RENT 

For Rent —1,000 square foot medical office suite, Mount Holly, 
Burlington County, New Jersey, opposite regional high school 
and elementary school. Adequate parking, minutes away from 
Burlington County Memorial Hospital. Must see to appreciate. 
Call 609-267-3230 for an appointment. 

Medical Office Space —In one of the top ten growth areas in entire 
country. We are just completing additional new office space at 
the Bunker Hill Medical Center in Washington Township, 
Gloucester County, New Jersey. Washington Township has a 
growth rate of approximately one thousand new homes each 
year. Write for list of present tenants, specialties, and local cen¬ 
sus figures. Some office space available for immediate occu¬ 
pancy. Send all inquiries to Hedenberg Bros., Inc., 199 N. Wood¬ 
bury Rd., Pitman, NJ 08071. 

FOR SALE 

Unique House/Office (fully equipped and furnished) Combina¬ 
tion. Growing pediatric practice with family practice potential, 
available immediately, central Pennsylvania. Financing available. 


Accessible to community hospitals and medical center. Contact 
Department 807, Pennsylvania Medicine, 20 Erford Rd., Lemoyne, 
PA 17043. 

For sale in suburb of Pittsburgh. Modern office. Gross 
100,000 plus. Fixed income of $50,000. Unique opportunity, po¬ 
tential for growth. Write Department 802, Pennsylvania Medicine, 
20 Erford Rd., Lemoyne, PA 17043. 


MISCELLANEOUS 

Biomedical Electronics Service —Repairs medical, laboratory, 
and other electronic equipment. Will install and remove x-ray 
equipment. Walker Electronics, 143 North 9th St., Lebanon, PA 
17042. Telephone (717) 274-3919. 


CONTINUING EDUCATION 

Burn Workshop —February 1 & 2, 1979. Pikesville Hilton, Balti¬ 
more, Maryland. Sponsored by the University of Maryland School 
of Medicine. For information contact: Program of Continuing 
Education, 10 S. Pine Street, Baltimore, MD 21201 or call (301) 
528-3956. 

Gastroenterology for the Primary Care Physician, March 9-10, 
1979, Cross Keys Inn, Columbia, Maryland is sponsored by the 
Division of Gastroenterology of the University of Maryland School 
of Medicine. AMA and AAFP accredited. For information: Pro¬ 
gram of Continuing Education, lOSouth PineStreet, MSTF300 E, 
Baltimore, MD 21201; (301) 528-3956. 


Continuing Education Programs 

1978-1979 

Institute for Medical Education and Research 

Geisinger 

Medical Center 

Advances in Clinical Practice -1979 

11th Annual Special Child Conference 

Saturday, Sunday, February 10, 11, 1979 

Saturday, May 5, 1979 

9 a.m. to 5 p.m. Tuition $105 

9 a.m. to 1 p.m. Tuition: $15 

Office Treatment for Common Problems in Otolaryngology 

Common Problems in Allergy & Immunology 

Wednesday March 7, 1979 

Wednesday, May 16, 1979 

9 a.m. to 5 p.m. Tuition; $40 

9 a.m. to 5 p.m. Tuition: $40 

Endocrine Disorders of Pituitary, Pancreas & Parathyroid 

Adult Congenital Heart Disease 

Wednesday, March 21, 1979 

Wednesday, June 6, 1979 

9 a.m. to 5 p.m. Tuition: $40 

9 a.m. to 5 p.m. Tuition: $40 

Current Topics in Surgery 

Internal Medicine-Pocono Course -1979 

Wednesday, April 4, 1979 

August 8-12, 1979 

9 a.m. to 5 p.m. Tuition: $40 

Advances in Dermatology for the Practitioner 

Wednesday, April 18, 1979 

At Pocono-Hershey 

1 p.m. to 5 p.m. Tuition: $25 

As an organization accredited for continuing medical education, the Geisinger 

Topics in Ophthalmology 

Medical Center certifies that these activities meet the criteria for credit hours in 

Saturday, April 21, 1979 

Category 1 of the Physician’s Recognition Award of the American Medical 

9 a.m. to 1 p.m. Tuition: $25 

Association. (Refer to each program — full day - 7 hours credit and Vi day - 4 

Endocrine Disturbances of Thyroid, Adrenals & Gonads 

hours credit). 

Wednesday, May 2, 1979 

For further information write to: 

9 a.m. to 5 p.m. Tuition: $40 

Millie K. Fleetwood, Ph.D. 

Geisinger Medical Center 

Danville, Pennsylvania 17821 
or telephone (717) 275-6333 
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4oche) For recurrent attacks of 

urinary tract infection in women 


Bactrim DS S 

Each tablet contains 160 mg trimethoprim and 800 mg sulfamethoxazole. 

Just one tablet b.i.d.f or 10 to 14 days 

■ Action at urinary/vaginal/lower bowel sites helps ■ Convenient b.i.d. dosage provides day-and-night 
eliminate reservoirs of infecting organisms antibacterial control 



■ Distinctive antibacterial action plus wide spectrum 
helps eradicate recurrent UTI 

■ Low incidence of bacterial resistance in community 
practice 


■ Contraindicated during pregnancy and the nursing 
period. During therapy, maintain adequate fluid intake; 
perform CBC’s and urinalyses with microscopic 
examination. 


Before prescribing, please consult complete product informa¬ 
tion, a summary of which follows: 

Indications and Usage: For the treatment of urinary tract 
infections due to susceptible strains of the following or¬ 
ganisms: Escherichia coli, Klebsiella-Enterobacter, Proteus 
mirabilis, Proteus vulgaris, Proteus morganii. It is recommended 
that initial episodes of uncomplicated urinary tract infections 
be treated with a single effective antibacterial agent rather 
than the combination. Note: The increasing frequency of resis¬ 
tant organisms limits the usefulness of all antibacterials, espe¬ 
cially in these urinary tract infections. 

Also for the treatment of documented Pneumocystis 
carinii pneumonitis. To date, this drug has been tested only in 
patients 9 months to 16 years of age who were immunosup- 
pressed by cancer therapy 

The recommended quantitative disc susceptibility method 
{Federal Register, 37: 20527-20529, 1972) may be used to esti¬ 
mate bacterial susceptibility to Bactrim. A laboratory report of 
"Susceptible to trimethoprim-sulfamethoxazole” indicates an infec¬ 
tion likely to respond to Bactrim therapy. If infection is confined to 
the urine, “Intermediate susceptibility” also indicates a likely re¬ 
sponse. “Resistant” indicates that response is unlikely. 

Contraindications: Hypersensitivity to trimethoprim or sul¬ 
fonamides; pregnancy; nursing mothers; infants less than two 
months of age. 

Warnings: Deaths from hypersensitivity reactions, agran¬ 
ulocytosis, aplastic anemia and other blood dyscrasias have been 
associated with sulfonamides. Experience with trimethoprim is 
much more limited but occasional interference with hematopoiesis 
has been reported as well as an increased incidence of throm- 
bopenia with purpura in elderly patients on certain diuretics, 
primarily thiazides. Sore throat, fever, pallor, purpura or jaundice 
may be early signs of serious blood disorders. Frequent CBC’s 
are recommended; therapy should be discontinued if a signifi¬ 
cantly reduced count of any formed blood element is noted. 

Precautions: Use cautiously in patients with impaired renal 
or hepatic function, possible folate deficiency, severe allergy or 
bronchial asthma. In patients with glucose-6-phosphate dehy¬ 
drogenase deficiency, hemolysis, frequently dose-related, may 
occur. During therapy, maintain adequate fluid intake and perform 
frequent urinalyses, with careful microscopic examination, and 
renal function tests, particularly where there is impaired renal 
function. 

Adverse Reactions: All major reactions to sulfonamides and 
trimethoprim are included, even if not reported with Bactrim. 

Blood dyscrasias: Agranulocytosis, aplastic anemia, megaloblas¬ 
tic anemia, thrombopenia, leukopenia, hemolytic anemia, purpura, 
hypoprothrombinemia and methemoglobinemia. Allergic reac¬ 
tions: Erythema multiforme, Stevens-Johnson syndrome, 
generalized skin eruptions, epidermal necrolysis, urticaria, serum 
sickness, pruritus, exfoliative dermatitis, anaphylactoid reactions, 
periorbital edema, conjunctival and scleral injection, photosensiti¬ 
zation, arthralgia and allergic myocarditis. Gastrointestinal reac¬ 
tions: Glossitis, stomatitis, nausea, emesis, abdominal pains, 
hepatitis, diarrhea and pancreatitis. CNS reactions: Headache, 


peripheral neuritis, mental depression, convulsions, ataxia, hal¬ 
lucinations, tinnitus, vertigo, insomnia, apathy, fatigue, muscle 
weakness and nervousness. Miscellaneous reactions: Drug fever, 
chills, toxic nephrosis with oliguria and anuria, periarteritis nodosa 
and L. E. phenomenon. Due to certain chemical similarities to 
some goitrogens, diuretics (acetazolamide, thiazides) and oral 
hypoglycemic agents, sulfonamides have caused rare instances 
of goiter production, diuresis and hypoglycemia in patients; 
cross-sensitivity with these agents may exist. In rats, long-term 
therapy with sulfonamides has produced thyroid malignancies. 

Dosage: Not recommended for infants less than two 
months of age. 

Urinary Tract Infections: Usual adult dosage—1 D,S tablet 
(double strength), 2 tablets (single strength) or 4 teasp. (20 ml) 
b.i.d. for 10-14 days. 

Recommended dosage for children—8 mg/kg trimethoprim 
and 40 mg/kg sulfamethoxazole per 24 hours, in two divided doses 
for 10 days. A guide follows: 


Children two months of age or older: 



Weight 

Dose- 

—every 12 hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp. (5 ml) 

V 2 tablet 

40 

18 

2 teasp. (10 ml) 

1 tablet 

60 

27 

3 teasp. (15 ml) 

IV 2 tablets 

80 

36 

4 teasp. (20 ml) 

2 tablets or 1 DS tablet 

For patients with renal impairment: 


Creatinine 


Recommended 


Clearance (ml/min) 

Dosage Regimen 


Above 30 


Usual standard regimen 


15-30 


V 2 the usual regimen 


Below 15 


Use not recommended 


Pneumocystis carinii pneumonitis: Recommended dosage: 

20 mg/kg trimethoprim and 100 mg/kg sulfamethoxazole per 24 
hours in equal doses every 6 hours for 14 days. See complete 
product information for suggested children’s dosage table. 

Supplied: Double Strength (DS) tablets, each containing 160 
mg trimethoprim and 800 mg sulfamethoxazole, bottles of 100; 
Tel-E-Dose® packages of 100. Tablets, each containing 80 mg 
trimethoprim and 400 mg sulfamethoxazole—bottles of 100 and 
500; Tel-E-Dose® packages of 100; Prescription Paks of 40, avail¬ 
able singly and in trays of 10. Oral suspension, containing in 
each teaspoonful (5 ml) the equivalent of 40 mg trimethoprim and 
200 mg sulfamethoxazole, fruit-licorice flavored—bottles of 16 oz 
(1 pint). 

/ \ Roche Laboratories 

< ROCHE> Division of Hoffmann-La Roche Inc. 

\ / Nutley, New Jersey 07110 

Please see back cover. 
















Her next attack of cystitis may require 

the Bactrim 

3-system counterattack 



■■ 

Bactrim has shown high clinical effectiveness in recur¬ 
rent cystitis as a result of its wide spectrum and dis¬ 
tinctive antimicrobial action in the urinary, vaginal and 
lower intestinal tracts. 

The probability of recurrent urinary tract infection 
appears to be enhanced by the establishment of large 
numbers of E. coli or other urinary pathogens on the 
vaginal introitus. The trimethoprim component of 


Bactrim diffuses into vaginal fluid in effective concen¬ 
trations, thus combating migration of pathogens into 
the urethra. 

Studies have shown that Bactrim acts against Entero- 
bacteriaceae i n the bowel without the emergence of resis 
tant organisms. Thus, Bactrim reduces the risk of introitc 
colonization by fecal uropathogens. It has no signifi¬ 
cant effect on other normal, necessary intestinal flora. 


Bactrim fights uropathogens in the 

urinary tract/vaginal tract/lower intestinal tract 

ifo 


Please see reverse side for summary of product information. 





